CONTENTS 


Preface to the Third Editior xiii 

cHAPTmV INTRODUCTION 

The Foundations of Psychiatry ......... i 

The Field of Psychiatry .......... 6 

Contemporary Schools of Psychiatry ........ lO 

CHAPTER n EXAMINATION OF THE PSYCHIATRIC PATIENT 
Scheme foi Case-taking .......... 41 

Schema for the Examination of Organic Cases ....... 48 

\ CHAPTER in PERSONALITY DEVIATIONS AND NEUROTIC REACTIONS 
Historical De%’elopmei:t of the Concept of Psychopathy ..... 56 

Modern Development 0^ the Concept of Psychopathy 60 

Aetiological Aspects of C,'onstitution ........ C3 

Special Forms of Reactioi and of Personality 77 

Psychological Treatment pf Neurosis and Psychopathy . . . . .175 

Special Techniques in Ps/zcholngical Treatment . . . . . .180 


c|\PTER IV AFFECTIVE DISORDERS 

pefinition . 

Incidence . 

Basic Personality . 

Physical Constitution 
Psychopathology 

Aetiology, Physiopathology and Biocl 
Precipitation 
Clinical Picture , 

Course and Prognosis . 

Diagnosis and DifferemlalDiagno^i, 


istiy 


189 

191 

192 
194 
196 
205 
205 
217 
219 



Cr>N*Tr,NT,S 


VitS 


cirAi'Tiii V SCinZOI'IIUHNlA 


idrulf'iur 

{’r.y( Imyrin'^in ..... 

.... 

( h'ntt rrtuT <>f Sytupfomr-: fJrnor.jl (jti.iliticfi 
(’iinit .ll ri(htrr ..... 
Sy«up!t'iu;i5if Srlnv'.nphrcni.t . 

Outt'timr ...... 

ami I’mpnormi .... 
.anti DifTctrntial Di.yunosifi 
■('jr.unumi ...... 


237 

i '.38 

2 <jO 

262 

26 ,j 

'-75 

277 

299 

305 

308 

3*4 

322 


ntAt'iT.u Vf I'XOrn-NOU.S KI-ACTJONS AND SyMI>TOMATJC PSyciIQtSHS 


.Actinlnyy :»m! Patiiolopy 
(!linic.i! I’ioUirc .... 
Comae aiut i*ropno'.'.is . 

Diitipwsia atul DilTcrcntial Diagno.si:? 
’iVcatfiumt 


• 3.^2 
346 
384 
384 

• 385 


cuAfTi K vu ALCOHOLISM, DRUG ADDICTION AND OTHER INTOXI 

CATIONS / 


.Mcohol nnd Alcoliolism 
Drug Dependence 
Hallucinogens .... 

Anoxaemia .... 

Industrial Intoxications. 

CHAPTER viir 

Definition . . • • • 

Physiological Basis 
Incidence . . • • * 

Aetiology • • • • • 

Associations . • • • 

Clinical Manifestations 
Differential Diagnosis 
Treatment . • • • ’ 


• 388 

■ 413 

• 432 

• 438 

■ * 442 

THE EPILEPSIES 

^ • 445 

‘ ^ ■ 450 

' i . ! ■ ■ 455 

■ ^74 

• 476 


CONTENTS 


CHAPTER IX MENTAL DISORDER IN TRAUMA, INFECTION AND 


TUMOUR OF THE BRAIN 

Psychological Changes Produced by Organic Brain Disease .... 485 

Psychological Effects of Focal Brain Damage ....... 492 

Injuries v. ' m .......... . 499 

Encephalitis 512 

Parkinsonism ............ 514 

Hepato-lenticular Degeneration (Wilson's Disease) . . . . . * 5^7 

Syphilis of the Central Nervous System ....... 517 

Cerebral Tumour. ........... 5^4 

Disseminated Sclerosis ........... 53 ° 

CHAPTER X AGEING AND THE MENTAL DISEASES OF THE AGED 

Introduction 533 

The Physical and Biological Aspects of Ageing. ...... 534 

Psychological Changes with Ageing 537 

The Incidence and Prevalence of Mental Disorder in Old Age . . *539 

General Aetiological Factors ......... 544 

Classification and Diagnosis of Mental Disorder in the Aged .... 54 ^ 

General Management and Aftercare of Old Patients ..... 560 

Affective Disorder in Old Age 5^7 

Neurosis in Old Age .... 57 ^ 

Late Paraphrenia ..... ..... 5 ^° 

Physical Illness in Menial Disorders of Old Age 5^6 

Dementia in Middle Age . 


CHAPTER XI CHILD PSYCHIATRY 


Introductory ..... ^ 3 ° 

Incidence; Child Psychiatric Services . • ■ ■ • ■ - ^ 3 ^ 

Psychiatric Examination of the Child - • 633 

Mental Deficiency 

Psychoneurotic Reactions and Personality Disorders . • • • ■ 

The Psychoses of Childhood . . 668 


Symptomatic Psychoses and Psychological Reactions to Physical Illness • • ^ 7 * 

Organic Conditions of Obscure Aetiology . • • • • ‘ ‘ 

CHAPTER XII MENTAL SUBNORMALITY {Amentia, Oligophrenia) 
Definitions and Classifications ..... . . • 692 

Incidence . . ^94 



t'uN' ri NT: 


t'H\rv'rU 


Xff Ml’A'lAl. SllnN'{)Ui\iALI I S (.’inh-niiii, (h^liit/ihrfntd-'i'oittintirtlj 


A*'ft<“>!!nfV .IHi! 

{'"r^hur; .... 
I)i il'tMi if; lUit! liiflftCOti.ll 

*rrr.if(n*:Ut ..... 


69 

70 

yz 

73 

73 


« rf\?Trfi ,\ffr M)MiMS'rn.vnvi': and lecm. rsn 


HfA'rKV 


X^oltuU.!! V “Ctf'.itmrnt , 

rfocf'ilitfr f nn rrniiiff ( ‘fifiuiiiffrirnt ..... 

Mnit.)! I h'ficii’tu y ........ 

;hu! f »u.U(li.TO.'>ltip ..... 

‘riif ( )(!t'.uilr,ui(it» .niul .Atlmiiii'itriilion of IV-ychi.Ttrir. .Service:; 

'I'lio Mrnt;i! I’.Ttirnf in Civil f,;uv ...... 

C(itnin.»l Ur-iiumsihitiiy ....... 

Nvu I,ri:i'.I;ttimi in Relation to I )rnit .AddicliotJ in the United Kingdom 


73' 

7d' 

75 

7 S‘ 

75^ 

755 

7r^. 

77‘ 


rtfArrnn siv .SOCIAT, J’SVCJJIA'J’jn^ 

jnttodiivtinn ......... 

.Sfinhr;; of I’revalence and hu'idence ..... 

Siu'io-cvononne I'aclor.*; . . . . . . . / 

Sui<’ii!e ........... 

.Attempted .Suicide ....... .' 

Preventive P.^yehiatry ........ 


77 ( 

78c 

784 

78 / 

792 

798 


niidioprapliy 


808 


Ilulc.N 



LIST OF PLATES 


W. Mayer-Gross 1889-1961 

/ 

I\ai^/PavIov 1849-1936 


■^Si^und Freud 1856-1939 

Somatotypes; average physique and extreme mendomorphy(male) 
Somatotypes: extreme in mesomorphy (male) . 

Somatotypes: extreme in ectomorphy (male) .... 
Somatotypes: extreme in endomorphy and in mesomorphy(female) 
Soii^atotype: extreme in ectomorphy (female) .... 
Writii^.^ereotype by paranoid schizophrenic patient 
Part of a showing schizophrenic thought disorder, incoher- 
ence and\jl-dehned confluent paranoid delusional ideas 

• Painting by a psy chopathic subject 

. Drawing by the S^v- 'edish painter Carl Frederick Hill who suffered 

from a psychot ic illness during the greater part oF his life. 

• Two pictures by the Swedish painter Ernst Josephson bearing 

the signatures Rafael Sangio and Velasquez through Ernst 

Josephson . 

Air encephalogi am of a female with presenile dementia 

• Alzheimer’s disease: section from cornu ammonis 


, Frontispiece 
Between Pages 

16/17 


Dressing 


apraxi^ tn 


a case of Pick’s disease 


'■ Pick’s disease; showing marked atrophy of the prefrontal regions 
of the brain ' ' ‘ ' 

i- Childhood autism ^ ' 

'■ Katyotype8offours'i''’j''‘®"''’’’‘*™”''’™”“*“*’™™''*''''^ 


193/193 


- 488/289 


608/609 

680/681 

720/721 



PREFACE TO THE THIRD EDITION 

ave to record with deep regret the loss of our senior colleague, Willy Mayer-GrosS; 
died at the age of 72 on the 14th February, 1961. Mayer-Gross was educated in the 
'an school of psychiatry, and was a pioneer contributor, with such other great men 
ringer, Gruhle and Jaspers, to the remarkable flowering of clinical psychiatry in the 
opment of ‘phenomenology’, i.e. the exact study and precise description of psychic 
s, which areaprimary requisite for their understanding. Mayer-Gross came toBritainin 
, and from that time the effect of his presence, and that of his close colleague and friend 
I Guttmann, was shown, perhaps more than in anything else, in a far-reaching educa- 
process. This process, which extended through the length and breadth of British 
liatry, succeeded in rejuvenating the ingroivn habits of thought of the British approach, 
len bogged down in the unproductive generalities of Meyerian psychobiology. The 
ical and empirical spirit so imparted was enough to hold in check a tendency towards 
Jciplined theori2ing, to which our younger psychiatrists might otherwise have become 
:ted; and instead of that we have seen the building up of a tradition of thinking for 
:lf without undue deference to authority, and concerning oneself with clinical research 
,vith practical issues, above all the problems of treatment. 

ince our last edition in i960, and the death of Mayer-Gross in 1961, the changes that 
overtaken psychiatry in this as in other lands have been both extensive and profound, 
aps the most important of these is the increasing involvement in the study of epidem.iologj^ 
ental disorder, its social causes, its consequences and the problems of rehabilitation, 
h of the work undertaken in this field has been marked by the precise definition of 
bles and the use of valid and reliable measures even in relation to phenomena such as 
-family attitudes, which up to quite recently have been thought insusceptible of 
iurement. Perhaps partly because the use of the classical variables of sociology (social 
, economic status, isolation, urbanization, mobility) has failed outside the fields of 
iquency and mental subnormahty to reveal any significant factors in causation, attention 
■w being diverted towards the social microcosm of the family and its influence on the 
lopment of instability and of mental disorder. In the next decade the familial t endency 
hizophrenia as to neurosis will probably be studied to an increasing extent with the aid 
ciological and psychological as well as clinical and genetical tools. Such multidiscipHn- 
mdeavours are in a modern spirit of enquiries in human biology and should help to 
ide psychiatry with that complementarity of vision that is so badly needed at the present 
; of its scientific development. However, we must remember that even. if specific 
il influences can be clearly established as contributors to the processes which culminate 
jurotic, psychopathic, drug-addicted or sexually deviant personalities (to take some of 
ikely candidates) the problem of alleviating these disorders by social measures or by any 
jures which the social sciences suggest would remain to be solved. We know a very 
t deal about the major contributors to death and disability in early and late life which our 
ionate addictions to smoking, drinking and driving motor-cars burden us with. But even 
a shown the way, civilized communities evince an absolute unwillingness to tackle these 
il disorders in any radical way. 
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at with which he is most familiar, will surely disclose to the informed reader errors of fact 
d emphasis and the biases which his owm restricted experience necessarily involves. But 
aat he should be able to give to the reader in compensation for these deficiencies is a picture 
the entire scene as it is visualized by a single observer placed at an elevation over one part 
the whole map. While the multi-author textbook will remain indispensable for many 
irposes, above all for detailed study of any part of the whole terrain, the general reader 
eds in addition the synoptic study in which parts are brought into relation with the 
hole. 

In this edition the least chan ges have been made in C hapter I Introduction, and Chapter 
Examination of the Psychiatric Patient. The amount of new matter required to bring 
bapter VIII The Epilepsies and Chapter XII Mental Subnormality up to date, though 
ibstantial, has not ^en very large. It has been neces .1 .♦ r" 

I Personality Deviations and Neurotic Reactions, IV ‘ ' . ■ • 

II Alcoholism and Drug Addiction, and X Ageing a ' ' ' ' ^ 

hapter XIII on Administrative and Legal Psychiatry has been thoroughly revised and in 
ct re-written. And there is a new Chapter on Social Psychiatry. 
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CHAPTER 1 


INTRODUCTION 

THE FOUNDATIONS OF PSYCHIATRY 

This book is based on the conviction of the authors that the foundations of psychiatry have 
0 be laid on the ground of the natural sciences. In it the attempt is made to apply the 
aethods and the resources of a scientific approach to the problems of clinical psychiatry', 
t is obvious that in the present stage of development of our specialty such a plan can only 
»e carried out in a partial way, and that much of our clinical knowledge today belongs 
nore to medical art than to science. Nevertheless we have kept to this aim because we 
lelieve that it is only from an organic connexion between the natural sciences, biology, 
nedicine and psychiatry, and from the arduous but reliable scientific methods of investiga- 
ion and discussion that lasting advances can be made. 

It seems necessary to make such a statement at the outset, because now, as so frequently 
luring the hundred years of its existence, psychiatry is in danger of losing its connexion 
vith the body of medicine. These recurrent crises can be traced to two main causes: to 
he influence of psychiatric practice on the knowled^ and the attitude of psychiatrists, 
ind to the peculiar position of psychiatry between medicine and neurology on the one side 
ind philosophy and psychology on the other. 

The primary concern of the practising psychiatrist, within the walls of an institution 
3r at large, is to treat and to help his patients. He must try to do this even where knowledge 
8 inadequate and the results of past research provide him with no or an insecure founda- 
:ion. He will then turn to any tool to hand. When, for instance, the discoveries in cerebral 
matomy and pathology of the eighties and nineties of the last century proved of little help 
n the understanding of mental patients, and when at the same time Kraepelin’s nosological 
dassification was of little use when it came to their treatment, it was natural for psychiatrists 
;o be allured by the psychopathological theories of Freud, which promised an explanation 
jf the whole before the details had been elaborated. Similar manifestations of impatience, 
ittempted short cuts and deviations from the slow advance of science, have happened 
jefore and happen now. Whenever a new branch of scientific activity appears with some 
relevance to human behaviour, or whenever a new philosophical movement meets a popular 
response, psychiatrists seize upon it and try out its implications in their own field. This 
ilso is a way of breaking new ground, w’hich must, however, if it is to bear fruit, be worked 
jver by the methods of science. 

This instability m the attitude of psychiatrists is made all the easier by the subjectivity 
md the lack of precision of psychological data. Mental events can only be described in 
.vords which are themselves often open to varied interpretations. Many terms used in 
Dsychiatry are taken from everyday language and are not clearly defined. Special terms, 
m the other hand, have been taken over from psychiatry into ordinary speech, so that their 
neaning has been watered down and become ambiguous. Much of the psychiatric literature 
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AUlt*i!u;h prychiati nf :ill rchooir, ;;li;u'c much iu common, there is rather 

t'Hi tiutrh tii'.r.rur.int! I'ru' the. present state of psyciiiatry to l)c regarded as entirely healthy. 
I Wide dith tem rs shout t'lmdamc.ittal issues exist hctwccit what is thotight and taught in 
lihtirtrnt I'rnttrs. 'Chr'ie diirciences inspire altitudes of dogmatism, and there is not the 
opru-mitidcdne: ■; then' rdioutd hr. Rapid advances are being made, but arc judged or even 
i(.:notrd t’U titr h.nis of ptcconcrptions. 'Fhe solid acquisitions of knowledge from the past, 
uhcro they conllict wiili current nuules of tliought, arc not being reformulated where 
m-cr.-'i.uy. (lui air licitu; neglected and even forgotten. Psyciiiatry is not only being split 
jinto a number of rcliool:., but is also, which is more regrettable, being (Uvorced from the 

• ['(ifi-r.t .V. jV/a c nf itu-iluiiir. d'hcrc arc indeed psychiatrists wiio, so far from regretting the 

* split, clear-sightedly do what they can to widen it. Growth in every field, in the number 
of pr.iciisiiu: psychiatrists, in tiic amount of time given to psychiatric teaching of under- 
Ktadualc and postgraduate stvidents, in the claims made by psychiatrists to be heard in 
their own and in related fields, in public esteem and support, has led to a corresponding 
decrease of self-criticism. The normal progress of scientific advance, by which facts are 
first accumulated and confirmed, and then have fitted to them a theory whose critical 
implications arc subjected to test, has been interrupted by ajhght i nto the air. Theoretical 
exposition follows theoretical exposition in ever-growing complexity, and~the need con- 
stantly to check theory by seeking at every' point for new facts is forgotten. 

Home of the correctives to these tendencies suggested in the previous edition of this 
icxtbonh may have rcficctcd a too narrow' conception of the scope of psychiatry as a disci- 
pline, It i.s desirable that psychiatrists should attempt to define the social and environmental 
conditions under which the individual thrives or brcalcs down. It is also to the good that they 
should rotmd oft their knowledge and understanding of disease by studying patients who 
manage to survive in the community at large, as also those suffering from mild and sub- 
clinical forms of psychiatric disorder. Estimates of incidence and prevalence of the main 
forms of psychiatric disorder have to be made if the mental health services are to be well- 
planned, and observations on the social setting of health and disease might ultimately 
enable the psychiatrist to make some contribution tow'ards preventive programmes. The 
psychiatrist cannot, therefore, ignore the social sciences and must play his part in defining 
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those ‘environmental, domestic, occupational, economic, habitual and nutritional factors 
without which the intimate (or specific) causal factors cannot find their opportunity’ (Ryle, 
1948). But he must retain a sense of proportion and, in practical work as in research, direct 
his main energies to those tasks in the field where needs are most pressing, development 
most promising, and where his special skills and experience are most likely to make him 
effective. His special gifts and insights are derived from intimate familiarity with the 
phenomena of mental disorder and, while he will not wish to define these too rigidly, they 
should, if he is wise, provide for him the focus of interest. For if he should disperse his 
activities over too wide a field, he will inevitably fall a victim to superficiality and error. 

It therefore seems to us far-fetched to claim that sociology or cultural anthropology 
occupy as basic a position in relation to psychiatry as do the mental and biological sciences. 
Within their respective fields the quantitative relation betw'een the known and the unknown 
is entirely different. Our knowledge of medicine and physiology is detailed, relatively 
precise and capable of clear definition. Our knowledge of sociology is scanty, imprecise 
and not easily capable of confirmation or refutation. Our knowledge of medicine gives us 
information about individuals; sociological knowledge gives us information only about 
groups, from which deductions about the individual are notoriously subject to error. 
Medicine teaches us much about the causes of ill-health, the mode of operation of those 
causes, and the reasons why they show their effects in particular symptoms. Sociology is 
largely a study of normal people, and has made so far little contribution to our knowledge of 
the causes of illness. There is no culture or society on record in which the major psychoses 
have been found to be absent. Nor are any free from neurotic disorders, which are generally 
regarded as having a much closer association with social and environmental factors. 

The argument In favour of an intimate relationship between psychiatry and medicine 
might still be regarded as trifling if, in fact, the applicability of neurological and medical con- 
cepts in psychiatry were very restricted. This is far from being the case. The organic psy- 
choses, the psychiatric sequelae of cerebral trauma, the epilepsies, encephalitis, alcoholism 
and the intoxications, occupy a considerable part of the territory which it is the duty of 
psychiatry to cover. Furthermore, this field is constantly being enlarged. Entirely unsus- 
pected relations, some of them of great theoretical importance, between physical and mental 
changes are constantly being discovered. The addition of cerebral surgery to the psychia- 
trist’s weapons has opened a new path to the solution of problems as well as to treatment. 
Recent work with the electroencephalograph provides an instance of the transformation of 
ideas which may result from the application of neurophysiological concepts and methods to 
psychiatric problems. The organic connexion between psychiatry on the one side and 
medicine and physiology on the other is itself a region of rapid further growth. 

Another objection to the divorce of psychiatry from medicine is that when it is so deprived 
of Its natural foundations it can be swayed by every wind that blows. New doctrines arise 
and are propagated, and find in many minds a ready application. There is no longer a stan- 
dard of reference by which they may be criticized. The newer schools which would elevate 
psychiatry to a loftier position make little or no use of experiment, clinical observation, 
painstaking follow-up study, even statistical analysis and argument. The psychiatrist is 
content if he can interpret his findings in terms which happen to be fashionable. Diagnosis 
becomes unpopular, and is allowed only secondary importance; what is exalted in its place 
is interpretation and understanding. 

The emphasis on the contribution of sociology and anthropology derives from the view 
that, since man is a social animal in intimate association with his cultural environment, 
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inical forms of psychiatric disorder. Estimates of incidence and prevalence of the mam 
rms of psychiatric disorder have to be made if the mental health services are to be well- 
anned, and observations on the social setting of health and disease might ultimately 
lable the psychiatrist to make some contribution towards preventive programmes. The 
.ychiatrist cannot, therefore, ignore the social sciences and must play his part in defining 
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those ‘environmental, domestic, occupational, economic, habitual and nutritional factors 
without which the intimate (or specific) causal factors cannot find their opportunity’ (Ryle, 
1948). But he must retain a sense of proportion and, in practical work as in research, direct 
his main energies to those tasks in the field where needs are most pressing, development 
most promising, and where his special skills and experience are most likely to make him 
effective. His special gifts and insights are derived from intimate familiarity with the 
phenomena of mental disorder and, while he will not wish to define these too rigidly, they 
should, if he is wise, provide for him the focus of interest. For if he should disperse his 
activities over too wide a field, he will inevitably fall a victim to superficiality and error. 

It therefore seems to us far-fetched to claim that sociology or cultural anthropology 
occupy as basic a position in relation to psychiatry as do the mental and biological sciences. 
Within their respective fields the quantitative relation between the known and the unknown 
is entirely different. Our knowledge of medicine and physiology is detailed, relatively 
precise and capable of clear definition. Our knowledge of sociology is scanty, imprecise 
and not easily capable of confirmation or refutation. Our knowledge of medicine gives us 
information about individuals; sociological knowledge gives us information only about 
groups, from which deductions about the individual are notoriously subject to error. 
Medicine teaches us much about the causes of ill-health, the mode of operation of those 
causes, and the reasons why they show their effects in particular symptoms. Sociology is 
largely a study of normal people, and has made so far little contribution to our knowledge of 
the causes of illness. There is no culture or society on record in which the major psychoses 
have been found to be absent. Nor are any free from neurotic disorders, which are generally 
regarded as having a much closer association with social and environmental factors. 

The argument in favour of an intimate relationship between psychiatry and medicine 
might still be regarded as trifling if, in fact, the appUcahility of neurological and medical con- 
cepts in psychiatry were very restricted. This is far from being the case. The organic psy- 
choses, the psychiatric sequelae of cerebral trauma, the epilepsies, encephalitis, alcoholism 
and the intoxications, occupy a considerable part of the territory which it is the duty of 
psychiatry to cover. Furthermore, this field is constantly being enlarged. Entirely unsus- 
pected relations, some of them of great theoretical importance, between physical and mental 
changes are constantly being discovered. The addition of cerebral surgery to the psychia- 
trist’s weapons has opened a new path to the solution of problems as well as to treatment. 
Recent work with the electroencephalograph provides an instance of the transformation of 


ideas which may result from the application of neurophysiological concepts and methods to 
psychiatric problems. The organic connexion between psychiatry on the one side and 
medicine and physiology on the other is itself a region of rapid further growth. 

Another objection to the divorce of psychiatry from medicine is that when it is so deprived 
of its natural foundations it can be sivayed by every wind that blows. New doctrines arise 
and are propagated, and find in many minds a ready application. There is no longer a stan- 
dard of reference by which they may be criticized. The newer schools which would elevate 
psychiatry to a loftier position make little or no use of experiment, clinical observation 
painstaking follow-up study, even statistical analysts and argument. The psychiatrist is 
content if he can interpret his findings in terms which happen to be fashionable. Diagnosis 
becomes unpopular and is allowed only secondary importance; what is exalted in its nlace 
is interpretation and understanding. piate 


The emphasis on the contribution of sociology and anthropology derives from the view 
that, since man is a social animal in intimate association xvith h“ cultural enXonme™ 
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amcwork for 


lh“ Irvrl »it t)(s.'niiii'4tion which {.lunihl he ;,tttdic<l to provide an appropriate framework for 
p:.yciuutty Vi that at which iiuiivithial human heinpr, arc integrated with communities, 
1 here w(f{(l({ he eomtthifig ft^ hr naid for this view* if psychiatry cotdd he justifiably des- 
cuh’.-il nr. the ‘scleiur of hrhnviour’ (Masserman). It would then have to aim at giving a 
coniplric nccfHtnt, not fudy ol tlic clitiical tlisordcrs that provide the daily work of most 
pryriii.Ujints, hut. ulro ol luunatt motivatiojt and behaviour as manifested in social and 
political lilr, ii\ utt :md rrUgiott, Ihtl this wo\dd iiwolvc a grandiose and wmar ranted 
txf>(tfiuiiti lij (};,> srofx' of f>xyfltifitry. A complete accoutU of Iniman behaviour in this 
retire would drmnml conttibutinns not otdy from psychiatry, sociology, psychology and 
attthiopnlogy, but also Itoin rconomics, history, litcr.alnrc and all the sciences — in fact, 
ftotn alt btatu’hrs of butmm knowledge. 

iMtich conirmpot.uy work in the field of p.sychopalhology reflects a shift of interest 
Ifom the ch;uact('t istics of gu-mips, such as 'schizophrenics’, to tictnal persons, the dilTcrcnccs 
hrlwccn tlirm, aiul their relations with one another. An excessive preoccupation with indi- 
x'itluiiU is heut istically sterile. JMiysics wotdd not h.ivc advanced very far if every natural 
pheuonienoiv ii;ul hceti regarded as uniejuc rather than as a member of a class of similar 
plienoincn.i. Progress tlcpends on rccogniz.itig similarities in phenomena which may, 
supcrticially, diller very greatly, for from tlicsc similarities we may deduce general 


causes. 


We tnay lake as an analogy the logic employed in a statistically planned experiment, 
such as is conducted by the experimental biologist. In interpreting his findings he will 
attempt first of all to separate out the effects of general causes— the difference between two 
breeds, or the presence or absence of a soil fertilizer. These arc the ‘main effects’. If there 
arc more than one of ihctn, he will also be able to measure the cfTcct of ‘interactions’ be- 
tween llicm. Finally he will come down to individual variation, which will be classifiable, 
statistically, as ‘error’. If he were to start .at the opposite end, and try to cover as much as 
possible of the total differences observed by individual variation, he would never discover 
at\ything else at all. 

So it is in ps 3 'chiatr}'. Individual schizophrenics difler from one another almost as much 
as normal individuals, hut they do have similarities, and aspects in which they differ from 
normals as a class. Their risks of suicide, of tuberculosis and of early death are increased; 
their chances of successful social adjustment arc diminished; their ways of thinking and of 
feeling show consistent and characteristic differences from those of normal people. Within 
the schizophrenic group further classification is useful] there are sex differences, age differ- 
ences, differences in clinical type of illness, which are significant for prognosis and treatment. 
If these classifications arc never made, the information they provide naturally never accrues, 
and it is gratuitous to assert that they are ‘little guide’. Furthermore, if we are going to allow 
ourselves only one metliod of treatment, e.g. psychotherapy, and apply it in every case, no 
information of a general kind can possibly be relevant to treatment ; but such an approach 
takes us back to the days of universal purging and bleeding. 

If we forgo the making of a diagnosis, we also forgo all application of the extensive know- 
ledge which has been accumulated in the past. This would be sheer folly; we cannot wilfully 
ignore what is known, and if we wish to do so we are under the psychological necessity of 
proving (or believing) that the knowledge is false knowledge, or that it is irrelevant. If we 
refrain from diagnosis we shall be left in the individual case without the help of general 
concepts. The wise physician never neglects the individual peculiarities of his patient; but 
he will first see how far he can be fitted into general patterns, and he will not mistake a 
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quality which is characteristic of the group, such as thought disorder or auditory hallucina- 
tion, as either without significance or as something to be interpreted by the life-history of 
that one patient alone. 

All-embracing explanations and concepts such as those often advanced by psychoana- 
lysts are of dubious value in the light of recent advances in the philosophy of science. It 
has been argued by Popper (1963) that the greater the explanatory power of a hypothesis, the 
less is its scientific usefulness. No testable predictions can be based on theories which ex- 
plain everything and are not capable of refutation. The most useful hypothesis is the one 
which has the greatest a priori improbability; and no sooner is it formulated than one should 
make the most strenuous efforts to refute it. Our confidence in it will increase with every 
well-designed effort at refutation which it survives. As has been emphasized by Perley and 
Guze (1962), an important function of a diagnosis is that of a prediction which can be 
confirmed or refuted. What are predicted are such significant features as the range of causes 
which may be shown to be responsible for the condition when further investigated, its 
course and outcome, etc. 

Diagnosis is not a matter of merely naming and labelling. Ideally it implies judgment of 
causation; and even if this is possible in only the most tentative way, it always includes a 
plan of action, e.g. of treatment. In medicine we have to deal with causes of all kinds, and 
not only those that are both necessarj’ and sufficient. In searching for a cause of some phenom- 
enon, we are really searching for a quantitative relationship. If a is the necessary and suffi- 
cient cause of b, then there is a one-to-one relationship between A and b. If a is a necessary 
but not sufficient cause, then there is no b without A, but a may be combined with x or Y 
instead of with c. If the variety of these xs and ys is very great, the causal relationship, 
though it still exists, is thereby weakened. If a is neither necessary nor sufficient, then there 
are as without bs and bs without as, and the strength of the causation will depend on the 
proportionate relationship between ad to a on the one hand and b on the other. From this 
one may deduce the reason why the remoter antecedents of an illness are of little conse- 
quence. We can, if we like, lose our way in a causal network; but we need not do so if we 
take into account the quantitative aspect of causation. It is at this point that so much psychia- 
tric thought loses cogency and direction. Quantitatively important causes are tangled in a 
knot of others whose quantitative relation with the effect we are interested in is slight or 
entirely unknown. It is, for instance, maintained by some psychoanalysts that during the 
birth-pangs of the mother the infant suffers ‘anxiety’, and that this is the cause of anxiety 
symptoms in later life. This doctrine appears to be meaningless, for an experience which is 
shared by all human beings cannot be the cause of a difference between some human beings 
and others. ® 


In analysing the causes of a given state we are led to postulate factors which hold in this 
case and do not hold m others. We deal, in fact, in terms of difference!. In considerine the 
causes of an abnormal mental state it is relevant to inquire whether there is a family history 
of mental illness, for if that is the ease the patient is differentiated from others Recent 
studies have also adduced eyidenee that psychiatric patients differ from normal subieets 
m respect of the eireumstanees of their early childhood and upbringing. In a wide rCe 
of disorders, including psyehoneuroses (Barry and Lindemann, i960? depressWe smS 

frequency with which one or other parent had been lost in chil£d*b ^ ^^8), the 

in the general population. The spe'^ifieity of the 
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h consicicrccl lo be greater by some authors (Bowlby, i960) than others (Lewis, 1954). 
i he important thing is tliat a start has been made in putting to some sort of objective test 
hyjiolheses about the early origins of psychiatric disorder which owe something to psy- 
choanalytic thinking. But that this constitutes no more than a beginning is illustrated by 
Wootton’s review of twenty-one systematic studies of delinquents (Wootton, 1959); the 
cvitlcnce about the aeliological role of such factors as poverty, lower social status, poor 
cmjdoymcnt record, broken home, mother’s employment outside the home and low edu- 
cational attainment j)rovcd to be uncertain and imprecise. There is as yet only an insecure 
foundation of hard fact about the early origins of psychiatric disorder. Few psychiatrists , 
would doubt that deprivation and vicissitude in childhood contribute something to emo- / 
tional instability and neurotic breakdown. But the precise extent and significance of this 
contribution remains uncertain. 

The need in psychiatry for a scientific approach is over^vhelming; by neglecting it we 
introduce every year a greater degree of confusion. Its requirements are simple. Where a 
particular quality is attributed to a sample of the population, e.g. those suffering from 
mental illness, it must be shown, unless it is self-evident, that the same quality is found in 
other samples to a lesser degree or in lower frequency. Control studies, gathered either by 
the investigator’s own hand, or by other means, must be available. The formulation of 
hypotheses in a precise form should follow and be based on the facts. The major logical 
consequences of the hypotheses should then be drawn, and those selected for further 
investigation which might produce critical results, i.e. ones which could prove fatal to the 
hypothesis. 


THE FIELD OF PSYCHIATRY 

Psychiatr}' has been defined by Curran and Guttmann (1949) as that branch of medicine 
whose special province is the study, prevention and treatment of all types and degrees of 
mental ill-health, however caused. We might, perhaps, go a little further and say that 
psychiatry is that branch of medicine in which psychological phenomena are important as causes, 
signs and symptoms, or as curative agents. In either case we shall regard our subject-matter 
and our approach to it as essentially medical and our final concern as being with the health 
of individuals. Such definitions are now no longer fashionable, and many modern authors 
would prefer to define psychiatry as the study of human behaviour, or as the study of inter- 
personal relationships. 

The first of these modern re-definitions represents an undue expansion, the other an 
undue restriction of our field, and each of them has its dangers. If the psychiatrist claims, 
because he can understand certain human problems, that his concepts can be expanded and 
applied to human behaviour as a whole, he will misjudge the range of his hypotheses and 
land in superficiality and error. His inordinate ambition will drive him by facile psycholo- 
gizing to obscure rather than to illuminate aspects of life with which he has no special ac- 
quaintance. His day-to-day work is with persons behaving in an abnormal or at least 
unusual way, and this gives him a bias in perspective. Making use of the notions with wliich 
he is familiar, he will tend to regard quite normal phenomena as pathological. Even within 
the field of psychiatry it is easy to misapply concepts in this way, and much of what has 
been written on the subject of neurosis is vitiated because the underlying mechanisms were 
regarded as pathological. If any phenomenon, such as the occurrence of anxiety, is almost 
universal in the human race, then it is not to be wholly explained by morbid mechanisms. 
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Still more, then, is it likely that concepts taken from mental pathology and applied in such 
fields as anthropology and sociology, will shed a delusive light. We should, rather, proceed 
in the opposite direction, and try to map the range of normal variation before we feel sure 
of what is abnormal. Unfortunately, for obvious reasons, little has been done in this 
way. 

The contrary tendency, to confine psychiatry to such an aspect of behaviour as inter- 
personal relations, is nearly as dangerous. Anatomical, physiological, biochemical, neurologi- 
cal and other modes of investigation are thereby excluded or regarded as of secondary 
importance, when they can contribute much to our understanding. The definition of psychia- 
try so framed is really a cloak for a hypothesis of the causation of mental abnormality, 
namely that it is due to disturbances of emotional relationships between individuals. 

If, however, the definition we gave is accepted, we still have to delimit the concerns of 
psychiatry from those of psychology, the social sciences, general medicine and neurology. 
In every case there is a large border territory which is equally and desirably of interest to 
workers on both sides of the line. 


Psychiatry and Medicine 

The general physician and the neurologist regard physical manifestations as a prime 
focus of interest, and it is really only in this rather unimportant feature that they distinguish 
themselves from the psychiatrist. It has of late been increasingly recogni2ed that psycho- 
logical factors, especially the bodily manifestations of emotional changes, play a perceptible 
part in illness over the whole field of medicine. The physician employs such physical 
methods of investigation as examination of the urine, of the blood, of his patient’s reflexes. 
This does not mean that he has to ignore higher and more complex phenomena, nor that he 
can afford to be indifferent to his patient as a personality with a life-history of his own. But 
it is, and should remain, a primary purpose to discover whether or not there is some mal- 
function at the lower level If the physician can exclude bodily disease, or define the limits 
within which its effects are to be traced, and then continue to treat the patient and his 
symptoms as a whole, as he may properly do, then he is to some extent taking on a psychia- 
tric function. The fact that the psychiatric aspect of medical illness can never be ignored, is 
not an argument for referring every patient to a psychiatrist, but for equipping with a 
psychiatric grounding every medical man who has to handle patients. 


Psychiatry and Sociology 

The close relation of psychiatry to social conditions is recognized in Anglo-Saxon 
countries by the employment, as a most valuable aid. of the services of the psychiatric 
social icarher. The training of these workers was inaugurated by Adolf Met'er in toiS 
and It includes a one- to two-year course in psychiatry after taking a social science 
degree. 

The i’fportafcc of social factors in psychiatric illness and of psychiatric factors in social 
problems had been recogmzcd long before Since the beginning of this century generabons 
of psychiatrists have given attention to such subjects as the influence of snelsl L a • 

factors on the suicide rate, the fertility of the dull and bXaT,l ° n economic 
insecurity upon the rate of admission of old pa,itotn™tl hit, 
which is made to juvenile deiinquency hy flt^e psychoparllrrt:!:™^^^ 
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of crimcH of violence wliicli is attributable to the early schizophrenic. The effect of psy- 
chiatric factors on employment and working capacity, on family life, social and political 
life, and on crime, have also been studied for decades. 

J lie findings of psychiatry have also made their contribution to a number of important 
taaa/ <lcvch[imcnts that have occurred during the past half-century — to the evolution of new 
methods of education wliich lay emphasis upon a freer expression of the child’s person- 
ality, the liberalization of the methods of children’s upbringing in general, the emer- 
gence of a franker and more open attitude towards the problems of sex, and the 
development of a more humane and rational attitude towards the treatment of 
criminal offenders. 

1 n recent years the increasing rate of discharge of psychiatric patients into the community 
and the facilities for supervision and aftercare that have had to be created to render them 
viable there have led to a growing interest in the social aspects of psychiatry. Attempts 
have been made to determine the prevalence and incidence of different forms of psychiatric 
disorder in the community and, as comparison of the findings in different areas was clearly 
desirable, this has in turn directed attention to the need for more precision and uniformity 
in the definition of psychiatric disorders. Once differences in prevalence have been estab- 
lished, which arc independent of variations in the use of terms and examination procedures, 
the possibility arises of seeking for environmental factors that may have caused or contribu- 
ted to these differences. Attempts have also been made to investigate the influence of vari- 
ables such as social isolation and mobility, emigration and economic and urban-rural 
differences upon the rate of occurrence of mental disorder. Epidemiological and social 
studies of this nature have exerted a beneficent effect by encouraging psychiatrists to apply 
thcmseh'cs to the problems of sampling, controlled comparison and statistical analysis, in 
short to the utilization of scientific techniques as goo^^ the situation would permit. They 
have stimulated interest in studies of the patient’s relations in the home, at work and in the 
wider community, and have fostered a more realistic appreciation of the size of the problem 
of mental ill-health and of the social and medical services required to meet the enormity 
of the challenge they offer. Potentially such studies carry the hope of discovering fresh 
causes of mental disorder, or at any rate of narrowing down the area to be scanned in the 
search for such causes. However, it has to be admitted that so far no mental disturbances 
specific for certain cultural or social settings have been identified. All the known forms of 
psychiatric disorder occur in every culture that has been thoroughly investigated and, al- 
though their prevalence and detailed symptomatology may vary from one setting to another, 
the form of schizophrenia, obsessional states and depression is essentially the same in 
Newcastle and New York as it is in Hong Kong and Calcutta, In short, epidemiological 
research is more likely to reveal social variables correlated with differences in prevalence and 
outcome than to define specific causes of mental disorder. 

Social psychiatry has, then, exerted a valuable influence in broadening clinical perspec- 
tives and in fostering a scientific approach towards certain problems of mental disorder. 
Attempts should be made to investigate with the aid of objective techniques the contribu- 
tion made to the causation of mental disease by disturbances in interaction between the 
individual on the one hand and the family and wider community on the other. But to encour- 
age the hope at the present time that enquiries along these lines will ultimately help us to 
explain and control mental disorder is to travel along the same road as the enthusiasts of 
the mental hygiene movement of half a century ago who saw themselves as the midwives 
of the ‘Sane Society’. 



INTRODUCTION 


9 


Psychiatry and Psychology 

The relations between psychiatry and psychology are much closer than between 
psychiatry and sociology. Some of the concepts which have been evolved by psychologists, 
some of their techniques, and many of their observations are of fundamental importance 
in psychiatry. Nevertheless it would be absurrL to maintain that psychology can be to 
psychiatr}' what physiologj' has been to medicine, not only because the claim would be 
exaggerated, but also because it implies that psychiatry and medicine are mere co usin- 
sciences. The reason t\hy psychology has not been able to provide even more of the basic 
knowledge and the basic ideas of psychiatry lies in their separate histories. 

At the end of the last century and at the beginning of the present one, psychology was 
concern ed with elementa ry phenomena, such as sensory perception, reaction time, intelli- 
gence, "memory, learning and other functions which are not usually affected in the com- 
monest psychiatric illnesses. If psychologists studied the more complex phenomena, such 
as personality, character, instincts and emotions, they did so under the shadow of philo- 
sophical theories vhich often had little or no basis in factual observation. During the last 
forty years the development of the two young sciences has not brought them closer 
together, as might have been expected; apart from some points of contact they have tended 
to diverge. The contacts were made by a few rare personalities: Wundt, Kraepelin; Binet, 
Ribot, Janet; Henry Head; McDougall, William Brown, Fluegel; Koehler, Goldstein. 
In general there has been rather little transference of ideas from one field to the other; 
and scientists on one side have taken little interest in the problems and difficulties of their 
colleagues on the other. As a result both have suffered. 

Because of the inadequacies of academic psychology’, psychiatrists h ad to provide their _ 
ovm psychology. The result has not always been what one would have wished. Psycho- 
analysis IS a striking example of what <i neurologist could do in evolving a theory of normal 
psychology, a mechanistic mythology which is far behind what contemporary psychology 
has to offer. To this day analytic theorists in the field of child psychiatry almost totally 
ignore all the achievements of the Buehler school, of Piaget, Gesell, Katz and many others. 

Psychiatrists, however, have not lacked some justification. They came across observa- 
tions which thretv new light on normal ment.'il life, for instance the peculiar loss of reality 
feeling in depersonalization and derealization, the loss of the self in passivity phenomena 
the disturbance of the body schema seen in some localized neurological lesions distur- 
bances of the sense of familiarity in the dejd vu phenomenon. For such things as these 
psychology could offer little in terminology, or standards of comparison, or theory, which 
vould be useful in the description or elucidation of pathological changes * 

Of recent .vi i 


psychology ani • • ' , _ 

have produce^ ....e. v, aui.uuua, psjei.ology, Gardner Murphy has based 

his psychology of personality (1947) on biological concepts. Eysenckflgca) has used Dsvehn 

metric techniques and the statistical decree of factor analysis to isolate institutional m d 
of variation on the affective side. He has particularly developed the concept of dimeSs 
of personality, reaching the position of regarding 'psychoticism' and 
primary modes of quantitative variation. He andhis colleames (Eysenck rofin 
ted to apply psychometric techniques and concepts over flaree part of attemp- 
Psychometric techniques, especially in the cognitive fiefd w 
assistance in dealing with the problems of mental deficiency and t. , '’'“'j invaluable 
organic psychoses. A limited number of psychologists hZ tumedIheTr rtTentbn m Ihe 
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r.pccific psychological defects associated with localized lesions of the brain, and the border 
territory between psychology and neurology is being explored. Although here the ground 
ir* much less secure, advances have been made in the analysis and measurement of tempera- 
mental traits of pcrsonalit}'. Psychologists have proved their value as members of the psy- 
chiatric team both in child-guidance clinics and in clinics and hospitals for adults. One\' 
I method of closing the gap between psychology and psychiatry is, however, to be regarded 1 
‘ with some rcscr\-c, namely the tendency shown for the psychologist, for example in the ^ 
application ()flearning theory in therapy, to take over the functions of a doctor and 
to engage in individual treatment. Some psychologists have shown unusual ability in 
this field, and it would be a pity if they were discouraged. However the selection of cases for 
such treatment should always be made by thc^loctor and psychiatrist. 

However far the rapprochcwctit goes, we still cannot expect that psychiatry will ever be 
able to base itself on p.sychology alone. The psychiatrist can never lose his interest in what 
is happening in the bodily field, or cease to seek, wherever he can, the most direct contacts 
with physiology and medicine. Furthermore the primary concern of the psychiatrist is with 
the morbid mental states; and however much is known about the psychology of the normal 
individual, in the pathological field some new laws will be found to operate. 


CONTEMPORARY SCHOOLS OF PSYCHIATRY 
Kraepelin’s System and its Influence 

It says much for the fluidity of present-day psychiatry that there are a number of con- 
temporary schools, some of which do not accept the most basic tenets of the others. Modern 
i psychiatry begins with Kraepelin, before whose attempts to bring system and order con- 
1 ceptions were even more chaotic than they are today. Kraepelin' s approach was nosological. 
By following up groups of patients over many years he attempted to discover common 
features in the conditions from which they suffered which would be of value in assessing 
prognosis. He was led to the description of diseases of which the two most important are 
manic-depressive insanity and dementia praecox. It is on the basis of his work that we are 
now able to classify mental disorders into three main classes, the organic psychoses, the 
endogenous psychoses without luiown structural pathology, and the deviations of person- 
ality and reactive states. Kraepelin’s ideas proved practical and fertile, although they 
required and received considerable subsequent modification. Kraepelin himself recognized 
this, and was always ready to change his theoretical point of view. The nosological concep- 
tion which he took from medicine has proved too valuable to be entirely discarded, even by 
the most fanatically 'psychodynamic’ schools. Even now, such conditions as Pick’s disease, 
general paresis and cerebral arteriosclerosis are allowed to retain their dignity as disease 
entities, though the similar standing of manic-depressive psychoses and schizophrenia may 
be disputed. 

What do we mean by disease} In special contexts the word may convey different mean- 
ings ; but by it we generally mean a condition in which there is some physical change in the 
body which will not be completely reversible if it goes too far. In the latter case a structural 
alteration will usually be found, but in any case there will be functional changes, whose 
nature will be determined by their physical basis. The body will react to these 
changes by compensatory ones of a kind to halt and repair the original process and 
restore normal function. Mentally there will be a similar readjustment for the same 
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purpose. All these processes and counter-processes together produce a total alteration of 
the which will be recognizable as to a certain extent specific and unique among 

similar pictures; and it is this to which we give the name of disease. There is in fact a 
large element of constancy in these syndromes, whatever the constitution and personality 
of the individual patient who is affected. Argyll-Robertson pupils, a characteristic Lange 
gold curve and increase of the cells in the cerebrospinal fluid may be shown by prince or 
pauper, and in either case are diagnostic of cerebral syphilis. 

The deficiencies of Kraepelin's system^ which led later to much modification, was his 
treatment of neurotic and psychopathic states. He saw no fundamental difference beUveen 
these conditions and the psychoses, and did not realize the desirability of such a concept as 
psychogenic reaction. The popularization of this new idea was largely the work of Adolf 
Meyer. It proved a fruitful concept within the field of personality deviations and the 
neuroses, but it has added little to our understanding of the psychoses. In that field Meyer’s 
approach led to a better appreciation of the patient’s personal peculiarities and needs, of 
the individual features in the clinical picture, of the secondary reactions of the personality 
to the primary process, but not of the central psychotic sj'mptoms themselves. 

There is no reason tvhy there should be differences of principle between the nosology 
of psychiatry and that of other branches of medicine. The ultimate aim of clinical medicine 
is to discover the causes of disease, to classify diseases by their causes, and to base preven- 
tion and treatment on this aetiological knowledge. Even general medicine has achieved 
so much in only a minority of instances, and it is hardly surprising that psychiatry lags 
behind. But it would be absurd to accept intermediate solutions as final, and to give up the 
struggle for an aetiological classification because, in the single century since psychiatry 
became a branch of scientific medicine, progress on the absolute scale has not been more 
striking. I^owledge accrues, like more material goods, not only by capital gains, but also 
as interest on capital in hand— and in psychiatry we started from nothing, at a later date, 
and in a more difficult field of endeavour, than workers in general medicine. 

Such aetiological knovsledge as we have, has to be applied. Intermediate solutions are 
useful as well as necessary. As in other branches of medicine, the physician has to treat his 
patients more or less rationally; and he cannot postpone diagnosis and therapy until the 
causes of the illness are fully known. 

Diagnosis needs a classification which is based on a definite system; and it is here that 
special difficulties arise. In any text-book of medicine, after the illnesses known to be due to 


micro-organisms and poisons, diseases of unknown aetiology are discussed in chapters 
headed ‘Illnesses of the Heart’, *. . . of the Lungs’, *. . . of Metabolism’, etc. In psychiatr}' 
such a classification is obviously impossible, because the brain is in any case the final com- 
mon pathway of all symptoms. The patholo^ of the brain, as it stands today, is of little help 
in differentiating diagnostic groups. But it is often forgotten that, from a functional point 
of view, the anatomy of the brain is almost entirely unexplored. The brain, with its 
cells of unequalled variety arranged with an unequalled complexity, is more like a complex 
of different organs than one single one. We already know of the existence of important 
local chemical and enzyme differences from region to region, but it seems that oux knowledge 
in this field is only now beginning to grow and that we shall find certain functional distur- 
bances of a psychiatric kind associated with lesions of different functional systems The 
temperamental disturbances of the psychopath resemble those of the epileptic which are 
themselves associated with disturbances of function of central structures Derhaos the 
hypothalamus. The oculogyric crises of the post-enccphalitic are often accompanied by 
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temporal 

:viu! pat ielal lohcni. With lesions of the temporal lobe, moreover, the peculiar experience 
ot (Irji) vu is connected. J^esions of the posterior part of the h)'pothalamus are liable to 
cause disturbance of normal slccpinR-waldng mechanisms. It was possible to construct 
a symptom complex of ‘dicnccphalosis’ (Stachclin, 1944) and even to base a number of 
psychiatric symptoms oh ])rimary disturbances in the dicnccphalon (Guiraud). The tem- 
peramental changes caused by lesions of the frontal lobes arc now beginning to be well 
Irnowii. Recent aiivances in anatomy and physiology look likely to transform the aetiological 
basis of psychiatry within our life-times. 

Mucii of this was not known in Kracpclin’s earlier days, when diagnosis had to be based 
almost solely on clinical symptoms, a very unsatisfactory state of affairs against which he 
pitted his endeavours the whole of his life. When he found that neither cerebral anatomy 
nor biochemistry fulfilled his expectations, he put his \\opa on t\\t. course of the illness znA 
its linal outcome. Me collected life histories, which he extended into the patient’s family, 
hoping that heredity might provide the key for a ‘natural’ grouping and for diagnosis. 
'I’his was really the method of descriptive analysis of symptoms extended in time and 
expanded to cover groups rather than individuals. Many aetiological unloiowns remained. 

U'hcrc were limitations and inadequacies in Kraepelin’s views. One was his belief in a 
‘natural system’ of diseases, like Linnaeus’s system of classification of plants, which only 
needed to be discovered. It was also mistaken to use general paresis as the standard pattern 
for psychiatric disease entities, as it set too high a standard. Like his contemporaries in 
otlicr branches of medicine, he based diagnosis on Virchow’s anatomic-pathological con- 
cepts. Since then we have developed a much more functional view of aetiology, as of patho- 
logy, and recognize both primar}’’ and secondary factors as converging in the causation of 
disease. It is no paradox for us that heredity and constitution have been found to play their 
part in tuberculosis. We, unlike Kraepelin, recognize the mutual interdependence of the 
different organs of the body, such as appears, for instance, in the pathogenesis of anaemia. 
We appreciate the significance of diathesis, of temporary predispositions, and of sub- 
clinical states of ill-health which have abolished the sharp dividing line between health and 


disease. 

The spread of these newer ideas in psychiatry was facilitated by the intensive shidy 
of symptomatology which was stimulated by Kraepelin’s views and the controversy they 
engendered. Kraepelin’s 'chase after the phantom of nosological entities’, as it was stig- 
matized by one of his earliest and most ardent opponents, has not been in vain. And the 
diagnostic groupings which Kraepelin himself never regarded as final, still retain their 
pragmatic validity and have even been accepted by such workers as Adolf Meyer, who 
have renounced the principle of aetiological diagnosis. 

Two new developments have created fresh possibilities of great importance for carrying 
forward the scientific work of classification and objective diagnosis begun by Kraepelin. 
The first is the development of a number of effective remedies for psychiatric disorders. 
These have provided a new and important external criterion for testing the validity of 
classifications established primarily on symptomological grounds. Differences in response 
to treatment can help to define lines of demarcation between clinical entities, although 
classification cannot be decided by responses to treatment alone as the relatively non- 
specific effects of penicillin and cortisone exemplify. The second is the development of 
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modern statistical techniques such as factorial analysis and discriminant function analysis. 
With the aid of the former, relatively precise tests can be applied to the clinical data sys- 
tematically recorded in large numbers of patients so as to ascertain whether co-varying 
clusters of features are present. With the aid of the latter, the discriminating value in diag- 
nosis of each of the clinical features of a disorder can be determined so that this need not 
be decided by subjective impression, tradition or authority. A good example of the employ- 
ment of both therapeutic response and modern statistical techniques to advance knowledge 
of classification was the study of depressive disorders by Kiloh and Garside (1963). 


Wernicke and (he Cerebral Localizers 

Although Freud’s world-wide recognition and influence have set him on a higher pedes- 
tal than Wernicke’s, Wernicke ^vas at least the equal of Freud and of Kraepelin in power of 
penetration in observation and thought. Freud and Wernicke were contemporaries and 
were both pupils of Meynert in Vienna; but Wernicke died untimely and by accident in 
1905. Wernicke and Kraepelin were having a revolutionary effect on psychiatric teaching at 
a time when Freud’s doctrines were still restricted to small conventicles and were banned 
from official cognizance. 

Wernicke’s ideas are based, like those of Hughlmgs Jackson, on obser\'ation in the 
borderland hetxseen psychiatry and neurology. His discovery of ‘sensory aphasia’ suggested to 
him that all psychic functions might have their representation in the brain. He regarded the 
cerebral cortex as constituting, in its anatomical arrangement of fibres and cells, the organ 
of association. ‘The first principle of classification must be that of the anatomical order, in 
other words that of the natural groupmg and succession of psychological changes.’ 

The reflex arc was his functional unit, and the principles it involved could be extended 
to the highest mental activities. Its three functional aspects, sensitivity, intemeural associ- 
ation and motor output, could be separately disturbed, by increase, decrease or malfunction. 
Wernicke thought it was justifiable to apply this principle even in the case of psychological 
disturbances for which no localized cerebral representation had, so far, been discovered. 

The theory was a mechanistic one and, because of its mechanical and strictly anatomical 
ideas, inferior to Hughlings Jackson’s similar though more functional principles. The latter’s 
concept of stratification of mental function, of integration on different levels of the C.N.S. 
and of release of lower-level function after disturbance on the higher level, have only lately 
influenced psychiatric theory. Henri Ey (1963) was able to trace Jacksonian ideas in 
Bleuler’s system and has himself orientated his general psychiatry on these ideas. 

Both theories, Wernicke’s and Jackson’s, are, because of their generality, very adaptable. 
Within its framework Wernicke and his pupils tried to arrange the whole of psychiatric 
experience. This has led, in the case of Kleist and his school, to a pigeon-holed localization 
of functions and personality traits which reminds one at times of the phrenologj’ of Gall and 
Spurzheim. Wernicke, on the other hand, made a number of important psycholo<’ical rf/r- 
coveries which have become permanent additions to psychiatry. He was the first to speak of 
‘autochthonous ideas’, as a passivity symptom in schizophrenia; he distinguished delusions 
of explanation from primar>’ delusions, and failure of retention from disturbances of mem- 

.1-- j-rr. . - . 


certai.. p^>i,uupaLiiuiugicai piicnomena, was the forerunner of Bleuler’s theory’ of solittinir 
Wernicke was the first, preceding Bleuler, to discriminate between the primar)' sj-mptomsi 
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iliixxlly produced liy the disease process itself, and the secondary symptoms which are the 
rcactu.iin of the personality to tlic primary disturbances, 

^ Pr.ytduairy is in debt not only to Wernicke but also to his pupils Liepmann, Bonhoeffer, 
Kieinl iiml othns, for much original work. 44ic analysis which Freud attempted from inside, 
*-) p'-y<-'h*dogieal understanding and self-analysis, Wernicke approached from outside, be- 
havitmristically. (,)n one occasion lie insisted that all psychiatric symptoms, including the 
r.pol:en word, had to he investigated as clistiirbanccs of motor behaviour. 


Psychobiology 

'I'he jisychobiological school, founded by Meyer, derived its strength from the emphasis 
it placed on understanding the patient as a man. This essential aspect of clinical 
psychiatry had been largely ignored by Kraepelin and his closer followers, although it 
was later cmjihasi/.cd by Kretschmer among others. For the psychobiologist the individual 
patient is unique, a unity which cannot be broken down into separate aspects, nor classified 
in a category of simple disease entities. Meyer required of his students that they should 
make the most detailed studies of the personalities and the past histories of their patients, 
and try to interpret the illness itself as a psychobiologi cal reactio n, involving both physical 
and mcittal aspects, to inimediatc strcsscTand past habits of adjustment. He largely ignored 
the elTcct of gcnctical causes in influencing the make-up of the personality, and concen- 
trated his attention on social, psychological and other environmental causes. The schizoid 
personality, therefore, had meaning for him as a faulty development, which had been 
progressively determined by a series of inadequate reactions to real life. Schizophrenia 
was a withdrawal into illness from a reality which had taken on an intolerable quality 
for the enfeebled personality. The cardinal principles of his philosophy were the unity of 
body and mind, die nccessai-y combination of psychological and biological aspects in all 
causes of mental illness, and the uniqueness of the individual patient. From a purely 
philosophical point of view this was an improvement on the dualistic philosophical basis of 
Germanic psychiatry. 

The wcalcness of Meyer’s system was that it went too far in the opposite direction. Con- 
centration on individual aspects of mental illness leads to the jettisoning of the knowledge 
which has been accumulated in studies of series of individuals ; and it makes any decision, 
as to what is relevant among the vast mass of data accumulated about each patient, to a large 
extent arbitrary. Moreover, the arrangement of the causal factors in their order of importance 
in a given case was naturally considered misleading in the Meyerian scheme. For causation 
was regarded as a process, and to select any one link in the continuous causal chain for 
special emphasis was to distort its true character. 

Graduates of the psychobiological school were confined to treating every patient as a 
problem of a unique kind, and were therefore not encouraged to use methods of treatment 
which were applicable to classes of patients. Such methods of treatment as convulsive 
therapy, insulin coma, etc., found no logical place in the schema, and were in practice 
largely neglected. Meyer was a great teacher, and his pupils were filled with an entirely 
wholesome respect for and devotion to the individual personality of the patient. But the 
only treatment which developed naturally from the primary assumptions was a form of 
psychotherapy, sometimes called ‘personality analysis’, which though useful has not 
proved outstandingly successful in practice. 
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It is also difficult to overlook the weakness of a system that ranges all types of reaction, 
neurotic, psychotic and organic, side by side, as if there were little to choose between them 
in depth of abnormality or in the causative factors involved. Meyer’s enthusiasm in the 
fight against Kraepelinian classification led him to throw out the baby with the bathwater. 
Perhaps the greatest weakness in the Meyerian approach was that it encouraged no precise 
general formulations. Theoretical expressions emanating from this school are almost 
uniformly vague. Heuristically the Meyerian approach was almost entirely sterile. 


Psychoanalysis 

An attempt of a very different kind to escape from the difficulties of fitting psychiatry 
into medicine was made by Sigmund Freud (1856-1939). Freud was a neurologist, and his 
theory takes a mechanistic form such as one might expect from a neurologist of the nine- 
teenth century; and it was based on the duaUstic approach to body and mind which was 
universal in Continental psychiatry in his time. This dualism remains unresolved today, 
and is even now the greatest source of weakness in Freudian theory. 

The original observation from which Freud started his life-long research is reported 
in a monograph with Breuer in 1895. This describes the treatment of a hysterical patient 
by means of hypnosis. During a hypnotic session the patient re-Hved an incident in her 
remote past, till then forgotten; m the re-living she showed the most lively emotions, and 
after it experienced substantial relief from her symptoms. His reflexions on this observa- 
tion led Freud directly to his conception of the unconscious, to the concept of repression, 
and to the view that emotion attached to repressed memories could affect the individual’s 
responses to events of the present. All these ideas were revolutionary for their time, and 
represented a great advance; in one or another form they are generally accepted today. 
Nevertheless, he was not the originator of the idea that important mental processes went 
on in ‘the unconscious’, which had, in fact, been debated for centuries (Whyte, 1962). 

While other schools of psychiatry directed their main interest to the natural history of 
mental disorders, their constitutional basis, their causative and releasing factors, Freud and 
his followers turned their attention to psychological influences and the ‘dynamics’ of the 
interaction of personality and environment. The change of emphasis was an important one, 
and Itself constituted a significant advance. The first person whom Freud took as a subject 
for intensive observation was himself; and ever since then, the utterances of persons 
undergoing analysis have made up a large part of the body of data on which psychoanalytic 
theory has been based. Furthermore, the patients who have contributed their own part 
have been, in almost overwhelming majority, persons suffering from reactive (neurotic) 
rather than endogenous disorders. From this it has followed that the most valuable addi- 
tions to understanding, which have stemmed from the psychoanalytic school, have been 
m the field of normal psychology. Freud and his successors have done relatively little 
practical work with psychotic patients; Freud’s acquaintance with the psychology of 
paranoia, for instance, was gained from a book written by Schreber, and from no personal 
knowledge of the patient. It is not surprising, therefore, that the field of pathological 
psychology, as shown in psychotic states, has been left almost entirely unilluminated bv 
psychoanalytic theor>'— so much so that many analysts find it difficult to understand that 
there are differences between the normal and the diseased, between the neurotic and the 
psychotic, or between reactive and endogenous disorders. " 

However, in the field of normal psychology, which is certainly of great significance and 
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rdrvatK-c to any r.lu(ly of the abnormal, psychoanalysis has provided important new 
anas'.hl;-., ()utsKh: psycluatry, moreover, it has had a profound influence on contemporary 
ihouj^ht in wide and diverse fields. Ps3'choanalylic theory is concrete, complex, coherent 
and hi}'Jdy iistepratod. Some of its most important tenets may be briefly summarized and 
discufeual. 



theory, 'rhere are many observations which support the occurrence of mental processes 
a]>ari from the awareness of the subject, and they may be of a high order of integration. 
'1 Juis the actions which may be carried out in sleep-walking may be of any order of com- 
plexity. '1 he phenomena o( post-hypnotic suggestion are instructive, in that what emerges 
into cot\sciousness is a goal-directed idea, a tendency to perform some specific action 
.apparcJjlly of the subject’s own free will, while the essential motivation, the suggestion 
inijun ted by the hypnotist, is not remembered. Freud took the view that a very large part 
of the mental life of the normal individual went on below the level of awareness, and that 
a great iiatT of his everyday behaviour was determined in the same kind of way as the pheno- 
mena of post-hypnotic suggestion; such actions, and such things as the symptoms of the 
hy.slcric, are due to unconscious ideas which control behaviour without the subject being 
aware even of their presence. • 

Freud distinguished beuveen the conscious, the preconscious and the unconscious. 
\\’hat was preconscious could be brought into consciousness by the mere direction of 
attention. On the other hand, attempts to bring unconscious material into consciousness 
met, ho thought, with resistance. This was attributed to an active force repressing such 
unconscious ideas, which was named the Censor. The Censor could, however, be over- 
whelmed by ideas of great pow’cr rising up from the unconscious, as occurred in psychoses; 
or it could be evaded by these ideas taking on some disguise, and more easily so when the 
individual was asleep. Thus repressed ideas could appear in a disguised form in dreams, 
and the study of dreams was thought to be a valuable source of information about uncon- 
scious processes. 


INSTINCT. In Freudian tlieory it is a fundamental function of the central nervous system 
to attempt to annul or neutralize nervous stimulation. This hypotliesis is taken as axio- 
matic ; and it is interesting that it has also recently provided the basic assumption of certain 
schemes produced by physiologists and mathematicians, which attempt to explain the 
properties of the reflex arc on purely physical principles. It may then be seen that the 
stimulation which arises from the environment alone can only provide reactions of a very 
simple kind. Flowever, Freud held, stimulation also arises from within, for the annulment 
of which very complex behaviour may be required. The animal engaged in hunting down 
its quarry, for instance, may be compelled to behave in a complex and intelligent way for 
many hours on end before hunger can be stilled. This stimulation from within is the source 
of instinct. 

Freud made consistent efforts to simplify the conception of instinct. For a time he thought 
that the postulation of one instinct would be sufficient, but in the end had to content him- 
self with two. These are the love instinct and the death instinct. The first is held to inspire 
all forms of behaviour which serve preservation of the self and the species. The second is a 
contrarily oriented drive towards destruction, even destruction of the self. It is often in 
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conflict with the first, but at times may unite with it to stimulate a form of behaviour 
satisfying to both, as in eating. 

A large part of Freudian theory is concerned with the development of the sexual instinct 
from earliest infancy to adult life, and with the perversions, diversions and frustrations it 
may undergo. Freud maintained that the first manifestations of sexuality occurred soon 
after birth, and were then not primarily concerned with genital function. The function of 
sexuality was to obtun pleasure from certain zones of the body, the ‘erogenous zones’. At 
different stages in development, different zones took on a special importance, so that the 
infant and child passed through oral, anal and phallic phases. After this, development in 
the two sexes diverged, and there was a period of latency, precipitated in the male by the 
threat of castration. Much of the aetiology of neurosis in the adult is attributed to fixation 
of the libido, or sexual energy, on to infantile erogenous zones; and in the psychotic patient 
there might be a regression to an earlier level of fixation. 

THE OEDIPUS COMPLEX. The first object of infantile desire is the mother’s breast, and from 
this the child’s love becomes attached to the mother herself. She maintains her place in the 
child’s affections by being a provider of satisfactions of many kinds. If her love fails, it is 
believed, the development of personality will be perverted from the beginning. 

The role of the father, in Freudian theory, is more remote. For the boy, especially, he 
appears late on the scene and then in the guise of a rival for the mother’s love. The pattern 
of affective relationships within the family determines trends and attitudes which persist 
throughout life; and in them is to be sought the source of the loves, jealousies, rivalries 
and hatreds which in adult life affect personal relations between men and bettveen man and 
society. To a faulty development of the Oedipus complex is also attributed the causation 
of numerous neuroses. 


THE STRUCTURE OF THE PSYCHE. As has been said, Freud divided the mind into conscious 
and unconscious parts, between which stands the censorship. In the deepest layers of the 
unconscious lies the ‘id’, a well of energy supplying the motive force of conduct. In the 
conscious there is the ‘ego’, but the ego too has its roots in the unconscious. The function 
of the ego is to direct conduct so as to supply the satisfactions demanded by the id, but in 
a socially acceptable form. In the unconscious part of the ego, extending into the conscious 
part, is the ‘superego’, the Freudian equivalent of conscience. Its function is to warn the 
ego against infractions of its code, and to punish such infractions as they occur. It is 
invariably much stricter in its standards and harsher in its punishments than rational 
considerations alone would justify. This is so because it is itself non-rational, largely sub- 
merged in the unconscious from which it derives its energy, and represents the preventive 
and punitive aspects of the parents. Applied to psychopathology, the id-ego system is used 
to explain neurosis as the result of a conflict between ego and id, and psychosis as the sub- 
merging of ego in id, which has assumed control. 


GENERAL CRITICISM. This short exposition, w'hich will contain nothing new for the majority 
o readers, is sufficient to show how Freud was able to bring a high level of order and 
systematization into a great range of rather chaotic material. It is not surprising that, im- 
psychology pre^^lent at the beginning of the century, the impact 
that his theory had was a tremendous one which has indeed not yet lost its impetus. It 
wi a so e apparent how ill it fits, in important waj^, with any modern neurophysiology. 
We mav hripflv rnTnmAnr •' f J b}' 
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1 !u: l’r(:tidi;u\ unconscious is conceived of ns space, wJicn what corresponds to it from 
the lU'tuophysioloj'ical point of view must be thought of as an integrated complexity of 
adaptive (unctions ot llic nervous system, proceeding below the level of awareness. From 
tins point o( view, activity at the spinal, medullary and higher levels up to the thalamus 
may rightly be tljougiu of as unconscious. Neuronic pathways exist of course between 
these centres and the cortex; and there is no a priori impossibility in the psychoanalytic 
claitii that, by appropriate training, more direct channels of communication between 
Cf)iTicat and s>dwcortical activities can be established, by which ‘repressed’ memories, 
emotions and tendencies can be subjected to conscious awareness. Conscious and uncon- 
scious mental processes would appear to shade into one another, and to be merely at the 
opposite iritiges of a continuous spectrum. What has been conscious sinks, as a memory, 
at first into a preconscious level at which it is still readily available, and then into deeper 
levels Irom which its recall is progressively more difficult. Association with powerful 
allccls may ensure its integrity against the processes of re-organization, generalization and 
dissolution to which it is otherwise subject; and in that case it will be capable of re- 
emerging, naked or disguised, on the occurrence of an appropriate stimulus. 

Ke-stalcd in some such way as this, Freudian teaching on the unconscious would be 
reconcilable with our knowledge from other sources about the working of the nervous 
system, and would become a working hypothesis of heuristic value. In some respects the 
views he propounded are generally accepted. The reality of unconscious mental life, its 
predominantly emotional and non-rational nature, and its significance in motivation, are 
concepts which represented a revolutionary advance. It is as a result of Freud’s work that 
no psychiatrist now could content himself with superficial and rational-sounding explana- 
tions of conduct. Men arc indeed moved by drives and motives of whose nature they have 
little awareness and understanding, by which they may be pressed towards a goal which 
means the destruction of all they would claim they valued. Conduct is surely a better 
guide to a man’s personality than his preferred estimate of himself. It must, however, be 
noted that the Freudian picture is a very incomplete one. In the unconscious there is room 
also for the occurrence of rational and non-affective processes. These may be seen, for 
instance, in so-called conditioning processes, and in the development of skills and habits. 
Gestalt phenomena, such as those in which an intuitive solution of a long considered 
problem is reached, or in which the chess-player suddenly becomes aware of the existence 
of a subtle combination, also depend on unconscious mechanisms. 

On the subject of instinct, a concept which has been practically abandoned in modern 
biology, it is to be noted how far into the metaphysical we are taken by the Freudian formu- 
lation. The postulation of antithetical causes, such as mutually opposed forces, will enable 
one to explain in a facile way phenomena of almost any kind. The love instinct and the 
death instinct are scarcely more than the ancient forces of good and evil dressed up in 
new costume. The whole formulation, especially the concept of a death instinct, now 
dropped by many of Freud’s successors, is essentially unbiological. There is no reason to 
think that innate tendencies of adaptive value, i.e. the behavioural manifestations of what 
we call instinct, should have any single or simple primary basis. While all innate modes 
of reaction tend to serve a biological function, and so can be regarded as manifestations of 
a primary instinct of self- and race-preservation, it is unhelpful to be content with such 
a general idea. If we think of ‘instinctual’ behaviour as lying somewhere in complexity and 
modifiability between the simple reflex arc and behaviour directed by consciousness, we 
have a truer model. We may then find it no matter for surprise that such behaviour, though 
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in general tending to fulfil a biological requirement, may also be sho\vn in circurristanc. 
in which its effects are no longer advantageous; and we may think it more useful to imagii 
an infinity of ‘instincts’ than one. 

The great service provided by Freud’s work on sexual development was to dra 
attention to a whole range of behaviour, especially in the child, from which both medic 
men and psychiatrists had in Freud’s day rather shied aw’ay. However the extreme emphas 
which he placed on sexual motivations has prov'ed a source of confusion. The assumptio 
for instance, that the pleasure which the infant can be supposed to derive from certa 
stimulations, e.g. of the lips, is ‘sexual’, is unnecessary. For Freudian theorj' there are i 
pleasures other than sexual ones, a hypothesis which flies in the face of observation ar 
self-observation. Considering the significance of eating for maintaining life in the bod 
there is no need to suppose that the pleasure derived from it and from the satisfaction ' 
hunger is not an adaptive mechanism which exists in its own right. In the same way it 
forced and unconvincing to attribute to sexuality the satisfaction derived from the reli 
of tension in bowel or bladder, from cutaneous stimulation and muscular activity, fro 
play in children, sport in adults, and the exercise of intellectual and artistic appreciatioi 
or creative powers. 

The importance which Freud placed on the mother’s love for the welfare of the chii 
has recently been the focus of much interest and some experimental study, and has rais( 
echoes far outside the field of medicine. There is an increasing amount of evidence, e. 
from experiments on nurturing young animals, that the young and growing creatu 
prospers if, in addition to the satisfaction of all known biological needs, it receives lo'' 
and tenderness from those that care for it. However, we do not know’ in what way develo] 
ment is thwarted if this affective atmosphere is lacking, nor what, if any, are the defec 
of personality likely to be shown by the deprived individual on reaching adult life. T1 
subject should not be regarded as adequately clarified. One of the faults of an all too nar 
interpretation of Freudian ideas has been the popular misconception that the child mu 
not only be loved, but loved for every instant of the day, nev'er be punished, never I 
restricted, never suffer even for a few moments from any feeling of wthdrawal of lov 
Freud’s account of the relationship of the child to his father is now quite out of date. Tl 
repressive father, whom Freud took as a standard, is now a much less formidable figur 
The belief that the affections of the child are early set in a rigid pattern, not subsequent 
to be altered, needs extensive modification. The neurophysiology and the psychology t 
the infant and of the adult are so different that it is misleading to try, as Freud did i 
equate one with the other, or even to suppose that processes of the same kind are' 
work 

That part of Freudian theory which anatomizes the psyche into ego, superego and i 
will have to be entirely reformulated before it can be fitted into any general scheme 
understanding of mental processes. We have already pointed out the unacceptabilitv i 
any system by which processes are reified into things. Thus the functions of the superei 
may be seen, in a Pavlovian terminology, as a series of conditioned reflexes, imprinted c 
the genetically prepared individual by affectively toned experience, of which those whic 
have been instilled most firmly and from the earliest times will be those most deep 
placed in the ‘unconscious’. Society being as complex as it is, it need not surprise us th 
conflict arises, both between these conditioned reflexes and primary urges, and betw’et 
them and the reasonable requirements of the situation. 

Then again Freud used too narrow a framework to describe the influence of soci 
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envirnntncm. 'J’iic lanniy is the purveyor of a social and cultural tradition, and the relat: 
rliips within it rciicct tlie operation of fundamental social and economic forces extenc 
far heyond its limits. Freud's hlind spot for the significance of the exira-fainilial enviroim 
ha;., hou'ever, been largely corrected by the interest taken by many of his followers of 
prcsciU day in interpersonal relations and social psychiatiy. 

i-inally the theory is inadequate in that it leaves all too little place for the influeno 
rvasm ant! ium'ht on Inunati behaviour. Freudian doctrine, if pressed too far, would 1 
to a cidt of unreason. If we arc unaware of the reasons for some of our activities, we 
ji.it iiavc to remain so, for we have the means of exploring them. If from non-ratic 
jtrgcs our Jictivity takes a particular slant, it is constantly being modified by the dictate; 
j cason and by our appreciation of objective reality. And if once we gain an increased insi 
into our motivations, a new factor enters to make differences of a lasting kind. 

’J’hc modern adherent of tlic Freudian psychoanalytic school does not accept the wh 
of I'rcud’s teachings as unalterable dogma. As psychoanalytic theory changes and evoh 
it may well be that a rapprochement between this and the other schools wdll beco 
possible. I'rcud has done more than any other thinker to teach psychiatrists to look at 
development of personality historically. To this extent psychoanalytic teaching has co 
to stay ; it has been partly integrated into psychiatric practice and has formed the start: 
point of a certain amount of research. However, if the remaining distance is to be narrow 
some further change in attitudes will be essential. It must be realized that, despite 
claim of comprehensiveness, the whole of the existing body of doctrine is inadequate 
cover all forms of human behaviour; that psychological processes are manifestations 
physiological ones in another dimension; that any kind of pathology, or disease proce 
introduces new factors of which not even the rudiments may be seen in the normal. On t 
methodological side, room must be made for scepticism, for the experimental test, a 
for the abandonment of what has proved fallacious. It is time that the subject should 
taught as any other subject, to be accepted or doubted by the student in the light of 1 
reason. It would be best to abandon altogether that process of indoctrination which 
called a teaching analysis. There is but one truth; and in our asymptotic approach towar 
it the worker in the field of human psychology has to submit himself to the same disciplir 
as obtain in every other science. 


Pavlovian Psychiatry 

Almost contemporaneously with Freud, towards the end of the last century, I. 
Pavlov (1849-1936) was making a contribution to psychology and psychiatry of a ve: 
different kind and of probably more lasting importance. Pavlov was a physiologist wl 
came to interest himself in the way and the extent to which physiological processes mig 
be influenced by psychic stimuli occurring in the form of signals. As he had been engage 
on a study of digestion, he investigated the effect of such stimuli on the process of saliv 
tion. The presentation of food to a dog causes the secretion of saliva, an unconditione 
or primary reflex; but Pavlov showed that on this simple basis a complicated psych 
structure might subsequently be raised. If together with the presentation of the food, tl 
dog were presented with a sensory cue, such as the ringing of a bell, and this were repeatc 
every time the dog was fed (re-inforcement), in time the dog would respond by salivatio 
to the ringing of the bell alone. The bell becomes a conditioned stimulus, and the secretio 
of saliva in response to it a conditioned reflex. The exploitation of this simple observatio 
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in a brilliant series of experiments has added a new dimension of understanding and of 
investigation in psychology and psychiatry. 

The potentiality, exhibited in the auditory-salivary conditioned reflex, is an entirely 
general one. Any unconditioned reflex may form the basis, and the sensory stimulus to 
be associated with it may be of any kind. In human experimentation, for instance, a reflex 
which is conveniently made use of is the eye-blink to a puff of air; and this may be readily 
conditioned to other cues. The generality of the process has made the theory of conditioning 
of great importance to the psychology of learning, especially as non-reflex, habitual and 
voluntary behaviour can be linked to cue stimuli in a similar way. Responses, moreover, 
do not have to be shown in a form involving ner\*ous excitation, but can equally well be 
inhibitory. Pavlov and his associates worked out the laws describing conditioning processes 
in a systematic way, finally applying them to the theory of experimental neuroses. Their 
experimental methods have been very widely copied, especially in the United States; but 
theic theoretical formulation has been less generally accepted, perhaps because the rele- 
vant literature has not been accessible in a simplified and pre-digested form. The best 
statement of this kind knowm to us is that by H. K. Wells (i9Sd)» which is the source of 
much of what now follows. 

Pavlov maintained that all animal behaviour can be accounted for in terms of reflex 
and response, leaving no residue to be explained by ‘instincts’. Through reinforcement or 
the lack of reinforcement, conditioning processes are going on throughout life, netv condi- 
tioned reflexes (CRs) being formed and old ones being extinguished. The process is an 
adaptive one, enabling the animal to respond in a biologically adequate W’ay to regtdarities 
in the environment ; and as the environment is constantly changing, so CRs must constantly 
be learned and un-learned. The establishment of a CR opens up a nervous pathway, which 
must be through the medium of the cortex, since decortication abolishes all CRs, though the 
unconditioned reflexes are retained. As has been said, inhibitory reflexes are built up, as 
well as excitatory ones : and it has been shown that the inhibited state is not simply a lack 
of susceptibility to excitation, but rather the formation of a resistance to it. When first 
formed, the CR is in a very generalized form, and not only the specific cue stimulus, but 
also others resembling it, arc effective. However, life furnishes the circumstances necessary' for 
concentration or specialization of the response, as re-inforcement with the specific stimulus 
is persisted with, and inhibitory responses are attached to similar but different stimuli. 

Many of the inhibitory responses ate seen as having a protective function. They w'ill not 
only ensue on prolonged action of a CR \vithout re-inforcement, but also after ultra- 
maximal stimulation. Over the normal physiological range, increase in intensity of the 
conditioned stimulus leads to an increase in the response, but only up to a limit; beyond 
this limit a paradoxical phase is seen, in wrhich increasing strength of stimulus is matched 
with decreasing intensity of response. Localized areas of irfliibition in the functional 
systems of the cortex may develop in this and other ways; generalized protective cortical 
inhibition is seen in sleep, and local inhibition can be thought of as local sleep. The entire 
behaviour of the animal is determined by the balancing of excitatory and inhibitory pro- 
cesses, and the adaptation of these to theexternal world. It is believed that theprocess begins 
with the earliest days of life, so that a totally unmodified unconditioned reflex can only be 
seen in the newly born. After that, the primary reflexes become the foci of a nexus of CRs 
with indirect as w'ell as direct attachments; for one CR may be the cue to a second CR* 
causing the latter to mediate the response. ' 

The sensory cues of CRs are considered together as constituting a signalling 
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i thcms’clvc.s to the unconditioned reflexes from a very early time in develop- 
response of one CR may he the cue for a second CR. Accordingly everv 


lystemn attach 

ment: and tlie response oi one UK may he the cue for a second CR. Accordingly every 
imeonditioned reflex is thought of as becoming ‘covered’ with CRs of various complexity 
ktutling together with them to form fused reflexes, or complex acts. The second signalling 
system involves the whole mental life of man. No thinking is possible, it is maintained, in 
other than verbal or comparable symbolic form. Consciousness, and not the Unconscious, 
plays the dominant role in man’s psychic life; and the determining elements of human 
tuental activity are not in the lowest level, the instinctual level as maintained by Freud, 
but rather in the highest, in the speech system. 

Psychic properties arc thought of, not only as being formed in the course of the life 
experience of an individtial, but also as consisting of stages and links of stages of formation, 
'rhesc links and stages must progress from the simplest and most elementary mechanisms 
to more and more complex ones. If earlier links are missing or badly formed, then some 
deficiency appears in later ones. Such a deficiency may, however, be eliminated by build- 
ing up the missing link through a conditioning process. This principle has been used, it is 
claimed successfully, in education, e.g. in teaching tone-deaf children to sing. 

Pavlov recognized the existence of constitutional differences between individuals, 
which occurred as a result of differences in the accumulation of acquired characteristics. 
He thought of variation in the force of nervous processes of excitation and inhibition, the 
equilibrium of these processes, and their mobility. The four main types of temperament 
arc the weak inhibitory, the quiet equilibrated, the lively equilibrated, and the strong 
excitable; variations and sub-types could be added. Both of the extreme types, the weak 
inhibitory and the strong excitable, are more liable than the others to one or another form 
of nervous breakdown. Thus the weak inhibitory type has a lower functional limit of work- 
ing capacity of the cortical cells, and under stimulation rapidly develops protective or 
transmarginal inhibition, which readily irradiates. 

Experimental neuroses in dogs were first produced by calling for the development of a 
feeding response to a painful stimulus, with inhibition of the unconditioned response of 
withdrawal. Different forms of neurosis, inhibitory and excitatory, were produced, depend- 
ing on the personality of the dog. Transmarginal stimulation alone, e.g. in the combination 
of a variety of extremely strong stimuli such as an explosion together with the swinging 
of the platform on which the dog stood, could also produce such a neurosis. Other 
methods were the development of extremely delicate differentiations, the requirement of a 
conditioned response to every fourth stimulus, the quick and direct transition from 
inliibitory to excitatory stimuli, and the re-shaping of a dynamic stereo^e. All these forms 
of stress could be classified as overstrain of excitatory capacity, of inhibitory capacity or of 
mobility. Even the dogs of equilibrated temperament could be caused to develop experi- 
mental neuroses, if overloaded sufficiently. 

The symptoms shown by the experimental anmals when reduced to a neurotic state 
were all regarded as ‘hypnotic phases’, in which excitatory and inhibitory elements were 
present In the equalization stage, all stimuli, weak or strong, produce the same effect; in 
ffie paradoxical phase strong stimuli produce no effect, and only weak ones work; in the 
ultraparadoxical stage inhibitory stimuli have a positive effect. If mobility is overstrained, 
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‘isolated pathological points’ appear in certain parts of the cortex, which are conceived of 
not as literally spatial designations, such as Iocali2ed groups of cortical cells, but rather as 
functional dynamic structures, such as the various analysers, auditory, visual, motor, etc. 
The result is a pathological inertness or a pathological lability. In the one the CR is fixed, 
frozen, and cannot be changed or extinguished, so leading to a mechanical repetition of the 
response; in the other no CR can be fixed but at the best remains highly unstable, leading 
to chaotic behaviour. In all such neuroses numerous psychosomatic effects are obseix'ed, 
and there is disturbance of bodily functions as a whole. 

The brain is also open to disturbance from internal causes, such as chemical, metabolic 
and endocrine changes, intojdcations, castration, a period of heat, pregnanej*. Mhen so 
disturbed, the animal is less easily conditioned, and there is decline and instability of 
existing CRs. 

Pavlov’s conception of neurosis is therefore a chronic disturbance of higher nervous 
processes, a deviation from the normal working of the hemispheres, but a functional and 
not a structural change. Thus hysteria is a psychic disorder resulting from exhaustion of 
the brain: the first signalling system is imperfectly controlled by the second signalling 
system; the patient is chronically ‘hypnotized' to some degree. Even in the case of schizo- 
phrenia, all the symptoms are in one or other of the various phases of apath), 

dullness, immobility or playfulness, and are the expression of a chronic ‘hypnotic state. 
The Pavlovian treatment of such states relies in the main on rest, with medication and the 


management of abundant sleep, and on training. 

Pavlov’s view of the development of personality is that it depends on early training. 
People are taught to develop such character traits as perseverance and strength of will; 
and training also is responsible for the qualities of equilibnum and mobility. In man, 
with his second signalling system, a Turner dimension of vTirialion is introduced over 
and above those available to other animals. Thus, in the ‘artist* tj’pe the first signalling 
system is dominant over the second, and imagination and emotion are partially divorced 
from the regulating influence of ideas or verbal abstractions. In tlie ‘thinker’ t)'pe, the 
second signalling system achieves an excessive domination, and we have a dogmatist, an 
intellectual, living in a world of abstract ideas. These are extremes, between which most 


of the genuine artists and thinkers are to be found, i.e. in a state in which both first and 
second signalling systems are to some extent equilibrated. 

The principal neuroses Pavlov classified as neurasthenia, psychasthenia and hysteria. 
Neurasthenia is the disorder of the middle human type. There are first periods of weak- 
ness and fatigue, due to the fact that there has been an excess of excitation and activity. 
There follows a weakening of inhibitory processes, lack of restraint, irritability, decline in 
self-control Then excitatory processes begin to weaken, reacting quickly but soon lapsing 
into exhaustion. Finally there is irradiating transmarginal inhibition, and drastic lowering 
of all activity. Psychasthenia is the disorder of the thinker type, and shows itself in an 
abundance of socially unnecessary inhibitions, feeble emotions, painful doubts, incapacity 
to react to new situations, and the substitution of profitless reasoning for effective action 
Hysteria oecurs mainly m the artist type, tvith highly emotional and imaginative thinking, 
a tendency to substitute fantasy for reality, and rash impulsiveness. There is predominance 
of the first over the second signalling system, of subcortical activity over cortical As 
regulation by the firs, signalling system weakens, activity becomes chaotic irradiating 
transmarginal inhibition and a variety of hypnotic phases develop. The essentiaUauses fm 
all such disorders are to be sought m strains, shocks and conflicts. 
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) lu: ul)(U(’ a brief ovillitic of work that lias been in progress over a number of 

decades and is embodied in a vast literature. The Pavlovian classification of personality, 
for example, was based upon the features of balance of excitation against inhibition and the 
slremith -mmX mahiUty of conditioning processes. In man the presence of the second signal 
syr.tem provides a furlhcr dimension. Recent Soviet work has included studies of intero- 
ceptive conditioning in which conditioned and unconditioned stimuli or both arc delivered 
to tiu; mucosal lining of a viscus. The responses so generated have been shown to obey the 
laws of conditioning although they tvcrc largely unconscious in character (Bykov, 1959; 
Ruviran, n/u)- functioning of the kidneys, the endocrine and nervous systems have 

been claimed, in these studies, to undergo sustained changes, they would appear to be of 
.some im[wrtance for the field of jtsychosomatic medicine. Soviet workers have also carried 
out extensive enquiries into schijcophrcnia and have claimed, among other things, that 
conditioneil reflexes arc difficult to establish in schizophrenics and that they also show, in 
common witii brain-damaged subjects, defective 'orienting’ reflexes which are considered 
to be regulated by the reticular arousal system (Lynn, 1963). 

'I'hc Pavlovian scheme has become the main foundation of Soviet psychiatry, and is 
readily reconciled with their other prevailing ideas along economic and social lines. Treat- 
ment in psychiatry, on this approach, eschews such methods as pre-frontal leucotomy, and 
becomes essentially psychotherapeutic and re-educative. In Anglo-American psychiatry, 
Pavlovian ideas began to cause extensive echoes during the Second World War, the develop- 
ment of such ideas in a setting of war psychiatry being especially associated with William 
Sargant. Indeed, the particular form of war neuroses, with anxiety states or hysterical dis- 
sociative symptoms being released under stress (‘transmarginal stimulation’), was such as 
to make them readily understandable along Pavlovian lines. This approach led to the use 
of ‘abrcactive’ methods of treatment. To take an example, the soldier who had become 
paralysed in one arm after being involved in a grenade explosion, could be looked on as 
having developed a locus of transmarginal inhibition. To cure it, the forces isolating this 
‘pathological point’ must be broken through. An effective way of doing this was to put 
the patient into a hypnotic state with drugs, and then to get him to return in memory to 
the traumatic incident and to live it through. This would be likely to be accompanied by 
an extreme state of excitement and fear, followed by collapse into a momentary state of 
total higher nervous inhibition. After this, in a satisfying proportion of cases, nervous re- 
integration, with relief of the paralysis, would be found to have occurred. 

In recent years the concepts of Pavlov, Watson, Hull and Skinner have been applied in 
the treatment of neurotic disorders. Behaviour therapy has made use of techniques such as 
reciprocal inhibition in the extinction of neurotic symptoms ; and Wolpe (1958), who has 
written an influential book on the theoretical basis and practical aspects of the treatment, 
as also a number of his followers (Eysenck (ed), 19606) have claimed favourable and lasting 
results with it. It has exerted a beneficent effect in stimulating a fresh interest in the estab- 
lishment of a rationally-based and systematic treatment of neurotic disabilities and in the 
objective evaluation of the results achieved. However, the precise value of these and related 
forms of treatment remains, at the present time, uncertain. 

The attempt to analyse the pathogenesis of neurotic symptoms as manifestations of 
normal and abnormal conditioning has hardly made more than a start in Western psychiatry, 
and we are all too ignorant of what the progress has been in the USSR. The approach is, 
at least a most interesting and promising one. It is doubtful whether so much can be said of 
the possibilities of Pavlovian interpretations of the pathogenesis of schizophrenia and other 
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psychotic states. But even if, once again, the advance made is more in the field of normal 
than pathological psychology, it yet may well prove of great importance for future develop- 
ments. 


Existential Analysis and Related Theories 

Under this heading we may describe a variety of attempts to solve the problems of 
psychopathology by the use of philosophical short-cuts, instead of the relatively slow 
method of investigation with the disciplines of natural science. From its nature, existential 
analysis appeals to those of a philosophical or metaphysical cast of mind, especially those 
who find scientific methodology too materialistic or technological. The school of thought 
associated with the name of existentialism has become particularly prominent in certain 
countries of Western Europe, and has its adherents in philosophy and literature as well as 
in psychiatry. It represents a revival of similar movements in the history' of thought which 
have sprung up in past eras, especially that which occurred in the first half of the nine- 
teenth century, when romantic writers and philosophers such as Carus, Schelling and 
Schlegel, tried to keep pace with the new discoveries of natural science by using the 
method of philosophical discussion to reach conclusions on the ‘nature’ of animals, of organs 
of the body and their functions, or of the universe itself. 

One of the first steps of the modern romantics was to free psychology from what was 
regarded as the Cartesian prejudice, i.e. the requirement that subject and object should be 
separated as a start to scientific thinking, especially in psychology. The existentialist, 
abandoning this division, wishes to start by using as a basic unitary concept for the under- 
standing of all human life the awareness of the individual of himself in his world, ‘Being- 
in-the-World’ ; from this are to be derived the concept of ‘ontology’, the doctrine of being, 
and the basis of all philosophy. In the formulation of the German philosopher Heidegger, 
the primary Being-in-the- World is a state of solitude and anxiety, with the awareness of 
approaching death as the only certain knowledge. This pessimistic outlook had a natural 
appeal to the younger generation of post%var Europe, especially when it was spiced, as in 
the case of some French existentialists, by an element of irresponsible hedonism. 

It would however be wrong to link this particular mode of popularization with the 
work of such serious and humane psychiatrists as L. Binswanger, V. von Gebsattel and 
E. W. Straus, who for a number of years had advocated a more direct, more total and 
less piecemeal approach to psychiatric patients and their symptoms. By putting subjective 
experience into the centre of psychology, and linking it with the phenomenology of Jaspers, 
they aimed at what, for lack of a better description, one may call the opposite of behaviour- 
ism ; this brackets together all objective phenomena, while the existential school is only 
interested in the interpretation of the subjective. 

Giving their modes of approach such various names as ‘constructive-genetic anthro- 
pology’, ‘existential analysis’ and 'existential anthropology’, these workers use empathy 
to ‘understand’ the ‘world’ of the depressive, the obsessional, the manic or the patient with 
ideas of reference. Putting themselves into the patient’s situation, they use the totality of 
this understanding to interpret individual symptoms. Sometimes the interpretations are 
plausible, or even obvious; sometimes they are defined in a new and more precise ter- 
minology; or they may be capable of illustration from novels or poetry. Other interpreta- 
tions represent attempts to abstract a general principle of explanation for the patient’s 
experience. Thus certain syndromes are derived from non-psychological principles such as 
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'titur’ or ‘vhni cticrf^y'. 'I’hc experiences of depression arc due to , a standstill of subjective 
V'liile the manic with fliglit of ideas is living in a momentary present in a festive 
enjoyment of his existence; paranoid experiences are related to a special abnormal way of 
looking at tlie world, and so forth. 


It is obvious tliat the words of everyday language and their meaning must play an 
iinpo! taut part in this psychopatJiology. 'flic meanings of the words we use to describe the 
emotional aspects of experience are often far from definite; and it is by using this halo of 
vagueness of meaning as a starting point for its hypotheses that existentialism can make a 
direct appeal to the feelings, at least of those who find a purely scientific approach unsatisfy- 
ing. There arc fundamental difTcrenccs between this school and that other school, Freudian 
psyeiioanalysis, which also puts the patient’s subjective experiences and the words in which 
they arc described in the centre of the picture. While Freudian interpretations are based 
on the hidden sexual symbolism of certain words, existentialism makes much of the sup- 
})osed hidden psychological insight inherent in certain metaphorically used phrases, such 
as ‘encounter’ (‘Begegnung’), ‘course of life’ (‘Lebensweg’), etc. Furthermore, in contrast 
to psychoanalysis, existentialism is concerned with the ego only, with higher human 
motifs, and neglects early childhood experiences, instinctual drives and all that we share 
with tlic animals, to such an extent that it becomes at times totally unrealistic. ‘Being- 
in-thc-World’ then becomes synonymous with ‘Being-in-the-Academic-World-of- 
Europe’. 

The great differences in level of originality and critical judgment between the repre- 
sentatives of the existentialist school have to be emphasized, as well as the variety of their 
basic views. It is hardly more than a few negative characteristics that they all have in 
common, and whicli allocate them their special position in psychiatric theory. Although 
they frequently refer to phenomenology, what they practise is not strictly to be so named. 
Phenomenology is a factual approach, based on the work of Jaspers, and differs from 
e.xistentialism by seeking no aid from philosophical short-cuts. Existentialists and cognate 
theorists either deny that psychology can be a part of natural science, or else consider that 
any part of psychology which can be scientific is irrelevant for the understanding and treat- 
ment of psychiatric patients. For the existentialist, even the patient’s body is only of 
importance as far as the patient is aware of it and experiences it as part of himself and the 
world. Binswanger, who ranks as their philosophical spokesman, has said: ‘the ground and 
soil, in which psychiatry can take root as a science in its own right, is neither cerebral 
anatomy or physiology, nor biology, neither psychology, characterology and typology, nor 
the science of the person, but man (‘der Mensch’)’. Thereby psychiatry for the existentialist 
becomes entirely isolated from all other modes of study of the mentality of man, and would 
seem to be deprived of all possibility of fertilizing them in turn. 


The Multidimensional Approach 

The observations for which we have to account in psychiatry are of a very complex 
and varied kind. Any single and simple hypothesis can be regarded with suspicion from 
the start as it will almost certainly prove inadequate to cover the whole range of observa- 
tion This does not mean that such a theory should be rejected out of hand. It should, 
rather be carefully tested and its implications explored; for it may provide a useful frame- 
work for a limited range of data, suggest fruitful subjects for research and, if it is sub- 
tantiated eventually prove capable of organization into a larger scheme. In order that 
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science should progress, the mind needs toorking hypotheses in order to grasp and dissect 
its experiences; and no harm is done if these hypotheses are only partial, or even faulty, 
provided they are invariably regarded with scepticism. As Popper (1963) has showTi, we 
need hypotheses in order to refute them. We shall need hypotheses of somewhat different 
kinds to account for the occurrence of confusional states in vitamin deprivation and for the 
delinquencies of a badly brought up boy. The psychiatrist, however, needs also at least the 
adumbration of a general theoretical scheme in which partial hypotheses may find their place. 

An inkling of the breadth that such a scheme must assume is given by a preliminary 
glance at the variety and the paradoxical qualities of our material. We know, for instance, 
that physical changes in the body, especially in the blood and in the brain, tend to be 
followed by changes in the mental state; but also that changes in the mental state may 
have bodily changes as a consequence. In some respects the pattern of development of 
the personality is determined by genetical factors; but man is also flexible and adaptable, 
and his character is influenced by the world in which he grows up and lives, hlental health 
is affected, often in a far-reaching way, by changes in the physical environment ; but man 
lives also in a world of ideas, by which his behaviour is largely governed. As medical men 
we are primarily concerned with the individual; but man is a social animal, his behaviour 
is moulded by the society in which he lives, and his health is affected by his relations with 
other individuals and with the community as a whole. Some mental illnesses have an easily 
recognizable anatomical pathology; but other abnormal states, so far from hating an 
identifiable physical basis, are of such a nature that they can only depend on changes of 
a functional, probably chemical, and rapidly reversible kind. There are syndromes which 
have constant features, irrespective of the qualities of the individuals who are affected by 
them; but the individual, whatever the change he undergoes, brings into it features which 
are constant to himself. 

If we are to order such a variety of experience in any comprehensible way, we must 
have something in the nature of dimensions^ or ordinates, by which phenomena may be 
arranged and compared. A change which a man undergoes may be of greater or less degree, 
and It may occur before or after another change. These are scales of reference which everyone 
uses; the psychiatrist has to envisage many others. Among these is functional-organic 
scale. We recognize that there can be no structural change without a change in function, 
and that any functional change presupposes some kind of structural modification; yet in 
some cases the structural change is the pnmary one, or of massive effect, and in other 
cases it can be for all practical purposes neglected. It is important to realize how far along 
this scale any particular change is to have its estimated place. With a similar proviso, we 
must employ a physiogemc-psychogentc scale, and try to order the factors which affect 
human behaviour towards the pole of a physical mode of operation or towards the pole of 
operation as ideas. We must think also in terms of simplicity or complexity of changes 
which affect primary and basic activities or those of the highest order, or having effects 
which are extended or limited and localized. If we attempt to think in this way we shall 
find that our many dimensions of reference wll be meaningfully related to * ^ h 
that even complex data can be lucidly approached, and that we shall not be t ^ ^ d 
extend the application of partial hypotheses outside their appropriate fields ^ 

If we follow a human being through the wrhole of his life-span, we see that h b ’ 
as a lowly and undifferentiated organism, almost indistinguishable from other or^ ^8'^® 
in a comparable state of development, even those belonging to other genera. As 
ment proceeds there is an increasing degree of differentiation. At the time the 
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liorn, lie U'., from a neurological point of view, a mid-brain preparation, without co-ordin- 
ated cortical activity, and without conaciousness in any adult sense. Nevertheless individual 
peculiarities arc already beginning to appear, and the infant is distinguishable from others, 
not only by such [di.vsical characteristics as the blood agglutinogens, but also by such 
tempcr.'uncntal rpialilicf; as placidity or restlessness. Tlie new-born infant, in fact, already 
has to some CNtcnt a personality. We do not know as yet the extent to which infantile traits 
of tcmpcr.uucnl are correlated with the adult traits lie will show later on. 

It is difiicult to imagine causes other than gcneiical for personality differences shown so 
early, and sulKcicntly marked for nurses and for mothers to recognize one baby from 
another. Yet cfivirofimnial factors may have already exercised an important, even a critical 
itiflticncc, on the individual. An attack of rubella which affected the mother during preg- 
n.’incy may have caused a structural defect in the child; so may a birth injury, or an incom- 
pattbi/ity between the foetal and the maternal blood. Such grossly pathological factors 
are likely to cause not only general and undifferentiated effects, such as an eventual mental 
deficiency, but also specific ones, such as a congenital heart lesion, a porencephaly or kernic- 
tcrus. If such a structural change docs occur, the constitution of the individual is perman- 
ently altered, and will show the cfl'ccts throughout life. 

As development proceeds, the infant is subjected to influences coming both from 
within and from without, that arc both of a genetical and an environmental kind and we shall 
etndsage gcneiical and environmental factors in mutual interaction. As the individual gets 
older, genes hitherto latent in their effects will begin to influence the course of development, 
themselves being called into activity by an environmental change. In the normal child, 
the gcfics involved will be the multitudinous genes of minor effect, producing changes which 
arc all within physiological limits. It may occur, however, in the unusual case, that the 
child cari-ics a major mutant gene, whose effect is large and harmful and quite specific. For 
instance the child may have inherited from father and from mother a gene which causes 
an incapacity to metabolize phenylalanine along normal pathways. In that case, whatever 
his other genetical and environmental advantages, he will need a special diet to develop 
intellectually beyond the defective level. However, we can place no time-limit on the period 
of latency of a mutant gene. In the case of Huntington’s chorea or Pick’s disease, it may be 
fifty years or more before it begins to show its eventually disastrous effects. 

eWu in the case of the mutant genes responsible for grossly pathological changes, 
there arc few that are entirely sure of their effects. In most cases they have a variability 
which allows both the environment and the rest of the genetical constitution to exercise 
some influence. The presence of a mutant gene may be necessary for, say, the predisposition 
to schizophrenia; but having the predisposition one may yet well escape having the disease. 
Constitutional or environmental advantages may prevent one Huntington gene-carrier from 
developing the disease until advanced old age, while another develops it in the early 

thirties. . . , , 

In the case of individuals, and they compose the majority, who have no mutant gene 

likely to cause mental abnormality before the senium, the genetical make-up will still 
influence development. We can see this especially witli qualities of a quantitative kind in 
which there is a good deal oi individual variation. A well-studied example is that of stature, 
of which the hereditary basis is polygenic, but which is known to be markedly influenced 
bv environmental factors, e.g. of a nutritional kind. It is almost certainly true that differences 
• ^ • tellkence and probably true that differences in temperament, are also, like adult stature, 
Se pro<i^^ interaction between heredity and environmental causes. 
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Just as genetical causes influencing development may be single and gross or 
tudinous and slight, so also may enzironmental causes. An^ encephalitis or a severe head 
injur)' may permanently alter the personality and ^ve a particular slant to further develop- 
ment; a toxaenna or an infection may cause a very' severe but entirely reversible 
change. These factors will be relatively rare, although of the greatest important in 
psychiatT}', which is more concerned with the sick than the healthy. As a rule the environ- 
ment Avill be compatible with health, but still exercise a persistent guiding influence. The 
environment in its psychological aspects, inspiring habit patterns based on confidence or fear, 
trust or suspicion, aggressiveness or submission, independence or confornut)', will deter- 
mine the way in which the potentialities of the individual, not otherwise entirely unbounded, 
will be realized. The successes and failures, the interests which are encouraged and those 
which are frustrated, the unfolding of intellectual powers and special gifts and handicaps, 
though it might seem primarily in the intellectual field, will have their influence on the 
temperament. Paths of development once entered on will tend to continue in a benign or 
vicious spiral, as if development had its own momentum. 

The importance of learning and habit-formation in both normal and abnormal develop- 
ments of personality, and the significance of learning theory for psychiatry' have only 
recently received adequate recognition. Evidence has been adduced, for example, that pro- 
longed separation of a child from its mother is liable to produce serious and lasting distortion 
of personality development, many such children subsequently becoming alTcctionIcss and 
delinquent individuals (Bowlby, 1953). A more recent reappraisal of the evidence {Depriva^ 
tion of Maternal Care, W.H.O., 1962) has thrown doubt on some of the claims originally 
made. The effects appear neither as specific, invariable, lasting nor as irreversible as had 
been originally claimed, although it is generally agreed that adverse effects are produced 
in some children. There is also fairly strong evidence that insufficient maternal warmth and 
stimulation are liable to give rise in certain infants to a picture resembling mental retardation 
(Clarke and Clarke, 1958) unassociated with brain damage or any other causal agent. The 
phenomenon can be reversed by the provision of a satisfactory mother substitute and may 
therefore have considerable practical importance in view of the marked social gradient in 
the incidence of the commonest forms of mental subnormality. 

At any particular instant of time the individual himself, and not only the environment 
in which he is placed, is in a state of flux. The environment provides stimuli, biochemical 
sensory, ideational, etc., which necessitate some reaction; and the mode of reaction will be 
determined by the totality of predispositions which have been developed through past 
interactions between the constitution and the environment. The genetical equipment will 
have contributed to this, but also learned patterns of response which have now become 
habitual, physical changes which have resulted from earlier accidents or diseases, and other 
effects of past environments. As a result of the momentary interaction, some* form of 
behaviour wall be shown, which itself has consequences for the environment and tlie 
individual. It is possible to look on the interaction as fully determined within a ranne of 
probabilities; and this mode of approach is the only one which is hcuristicallv iustifir,! 
for scientific purposes. ^ 


As the individual develops, so his constitution constantly clianccs Although the 
genetic equipment is always the same, at different times of his life a different constelht „ 
of genes is playing the critical role. The constitution is very different at the .ace of s'eve 

from what It IS at seventeen, at forty-seven or seventy-seven. At these ages also the Ivne 
of environmental factor which is important for further development will change At any 
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p.irfieufar tiinc;, the. reactions of an individual arc the compound result of a complexity of 
fiU'crs. } i(»\v shall tve go ahoiil the analysis of this complexity? 

'i'he problem is slightly diH'crcnt if we arc attempting to draw some general conclusion, 
or if we are trying to sort out the causes whicli have conspired to bring on some illness in 
a singdf itulividual. In the former ease %vc shall have to work with grouped data. There are 
very few ciniclusions which can be reliably based on a single observation. If we wish, 
for inr.tance, to discover whether alcoholism can precipitate schizophrenia, we might begin 
by collecting a number of patients suficring from the so-called chronic alcoholic halluci- 
nosis, ami studying the resemblances and differences between them and a group of schizo- 
phrenics comparable in family background, past personality, clinical picture and prognosis. 
In any such study jnircly individual features shown by particular cases are necessarily 
sid)mergctl. Hut we shall learn nothing about the actiological connexion between alcohol 
ami schizophrenia by the study of a single case showing both conditions. 

)Vhcn, on the other hand, we arc faced bj*- a single patient and required to come to con- 
clusions about the causes of his illness, we shall have to proceed on the basis of the knowledge 
we have already accumulated by investigations of series. We shall try to see how far his 
ease falls in line \vith others, showing some similarity in one or other aspect of personality 
or clinical state. Classifications of many kinds will be indispensable tools; and before we 
can put our fingers on what is individual to his case, we shall have to delimit the aspects 
which can be assigned as the effect of more general causes. 

The total obsciwational material can be broken down in this way into parts which can 
be assigned wholly to some specific factor, and others which have to be attributed to a 
combination of factors. This is to employ the multidimensional diagnosis, whose value was so 
strongly emphasized by Kretschmer and Birnbaum. The operative causes are arrayed in a 
hierarchy, some of them being more fundamental than others. The individual features of 
the case were recognized for what they were by first sorting out the features accounted for 
by more general attributes. 

One might ask why a greater importance should be assigned in interpretation to qualities 
in wliich a man resembles other men than to those in which he is peculiar to himself. Does 
not this minimize the value and importance of personality? The answer lies in our 
conception of individuality. The individuality of a man lies in the respects and the degrees 
in which he differs from other people, so that even to discover what they are, we must first 
exclude those respects in which he is like others. Furthermore, the mdividual in himself is 
wiloiowable, and we can only begin to understand him by using the method of comparison. 
Finally, the investigation of the causes of illness can only proceed by abstraction, by getting 
away from singularities to generalities, and in this it resembles all other sciences. We must 
find room in our general scheme for all kinds of causes. 

Experienced clinicians of all ages have practised the same principles in other branches 
of medicine and surgeiy where, however, for reasons explained earlier, the disentanglement 
of the essential from the accidental is easier. When all the symptoms are psychological, 
much careful scrutiny and patient observation, based on a wide chmeal e.xperience, is 
needed From the cross-section before the physician at the moment of his exammation, he 
has to decide what is ‘pathogenetic’ and how far ‘pathoplastic’ elements contribute to the 


picture. 


If for instance it was correct, as Bostroem suggested some time ago, that the morbid 
cheerfulness and hilarity of the early general paretic is only found m patients of cyclo- 
thymic constitution, some with pyknic physique, while other constitutional types react 
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with another clinical picture to the same infection — this would prove that the clinical 
picture and the causation of illness belong to different dmensio7is: the euphoria being a 
pathoplastic contribution of the patient’s constitution while the disturbance as a whole 
was due to the action of the micro-organism on the brain. 

On the same principle more intricate pictures in which genetical or early acquired con- 
stitutional factors combine with factors of the outer or inner environment, can be analysed 
and the contribution of each to the appearance of the disease estimated, before arriving at a 
final diagnosis suited to direct our action. 

Syynptoms of different dhnensiom may follow one another in time in the same patient 
and wrongly be considered equivalent : a beginning schizophrenic illness, for instance, may 
be disguised as one of the neurotic reactions : what first appears are features at the disposal 
of every average individual in a situation of stress. Whatever neurotic symptoms prevail in 
the picture, may be decided by the patient’s special life situation; anxiety symptoms in an 
immature adolescent, uncertain of himself ; hysterical symptoms in an unhappily married 
young woman, or in a prisoner who show's pseudo-dementia and a paranoid reaction, and 
so on. Behind these symptoms — in fact less definite and more vague neurotic pictures are 
the more common precursors of schizophrenia — the illness proper with its characteristic 
and specific symptoms •will one day make its appearance. If similarly vague neurotic re- 
actions are due to a slowly growing cerebral neoplasm, the appearance of papiiloedema or 
other neurological signs will clear the situation. As soon as, in the case of schizophrenia, 
thought disorder, emotional blunting, auditory hallucinations, etc., are suspected, become 
probable or recognizable, the secondary nature of what may have appeared a pure neurotic 
reaction, is established. 

For multidimensional diagnosis in psychiatry it is not only essential to have the know- 
ledge of symptoms and signs and an idea of their common occurrence and combinations in 
clinical pictures, but also to be able to range their specificity, their significance and their 
relation to situations in the various phases of human life. 


Depression, probably the most common presenting symptom of psychiatric patients 
today, may serve as an example of the varying diagnostic validity of such a symptom 
according to the dimension in which it appears. It may be the only and overriding feature of 
a depressvve neurotic reaction, motivated by the patient's life situation and well understood 
if one knows his history. In another case, it may be less easily comprehended from the 
circumstances, but here the depressive picture occurs in a constitutionally predisposed 
individu^ of the cyclothymic type. Depression, especially of the recurrent type, is, of 
course, the most common symptom of affective disorder. As such it is not only deeper 
and of longer duration than in the first-mentioned cose, but ranges in a different dimension. 
In another dimension again deprBsion is the sequela of an attack of influenza or of infective 
hepatitis; it may also be the leading symptom of a cerebral arteriosclerosis in a middle- 
aged patient. Mental recovery paralleling physieal convalescence in the first case and an 
organic deteriotation appearing after some time in the arteriosclerotic discloses the diag- 
nostic value of the depressive symptom m these patients. In view of the varying significant 
of the symptom-the foregoing examplp do not exhaust all possibiIities-3t seems equally 
one-sided to classify every psychosis vnth some depressive admixture among the aScfiv^ 
group as to disregard depressive elements m a climeal picture because depression can have 

SO many different meanings m the totality of the syndrome. . ^ on can nave 

In conclusion it should be remembered that the muk\djmf.r,« 5 rvTa«i i 

expected to allocate every unusual feature to some primary or seconda^’’c?use'oTm tive 
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every tliapiiostic prolilcni. Its dimensions arc not necessarily limited to what is known of 
mental mechanisms and their physical concomitants today — other points of view will arise in 
the psychiatry of the future and there is room for imo ohservations. For example, the dividing 
line holween palhoplastic and pathogenic and between functional and organic has recently 
lu'cii found to he nothing like as sharp and immutable as one might have supposed. Thus it 
has been found that disorders closely simulating schizophrenia may arise in association 
with long-standing epilepsy or as the result of addiction to the amphetamine group of 
drugs. Organic features may be minimal or absent in the psychiatric picture and the schizo- 
phrcnia-lihe illness docs not appear to be a pathoplastic effect arising from innate disposi- 
tion. These attd other examples of an overlap between the functional and organic territories 
have important implications for classification, diagnosis and clinical research in psychiatry. 
In the light of this, it should be clear that, although some theoretical framework is necessary 
to give cohesion and direction to psychiatric practice and scientific enquiry, it should always 
be regarded as tentative and applied with flexibility so that fresh knowledge and insight 
can be rapidly accommodated. But for the reader of this text, if the intentions of the authors 
have been realized, it should be impossible to accept as general, a partial and narrow theory. 



CHAPTER II 


EXAMINATION OF THE PSYCHIATRIC PATIENT 

* Adolf Meyer and his students» who have formed the psychobiological school which has . 
had such a large influence on Anglo-American psychiatry, drew attention to the great 
importance of the psychiatric interview with its various aspects of history-taking and 
examination. They pointed out also the therapeutic significance of this preliminary study. 
From their viewpoint, nearly everything of clinical importance would be derived frorn the . 
study of the patient as an individual, and precise and detailed knowledge was therefore 
required of the ^vay in which the patient’s personality differed from that of other men, how 
it had gro\vn, and how it had been influenced by all the events of his life. A whole philo- 
sophy and a theory of the causation of mental illness were implied in the method of examina- 
tion (Muncie, 1948). 

Psychiatrists of other schools have learned much from psychobiological teaching. 
But, in the opinion of the authors, it has led to a lack of sense of proportion, to a forgetful- 
ness of pathological factors, and an immersion in detail which have not in the long nm 
been profitable. They favour, therefore, a somewhat more robust method. If treatment is 
to be begun when it has the best chances of success, a provisional diagnosis at least should 
be reached within the first week after the patient’s admission. In difficult cases, that 
diagnosis may be incomplete. It may, for instance, be decided that there are indications 
of pituitary disorder, in the elucidation of which a long series of physical tests may be 
necessary; or the diagnosis may simply consist of a provisional exclusion of organic illness 
or endogenous psychosis, an acceptance of the symptoms as most probably a neurotic 
reaction, which therefore calls for more detailed study of the personality. In order that . 
one may get so far in the time allowed, the method of examination should be such as to 
focus attention on crucial points, while subtleties may be left to emerge more gradually 
as the time for a personal acquaintance with the patient extends. 

If a man has a physical illness, he comes to his doctor with a complaint. The complaint . 
points to the direction in which its cause is to be sought, and narrows the field of enquiry. 
The careful physician makes a full e.Tammation of all systems, but with a mind that is 
sensitized to a limited range of possibilities; his taking of the history will also be governed 
by the same principle. Let us suppose that his enquiries come to nothing. Less likely 
possibilities then arise for consideration, and further questions about the past history and 
further tests and examinations will then be made. We will suppose that all fail, and the 
patient still persists with his complaint. It is now attributed to ‘imagination’, ‘nerves’, 
‘lack of Mil power’, or is labelled as 'functional* or ‘psychological’. If the physician has 
the courage of his conviction he will now refer the patient to a psychiatrist. 

The psychiatrist proceeds in exactly the same \vay, but in a field which has been left 
almost untouched by the physician. He will pay attention to matters which the latter has 
dismissed as personal or accidental. His mind will be alert to the possibility of diseases 
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which do tu)t idunv themselves in abnormalities of structure or of the simpler functions 
f.r the body, but in complexities of behaviour or such even less tangible matters as devia- 
tions of mood. 'J’hcsc must be judged against the personal environment, and he will 
ncees:4trity be interested iu the circumstances of his patient’s life, his hopes, fears, conflicts 
:uui disappointments. Nevertheless he will be driven to make use of just such an orderly 
system of imrsltyalion as is employed by the physician. The general and comprehensive 
survey will not be neglected, but detailed investigation will be confined to the fields in 
which it is most hopeful, in which the major possibilities arise. 

'fhe physician examines his patient system by system; similarly the psychiatrist must 
maltc his examination methodically and attempt to describe his findings under headings, 
such as tho.se of afi'cct and intellect. 

J’hy.sical complaints often disguise mental abnormality. On the other hand, psychiatric 
patients often have no complaint to make, and lacking insight into their condition, come 
to the psychiatrist only on the advice of relatives or friends. Whereas a man may be able 
to regard and to describe a disturbance of stomach or bladder function with a measure 
of detachment, and be the best available informant about his trouble, a different state of 
afiairs is the rule in psychiatry. If there is mental disorder, the whole of the functions of 
the mind arc distorted in some way, and the information that the patient provides suffers 
the same distortion. Where there is no gross mental disorder, and interest centres on the 
patient’s personality, he is likely, as an observer, to be if anytliing in even worse case. No 
man is able to appraise his own personality in any adequate way, being held within its 
own bounds — just as our astronomers are unable to see the shape of the galaxy in which 
the solar system revolves. 

(For all these reasons the information which can be provided by the independent 
observer is of more crucial significance in psychiatry than in any other branch of medicine. 
Even from a relative or friend, however, wholly impartial information should not ber 
expected. They too are to some extent within the patient’s circle, motivated by sympathies , 
and antipathies, and with their own axes to grind. The psychiatrist, while attempting to 
get all available information, should avoid making any formulation of the case which he 
has yet to see, not even to himself and least of all to the relative. He vail not be surprised 
if any preliminary construction he makes fails to correspond with what he finds in the 
patient himself.J 

In history-taking, and the examination of the patient himself two rnethods may be 
followed. They are not alternatives, and it is best if they are combirred, for each has its . 
own deficiencies. The/ree interview may deteriorate into a conversation-on the social level, 
and may provide hints and indications rather than solid facts; all too easily important 
themes may be forgotten and left untouched. The method of questionnaire has other defects. • 

It is uncomfortable for the patient, who may feel like a pupil in the presence of his school- 
master; and the information that is obtained may consist in a mass of detail, without 
highlight or relief, which it is very difficult to organize into a coherent picture. The best . 
plan is therefore to|have the framework of a questionnaire in mind, but to allow the patient 
to tell his own story. As the story unfolds, it is fitted into the framework, so that any gaps 
that are still left are apparent. Further questioning will then fill up the gaps and will 
clarify points of salient importancej 

As information comes in, a general outline of the case will be forming in the mind of 
the psychiatrist. This will itself lead to modifications of the plan of examination. The 
psychiatrist, however, must avoid any disclosure of this plan, and above all avoid giving . 

't 
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the patient any feeling that he is being treated as a *case’ only. It is as easy to err on one 
side as on the other. If a background of experience in the wards of a mental hospital leads 
too easily to a dehumanized attitude, a predominant interest in individual psychotherapy 
may concentrate attention all too much on peculiarities of the patient’s situation and on 
his understandable difficulties and preoccupations, while fundamental ways in which he 
differs from normal men are obscured.tThe psychiatrist must be both Ttentr al _and_s mh - 
Jjathetic. He must give the patient rein and allow him to advance his o^^’n interpretations 
without correction. As far as possible he must keep an open mind and guard himself . 
against preconceived ideas^^In no case, at this early stage, should he be tempted into 
pushing his o^vn point of view. It is easy to play the prophet and saviour ; and it is a standing 
danger of psychiatric practice that the psychiatrist may become inflated with ideas of his 
ovvm superiority, and regard himself as gifted with supernormal and all-embracing powers 
of insight. In trying to avoid this danger, a psychiatrist may fall into another— that of . 
subordinating himself to the patient and allowing himself to be influenced, against his 
clinical judgement, by the patient’s desires and whims. 

Psychiatric examination proceeds by, as it were, taking a longitudinal and a cross- , 
section of the patient’s life. It is simplest to begin with the longitudinal section, by taking . 
the patient’s biography. Without it, the cross-section, the comprehensive view of the 
patient’s state at the time of examination, will appear unclear, confused and difficult to 
understand. Time relations are lost, and what is fleeting and insignificant may be taken 
to be permanent and important. If the history is taken first, the findings on examination 
are brought into a natural relation to one another; and further enquiry will be needed to 
trace back into the past the roots of only those findings whose appearance in the present 


state is unexpected and difficult to interpret. 

( If they are accessible at all, psychiatric patients are, even more than others, interested 
in their own lives and like to talk about themselves. While the patientldescribes his life, he » 
gives us an opportunity to see how he speaks, thinks, judges, fpets] how he has reacted to 
events in the past, how he deals with the objective world and with people around him, and 
what are his ideas on moral, religious, political and sexual questions) Observations will be 
made which properly belong to the account of the present slate, and'^reugh to be embodied 
in it, must be recorded at the time they are made. It is useful to note down the actual words • 
the patient uses to describe his most important symptoms, and indeed to record any v'cry 
individual and characteristic phraseology on a subject of interest. 

It is well-tried psychiatric practice to record findings in zeriting, nor has the advent of 
new technologies replaced the need. A sound-recording of what the patient says does indeed • 
provide in permanent form and for ready reference very much more than the psychiatrist 
can capture in his notes. It is, however, entirely unselective. For the young specialist it is 
of the utmost importance to keep his ideas clear by formulating in writing what he has 
found. Only so can he learn from case to case, and get his clinical knowledge in proper 
perspective. If sound-recordings are available, they should be played over so that a written 
presentation, from which all inessentials are omitted, can be prepared When the records 
are complete, they should be rounded off by z. fQrmulation(yh.h is in essence a detailed 
statement of the diagnosis in multidimensional terms. It will contain a classification of the 
disorder and a specification of the factors, physical, constitutional and psychogenic which 
have contributed to its appearance^It will also contain a short plan for further investigation 
and for treatment. This formulation is a much more difficult matter than the descriotion ' 
of past and present m extended form, and will test all the psychiatrist’s powers of 
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md wcaltli of experience. Even for the student, however, it is a necessary 
rxea-inc. Wtfl-hcpt ease rnouh are tlie basis of all progress in clinical medicine, and are 
itidi! penMithlfc for research. 

/ Only in tiic course of time can the psychiatrist deVelop the art of eliciting by tactful 
c|i!c,4tionlng all he has to know. Long training is needed to learn how to overcome the 
patient’s resistance, to be aware of where his talc is biased, where information has been 
withheld and where it has been coloured by an emotional attitudeyThe beginner is inclined 
to take every statement the patient makes at its face value.'In this he has been encouraged by 
psyclujanalytic tcacliing that fabrications and even deliberate falsifications have their value 
nr. symptoms. Me must, however, beware of an wicniical credulity. It is the objective world 
in which we live and to which the subjective world must pay deference. It is even more 
important to know what the facts arc than to know what the patient makes of them. 

One final warning seems appositc.(fNot only beginners but experienced psychiatrists are 
liable to make an excessive use of technical ienns, and especially ones with an implied inter- 
pretation. It is useless to record that the patient has feelings of passivity, unless his actual 
cxi)crici\cc is. also recorded in simple everyday language, and preferably the words he has 
used himself; Such slovenly habits lead to the production of records on which no later 
observer can place any reliance. Throughout the record, language should be as precise and ^ 
simple as possiblc.CPsychiatric histories are often held up to ridicule for their length and 
literary fiourish. Length is often unavoidable; great experience is required to write a short 
history which is also complete/ While any good novelist can give points and a beating to 
most psychiatrists in the description of human personality, the psychiatrist should avoid 
taking even great writers as a model. To adopt another metaphor, it is his job to produce a 
scientific photograph and not a portrait in oils. His own personality should not be allowed . 
to intrude. 

Recently, there has been a growing tendency, particularly in the course of clinical 
research, to supplement the clinical examination with standard rating scales so as to provide - 
more detailed and quantifiable information on some aspects of the clinical picture. Measures 
for anxiety (Taylor, 1953), depression (Hamilton, i960; Zung, 1965; Lubin, 1965; Beck, 
1961), ward behaviour (Lucero and Meyer, 1951) and, in the case of organic disorders, for 
memory (Cronholm and Ottosson, 1963a) and brain damage (Walton and Black, 1957) have 
been among the scales widely used as adjuncts to psychiatric examination, and comprehen- 
sive psychiatric rating scales such as those of Wittenborn (1955) and the multidimensional 
scale for psychiatric patients (Lorr, 1953) have been, applied in the course of experimental 
and other enquiries(Such scales can, in special circumstances, provide a valuable adjunct to 
the clinical examination but are no substitute for iy(Roth, 1967). 


Aswe have said, the taking of the history and the description of the mental state should 
follow 2i general scheme. The one added to this chapter is used at the Institute of Psychiatry, 
Maudsley Hospital, London, and has been designed on the basis of a scheme first published 
by Kirby (1921). The beginner will find it useful in many ways. It will stop him forgetting 
one or another of the many aspects and fields of examination. It will also provide him with a 
vocabular}’- of special terms, and of words taken from common speech especially useful in 
the description of psychiatric conditions. Most modem languages are rich in words des- 
criptive of inner experiences, emotional states and their expressions, as also of features of 
nersonality and temperament. These words do not as a rule come easily to a medical man, 
Ind it is therefore useful to obtain a familiarity with them. 
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The most important caution in the use of the scheme is not to be too rigidly bound by it. 
A slavish adherence may stand in the way of putting the patient at case, and, when time is 
limited, may cause it to be spent unprofitably. The scheme properly demands that negative 
as well as positive findings should be recorded. Some negative fittings may be of the gr^t«t 
importance; but the imimaginative recording of all of them will lead to an account of the 
patient which is devoid of all life or descriptive value. Only experienM can t^ch what waj-s, 
in which the patient does not depart from normality, are worth special mention. lijsJimer 
f nr the be too circumstantial than too selective . 

“ In working with the scheme it is important tolkeep the separate sources of information 
distinct. What is said about the patient by himself, and by his wife, and by his other relatives 
or friends, should not be confused. The place in which they may be welded into a single 
structure is in the final formulation) FurAermore the severi main subdivisions are often 
best begun on separate pages. During the taking of the history, notes can be made about 
the patient’s behaviour during interview, and characteristic passages recorded in the 
Mental State under 'sample of talk’. The following paragraphs may be regarded as more 
detailed comments on the use of the scheme. 


History 

Although it would be more orderly, (it is not advisable to begin with the family history; 
results may be later ^v^^tten up in this order. The relative, and still more the patient himself,, 
is usually full of the events of his recent life, and wants to discuss his latest problems/ 
He will give more reliable information about the remoter past when relieved of this pressure. 
When he is describing psychotic experiences, it is important to pick up all threads leading 
backwards into the historical development and to follow them later on. 

The family history should not be confined to manifest cases of psychosis, epilepsy, 
addiction, etc. ; short personality studies of parents and siblings should be obtained, if the in- 
formant is sufficiently educated and intelligent. These sketches should be life-like and free 
from clichw. There is often great reluctance to disclose a family history of mental disorder 
or psychopathy, and this is a section where both patient and relatives are most unreliable. 
Where the)' do not actually suppress information, they will often make use of euphemisms 
designed to mislead themselves and others. On the other hand, this information is import- 
ant, because where the case is difficult diagnostically, a knowledge of the nature of psychotic 
illnesses in other members of the family is very helpful. Because of the value of twin studies 
for genetics, it is always worth noting if the patient is a twin. 

The significance of the first five years of life is not likely to be underestimated. Relatives 
proride the principal source of information; on the other hand, the patiwiFsow^ccount 
of his emotional relations with other members of the family is more pertinent than^harof 
others. This is also true of his school life. It may, however, be possible to get an objective 
report about his educational success or failure; and in the case of adolescents the views of a 
sclmolmaster who knows the boy well are very valuable. An indication of low intelligence 
from the school record is of great importance for diagnosis and prognosis in any psychiatric 
illness. j v j 

The period which centres around puterty is speciaiiy important for the many mental 
abnormalities which show themselves for the first time at this age. The psychiatrist must 
however, make a large allowance for individual variation in the age of onset of sexual matura- 
tion, Its speed and duration, and the mental reaction to which it gives rise. It may establish 
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ifM'ir a:', a natural growth without any great psychological upset or other complications. On 
thr other hand primary restlessness before puberty, masturbation and emotional pre- 
occupations centring on it, transient homosexuality, hero-worship, crushes, and the whole 
turmoil causet! by sexual excitation may be seen in young people who later develop along 
entirely normal lines. It is important, but to a degree which can be over-estimated, to have 
an aceoimt of how the patient experienced this critical phase in his life; for instance, with 
the elderly melancholic it is absurd to delve for material in this field. The introspective 
iulofer.ccnt, for wJiom the importance of these enquiries is obvious, is usually only waiting 
An- a chance to unburden himsclf(ln adolescence the first signs of asocial or antisocial inclina- 
tidfu! often become evident, so also do other neurotic features and indications of personality 
tlisordcr such as anxiety reactions, phobias, abnormal dependence on parents or other rela- 
tives, h'inally liabits arc formed, such as indulgence in alcohol, sexual perversions, etc./ 

'J'he xcork record is also of importance. One wants to Imow how and why the patient 
chose his occupation, whether^ he felt a vocation from the start, and followed a straight line, 
nr whether he came to, it by trial and error. Military service as a conscript is often a test of 
mental stability. In the case of older subjects, the record of degree of occupational success, 
in the level attained, the frequency of change, the frequency and duration of spells of un- 
employment, furnishes the most objective and reliable evidence of the man’s capacity for 
social adaptation, of his temperamental stability and of his abilities. 

( In the marital history, the doctor should interest himself not only in the purely sexual 
side, but also in the patient’s solution of the familial and inter-personal problems of married 
life. A childless marriage presents a special problem. The attitude of the patient to his chil- 
dren tlirows light on his emotional life in its more general aspects. It is worth noting how 
women liavc reacted to pregnancy and childbirth; and it may be remembered that the 
advent of the first child is often a time of considerable emotional strain, even for the father .J 
( In taking the medical history, attention should be paid not only to the more severe 
^physical illnesses, but also to periods of ill-health, malaise and semi-invalidism, and of 
more minor ailments such as chronic chest complaints, digestive upsets, headaches, 
periods of exhaustion and inertia. Psychiatric illness is often disguised by indefinite physical 
complaints . ) 

The delineation of the pre-morbid perso7iality is probably the most difficult task that 
the case record demands, but is one of great importance. The aim in view is to provide 
a comprehensible portrait, but this does not mean that contradictory features and incon- 
sistencies of character should be slurred over. From this section, much that is of great 
practical importance will eventually be derived, and it should provide the basic information 
from which one can decide which of the patient’s symptoms represent an exaggeration 
of pre-existing traits, and which are specific features of the illness. To some extent, there- 
fore, the psychiatrist will be led by clues from the history of the illness itself; if he is told 
that the patient has become irritable and aggressive, he will want to know, and will specially 
enquire, whether he was at all an irritable or aggressive man before ever the illness began. 
But all the outstanding qualities of the personality are of interest, and not merely those 
on which a pathological process or neurotic development has thrown the spotlight. Lists 
of adjectives are sterile and uninformative reading and should be avoided. Illustration by 
a recounting of incidents in which the patient has behaved in a way typical for him is, on 
the other hand, very helpful. 

! When the patient is asked about his present illness, he will not infrequently say that 
he does not consider himself ill at all. Even when he has consented to see a specialist, he 
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may try_to minimize his abnormalities, and explain everything as the natural outcome of 
circumstances. Some psychiatric patients ask thc-doctor to treat their wife or husband, 
as the case may be, insisting that it is the latter who is abnormal. This situation is most 
likely to arise when one of the parties has delusional ideas ; but may occur in other cases 
when there is a good deal of marit al disharrnony^In a surprisingly large minority of these 
cases both parties w’ill be found to be abnormal; and it is sometimes found that the second 
of a married pair, who has remained in the background, is the more seriously abnormal, 
when the first has already been treated for a relatively minor condition for weeks or months. 

Every attempt should be made to get the history in precise and meaningful terms. 
Although vague expressions, such as nervousness, shock, worry, etc., are very useful in 
phrasing non-committal leading questions, they should lead to answers of a more precise 
type. Such indefinite descriptions should be eschewed in the written record. Leading 
questions cannot usually be avoided. They have played their part if they lead to an answer 
which is clearly spontaneous and made with inner conviction. When however the in- 
formant merely accepts in a passive way the suggestions offered by the doctor, the response 
should be regarded with suspicion. It will then be found useful, in order to clarify the 
real state of affairs, to lead first in one and then in a diametrically opposed direction* 
Direct questions are likely to be needed to elicit an account of delusions, hallucinations, 
aggressive tendencies and any suicidal inclination; on all these points the account given 
by friends and relatives is of special value. The doctor should never forget to enquire about 
suicidal tendencies^ at least when there is any suggestion of depression or of behaviour of 
an unpredictable type. 

We have already emphasized the great value of information from friends and relatives. 
One should never be satisfied, no matter what the nature of the case, wdth the patient’s 
story alone. An objective history should be obtained as early as possible. If the relatives 
do not accompany the patient to hospital, and cannot be brought to attend at an early 
date, a psychiatric social worker should visit the home and obtain the necessary informa- 
tion. Valuable as this aid is, the doctor should try to make his own contact with the relatives. 
Other objective sources of information may be tapped— the school-teacher, the employer, 
the family doctor, and other hospitals where the patient has been treated. One should never 
rely on second-hand accounts of a previous illness when a direct report can be obtained. 
Other documentary evidence may also be obtained, such as the patient’s letters, diaries, 
drawings, etc. 

In many acute psychoses the patient does not co-operate. Uiiconscious patients are usually 
admitted to a general hospital, although they are not infrequently psychiatric cases. Among 
the many physical causes of unconsciousness, one should not forget that some are the 
results of suicidal attempts, such as trauma sustained in a street ‘accident’ and carbon- 
monoxide poisoning. In most cases the circumstances under which an unconscious patient 
has been found and the physical signs wll disclose the nature of the condition. In some, 
however, more than one cause is involved, or there are other sources of difficulty. Cerebral 
injury in an accident which has been caused by alcoholic intoxication, a suicidal attempt 
with barbiturates made by a severely undernourished depressive patient, coma caused by 
an overdose of an anticonvmlsant drug taken by an epileptic in a depressive mood swing, 
are some examples of the difficult diagnostic problems encountered in cases of uncon- 
sciousness. 

More frequently than unconsciousness, a degree of clouding of consciousness^ of stupor 
or excitement, may interfere with history-taking and a full examination; or the patient 
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inny mcrdy Ut too restless or distracted. In all such states a full description should be 
fcTOided at tlie time, as the stale may be a transient one. The findings made on a full and 
immrtiiate/-/m;Vo/ rxomimtum must also be noted. While the examination of unconscious 
pr.yehiatric jiaticnts is largely identical with that of similar cases in general medicine, 
palienti offer special diflicultics. A scheme of examination of these cases, designed 
by Kiri>y, is included in this chapter (p. 46). 


Mental State 

'I’lic description of general behaviour should include all the outward signs which are 
noted in passing— the expression of the face and especially of the eyes, posture, general 
elm meter of movements and gestures, dress, tidiness or otherwise of clothes, hair, nails. 
Includcil under the same head should be a judgement of the patient’s sensorium, 
tJiul is Itis state of consciousness, awareness of the surroundings and of his own relation 
to them. 

Onnitatiou is dealt with in a more detailed way under a separate heading. Almost 
every patient, if he can give an answer at all, is oriented about his ovm person . Only in 
the severest cases of organic dcmcntia_and the lowest degrees of idiocy can personal 
orientation, tliat is awareness of the identity, name and personal status, be lost. If a patient 
assumes a delusional identity, e.g. that she is the Mother of Christ, this does not mean a 
disturbance of personal orientation. Orientation in place is best observed from the patient’s 
behaviour and by means of asking him about his whereabouts. Understandable ignorance, 
e.g. of the name of the hospital to which he has just been admitted, is not evidence of 
disorientation; but it is clear that there is some spatial disorientation if, as in some cases 
of occupational delirjum, the patient can give the name of the hospital but behaves as if 
he were in a public liar or in a tailor’s shop. In some focal cerebral lesions there may be a 
disturbance of the power to appreciate spatial relationships which does not amount to a 
gross disorientation. This may be tested by asking the patient to draw a plan of the position 
of his bed in the ward, or the layout of the rooms in his own home. Such patients show 
their disturbance by losing their way in the ward, as for instance when going to the lavatory. 
Orientation in time may be disturbed when spatial orientation is still preserved. Minor_ 
degrees are important. The patient may be able to state the year and month, and yet be 
unable to give the day of the week, or the time of day, or to say how long he has been in 
hospital. 

In observing the patient's talk, outward signs are of interest. Does he speak Mth a 
stammer or lisp? Is the inflexion, or dialect, in accordance with his education, and appro- 
priate to the situation? Does he search for words, or use odd expressions? Does he repeat 
himself? Do speech and gestures match? Does a pressure of talk go with poverty of words, 
or other sign of dysphasia? A special scheme for the examination of organic states, -including 
their focal signs, will be found in the present chapter (p. 48). 

In describing the mood, it should be related to the topics discussed. The influence of 
mood on thinking and behaviour may be tested by discussing matters of emotional signifi- 
cance to the patient. This, however, must be done with tact; only harm is done by stirring 
up an excessive emotional reaction which may alienate the patient from his doctor for good. 
Shallowness, superficiality or absence of mood are, of course, as important an indicator of 
abnormality as a mood which is excessive or unduly sustained. 

Tests of memory, general information, judgement and insight are most difficult to evaluate, 
especially if the patient is in an acutely psychotic state. Results may mislead, because the 



41 


EXAMINATION OF THE PSYCHIATRIC PATIENT 

patient is preoccupied with morbid ideas and does not really co-operate. In all these cases it 
is much more important to observe how the patient deals with the problems set him, than 
to register final success or failure. If he is unlikely to co-operate, it is not worth while per- 
sisting wth these tests, which may then be postponed to a later date. One should, however, 
record the re^sal to-co-operate, and itsj>robable reasons. 

In alTcases where there are doubts about the intellectual endowment, and the patient is 
not too emotionally disturbed or otherwise incapacitated from applying himself, a system- 
atic intelligence test should be given. If a psychologist is available, the choice of test and its 
application should be left to him, and the result judged in consultation. In children, the 
Terman and Merrill revision of the Stanford-Binet test is widely used. For adults the 
Bellevue-Wechsler test is useful, and is well standardized for patients in the U.S.A. Among 
non-verbal tests, Raven’s Matrices test is standardized for the British population of all 
ages, and can be applied to children and adults of any nationality, whatever their native 
tongue. It can be conveniently combined with Raven’s Mill Hill Vocabulary Test; from 
the two together, an assessment can be made of native intelligence and of knowledge ac- 
quired by education and of intellectual deterioration. 

If possible, a full physical examinatio n sho uld precede rather than follow the mental 
examination. Observation of the patient’s conduct at this time is often most revealing; clues 
will be obtained about his attitude towards his own body, his special sensitivities or hypo- 
chondriacal preoccupations. Entirely new aspects of the case may come to light, not only 
through the physical findings but also through what one se^of lus psychological reaction 
to the situation. 

In summing up the history and mental and physical state, the psychiatrist should try 
to reach, even after the first examination, a preliminary diagnosis. The reasons for it should 
be given, an estimate made of its reliability, and the differential diagnosis should be dis- 
cussed. This should be followed by a view of the prognosis and an outline of proposals for 
further investigation and treatment. 


SCHEME FOR CASE-TAKING 
History 

Name Age 

(If taken from relatives or friends, state thc &n/ormQ wt.* his name, relation to the patient, 
intimacy and length of acquaintance, impression of informant, reliability, etcJ Do not 
collate into one the accounts from several informants until the summary is reached Infor- 
mation obtained from the patient must be explicitly marked as such. If information is 
obtained from several sources put the additional information on supplementary sheets ) 


COMPLAINTS (or REASON FOR ADMISSION) and their duration. 


FAMILY HISTORY 

Father. Occupation. Health, age. or age at time of death, and cause of death Personslltv 
Mother. Health, age. or age at time of death, and cause of death Personalitv Ar tlf' 
parents related by blood! Personality. Arc the 
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SihUnvj. I-miim-ratecl by year of birth with Christian names, ages, marital conditiin, 
prriion.nHty, occupatiem, health or illness. Stillbirths to be included. ’7 / 

Sitcml Jnmthn general efficiency of family. Any familial diseases, alcoholism, 
abnormal personalities, mental disorder, epilepsy (state whether unlmov.n or none). 

Ilmtv adnosplinr and influence. Any salient happenings among parents and collaterals 
(luring patient's early years. Emotional relationship to parents, siblings, nurse, etc. Note 
pailieulars which might be required for further enquiries, e.g. names of hospitals where 
rt'lativcs liavc been treated. 

PF.HSONAL JlIS'l’ORY: Date of birth and place. Mother’s condition during pregnancy, 
b’uli-term birth? Normal delivery? Breast or bottle fed? 

Early drvclo/nnent. Delicate or healthy baby. Precocious or retarded. Time of teething, 
talking, walking, cleanliness as to c.xcreta. 

Neuraiie sytnptojns in childhood. Night-terrors, walking in sleep, tantrums, wetting the 
bed, thumb-sucking, nail-biting, faddiness_jibout food, stammering, mannerisms, fear- 
statc.s, model child. (Particularize these.) 

Health during childhood. Infections, chorea, infantile convulsions. Any effect of illness 
on development. Play. Spontaneous games in childhood. Make-believe. Organized games, 
especially during adolescence. 

School. Age of beginning and finishing. Standard reached. Evidence of ability or back- 
wardness. Special abilities or disabilities. Hobbies and interests. Relationship to school- 
mates, (Nicknames, bully or butt.) 

Occupations (in some detail). Age of starting work. Jobs held in chronological order, with 
wages, dates, reasons for change. Satisfaction in work. Present economic circumstances. 
Ambition. Satisfaction or reasons for dissatisfaction. 

Menstrual history. Age at first period. How regarded. Regularity, duration and amount. 
Pain, Psychic changes, especially in premenstruum. Date of last period. Climacteric symp- 
toms. 

Sexual inclinations and practice. Sexual information, how acquired, of what kind, how 
received. Masturbation ; sexual fantasies ; prudery; homosexuality ; heterosexual experiences, 
apart from marriage. 

Marital history. Duration of acquaintance before marriage and of engagement. Hus- 
band’s age, occupation, personality. Compatibility. Mode and frequency of sexual inter- 
course. Sexual satisfaction or frigidity. Contraceptive measures. 

Childreji. Chronological list of children and miscarriages, giving years of birth, names, 
personality, etc., of former. 

Medical history. Illnesses, Operations, and accidents. Chronologically and in detail. 

Previous mental illness (detailed account). Dates, duration, symptoms of attacks; in 
what hospital or out-patient department. 

' PERSONALITY BEFORE ILLNESS. In this description of the personality prior to the 
beginning of the mental illness, do not be satisfied with a series of adjectives and epithets, but 
give illustrative anecdotes and detailed statements. Aim at a picture of an individual, not a 
type. The following is merely a collection of hints, not a scheme. It will not be possible to 
cover all the items listed in the course of the first interview, but an attempt should be made, 
particularly in cases of neurosis or affective disorder, to elicit evidence about all aspects of 
,pre-morbid personality in the course of explorations extending over a period.' 
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1. Social relations: to family (attachment, dependence); to friends, groups, societies, 
clubs ; to work and workmates (leader or follower, organizer, aggressive, submissive, 
ambitious, adjustable, independent). 

2. Intellectual activities, hobbies and internes: books, plays, pictures preferred; 
memory, observation, judgement, critical faculty. 

3. Mood: bright and cheerful or despondent; worrying or placid; strung-up or calm 
and relaxed; optimistic or pessimistic; self-depreciative or satisfied; mood stable or 
unstable (with or without any occasion). 

4. Character. 

(a) Attitude to work and responsibility ^'ivel^omes or is worried by responsibility; 


Ui\ 

(b) Interpersonal relationships;* self-confident or shy and timid; insensitive or touchy 

and sensitive to criticism*;' Wsting or suspicious and jealous j 'emotionallyvcon- 
trolled or q\uck-tempered and irritable^'^ tactful or outspokenly^ rajoys or shuns 
self-displayV^tiiet and restrained or expressive and demonstrative in speech and 
gesture I interests and enthusiasms sustained or evanescentYtolerant or intolerant 
of others^ adaptable or unadaptable. . 

(c) Standards in moral, religious, social and health matters : level of aspiration high 
or low; 'perfectionistic and self-critical or complacent and self-approving in rela- 
tion to own behaviour and achievement /'‘Steadfast in face of difficulties or in- 
tolerant of frustrationV selfish and egotistical or unselfish and altruistid^Wven 

(d) ]■ '• • • . 

5. Fantasy life: frequency and content of daydreaming. 

6. Habits: eating (fads); alcohol consumption; self-medication with drugs or other 

medicines. Specify amounts taken recently and earlier. Tobacco cDrLSUiiip/;^/^ . 
sleeping; excretory functions. \ ' 


PRESENT ILLNESS 

Detailed coherent account, in chronological order, of the illness from the earliest t’ 
at which a change was noticed until admission to hospital. Give data which will pe 
the sequence of various symptoms to be dated approximately. . 


SUMMARY OF HISTORY 
Under the headings: 

1. Complaint. 

2. Family history. 

3. Personal history. 

4. Personality. 

5. Present illness. 
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(Uaera! hehaviour. Description as complete, accurate, and life-like as possible, of what 
(loctorn atui nurses observe in the patient’s behaviour, especially anything abnormal. 

('I’he following points may be considered, though not exclusively.) 

Does the patient look ill? Is he in touch w'lth his surroundings in general and in par- 
ticular? Relationship to other patients, to the nurses, to the doctor who examines and treats 
him. How docs he respond to various requirements and situations? What gestures, grimaces 
or other motor expressions? Tics, mannerisms. Much or little activity? Is it constant or 
abrupt or fitful? Spontaneous or hotv provoked? Free or constrained? Slow, stereotyped, 
hesitant, or fidgety? Tenseness, scratching or rubbing. Do movements and attitudes have 
!m evident {)urposc or meaning? Do real or hallucinatory perceptions seem to modify 
bchaviotir? Docs the patient, if inactive, resist passive movements, or maintain an attitude, 
or obey commands, or indicate awareness at all? Eating; sleep; cleanliness in general, and 
ns to excreta. Way of spending the day. 

If . t he patient docs not sp eak, the desc ription of h i s mental st ate may b p rimiVrl tn a 
careful report of h is bcha\:io.ii_r (see p. 46). 

T<77/c. Thc .form of th e patient’s utterances rather than their content is here considered. 
Docs he say much or little, talk spontaneously, or only in answerTsIow or fast, hesitantly 
or promptly, to the point or \vide of it, coherently, discursively, loosely, with interruptions, 
sudden silences, changes of topic, cqn ^en ts o n happenin gs and things at hand, appro- 
priately, using syiange_wrds or syntax /rEyme s, puns ? How does the form of his talk vary 
with its subject? 

' Sample of talk . Conversation should be recorded with physician’s remarks on left side 
of page, and patient’s on right. It should be r epresentat ivejo f the form of his talk, hi s 
response to questioning and his main preoccupatio ns. Its length will depend on its individual 
"sigmlTcancer In later sections of the mental state, it will be desirable to record the patient’s 
reported experiences (e.g. hallucinations, delusions, attitude to illness) in his ovvn words, 
but the sample required at this point need not aim at being comprehensive. ’ 

Mood, The patient’s appearance may be described, so far as it is indicative of his mood. 
His answ'ers to ‘How do you feel in yourself’, ‘What is your mood’, ‘How about your 
spirits’, or some similar enquiry should^e recorded. Many varied^ of mood^ay be 
prese^— =^not n^ely hapjliil^s or sadness, but such states asfirrita'Smty, suspiaon, 
unredity, worry, restlessness, bewilderrh^nt, and many more which it is convenient to 
include under this heading^ Observe the constancy of the mood, the influences 
which change it; the appropriateness of the patient’s apparent emotional state to wha t 
he s^ . j 

Delusion and misinterpretation. What is the patient’s attitude to the various people and 
things in his environment? ^ Does he misinterpret what happens, give it special or false 
meaning, or is he doubtful about it? Does he think anyone pays special attention to him, 
treats him in a special way, persecutes or influences him bodily, or mentally, in ordinary 
or scientific or preternatural ways? Laughs at him? Shuns him? Admires him? Tries to 
kill, harm, annoy him? Does he depreciate himself in any regard, his morals, possessions, 
health? Has he grandiose beliefs? 

’ These matters may be complicated or concealed and may need much enquiry.' If a 
whole conversation dealing with them is reported here, resume the main points at the end. 

Hallucinations and other disorders of perception. Auditory, visual, olfactory, gustatory, 
tactile, visceral. (The source, vividness, reality, manner of reception, content, and all otlier 
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circumstances of the experience are important; its content, especially if auditory or visual, 
must be reported. When do these experiences occur, at night, when falling asleep, when 
alone? Any peculiar bodily sensations; feeling of deadness? Unreality?/ 

Compulsive phenomena. Obsessional thoughts, impulses, or acts. Are, they felt to be 
from without, or part of the patient’s own mind? Does their insistence distress him? Does 
he recognize their inappropriateness? Relation to his emotional state? Does he repeat 
actions, such as washing, unnecessarily, to reassure himself? 

Orientation. Record the patient’s answers to questions about his own name and identity, 
the place where he is, the time of day, and the date. Is there anything unusual to him in 
the way in which time seems to pass? 

Memory. This may be tested by comparing the patient’s account of his life with that 
given by others, or examining his account for intrinsic evidence of gaps or inconsistencies. 
Information which he gives about his previous life, his personality, sexual experiences, 
etc., should not be inserted here but included as a supplementary part of the historj’, and 
its source indicated. There should be special enquiry for recent events such as those of 
his admission to hospital and happenings in the ward since. \Vhere there is selective 
impairment of memory for special incidents, periods, recent or remote happenings, this 
should be recorded in detail, and the patient’s attitude towards his forgetfulness and the 
things forgotten specially investigated. 

Record the patient’s success or failure in grasping, retaining, and being able to recall 
spontaneously or on demand three or five minutes later a number, a name and address, or 
other data. Give the patient the ‘Cowboy’ or ‘Donkey and Salt’ story to read and ask him 
to repeat it in his own words ; record his repetition of the story verbatim if possible, and say 
whether he sees the point of it. See how many items of the Logical Memory Test he can 
repeat immediately, and how many after an interval of five minutes. Gi ve him digits t o 
r epeat forwards^ iind the n others to repeat backwards, and record how many he can repeat 
immediately. In administering this test the digits should be given with equal interv'als and 
not grouped. 

(In describing the state of the patient’s memory, do not merely record the conclusions 
reached but give the evidence first, and describe such facts of behaviour as seem to indicate 
whether he was attending, trying his hardest, being distracted by other stimuli, etc.) 

Attention and concentration. Is his attention easily aroused and Does he 

concentrate? Is he easily distract ed? Preoccupje d? To test his concentration ask him to 
tell the days or months in reverse order, or to do simple arithmetical problems requiring 
‘ carrying ov er’ (112 — 25), subtraction of serial sevens from 100 (give answers and time 
taken). 

General information. Tests for general information and grasp should be varied according 
to the patient’s educational level and his experiences and interests, but the answers to the 
following should be recorded in all cases; 

Name of the Queen and her immediate predecessors. 

The Prime Minister. 

Capitals of France, Germany, Italy, Spain, Scotland. 

Date of beginning and end of the Second World War. 

Six large cities in England. 

Intelligence, Assess the patient’s intelligence. Use his history, his general knowledge, 
problems of reasoning. You may employ standardized tests. Observe discrepancies in the 
results of various methods, and try to interpret them. 
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ivul judi^emcnt. What is (he patient’s attitude to his present state? Does he 
rej^ard it an an illness, as ‘nicntar or 'nervous*, as needing treatment? Is he aware of mistakes 


nrade spontaneously or in response to tests? How docs he regard them and other details 
of hh cmnlidon? How docs he regard previous experiences, mental illnesses, etc,? 

What is his attitude towards social, financial, domestic, ethical problems? Is his judge- 
uwtU good? What docs he propose to do when he has left the hospital? 


SUMMARY OF MEN'i'AL STATE 
Ihuler the headings: 

1. Rchaviour and talk. 

2. Mood. 

3. rrcoccu]iations, morbid beliefs, disorders of perception. 

4. Sensorium. 

5. Attitude to illness. 

Cotchoy Siory 

A cowboy went to San Francisco with his dog which he left at a friend’s while he went 
to buy a new suit of clothes. Dressed in his grand new suit, he came back to the dog, 
whistled to it, called it by name, and patted it. But the dog would have nothing to do with 
him in his new hat and coat, and gave a mournful howl. Coaxing was of no avail, so the 
cowboy went away and put on his old suit, and then the dog immediately showed its wild 
joy on seeing its master as it thought he ought to be. 

Logical Memory Test 

Jimmy Stevens/used to play football/for a local team/and became well-lcnown/as a 
Fonvard./ Ten years ago/ he went/to Arsenal/ and became/one of their /leading players./ 
He is now/a sergeant-major/in the army./ Yesterday/he returned/to his home town /and 
scored/all five goals/against Swansea. 


Examination of Non-co-operative or Stuporose Patients 

{Kirby, 1921) 

The difficulty of getting information from non-co-operative patients should not dis- 
courage the physician from making and recording certain observations. These may be of 
great importance in the study of various types of cases and give valuable data for the inter 
pretation of different clinical reactions. It is hardly necessary to say that the time to study 
negativistic reactions is during the period of negativism, the time to study a stupor is during 
the stuporose phase. To wait for the clinical picture to change or for the patient to become 
more accessible is often to miss an opportunity and leave a serious gap in the clinical obser- 
vation. Obviously it is necessary in the examination of such cases to adopt some other plan 
than that used in making the usual ‘mental status’. The following guide was devised to cover 
in a systematic way the most important points for purposes of clinical differentiation, 

I. GENERAL REACTION AND POSTURE 
{a) Attitude voluntary or passive. 

{b) Voluntary postures comfortable, natural, constrained or awkward. 

{c) What does the patient do if placed in awkward or uncomfortable positions. 
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{d) Behaviour toward physicians and nurses: resistive, evasive, irritable, apathetic, 
compliant. 

(e) Spontaneous acts: any occasional show of playfulness, mischievousness or assaultive- 
ness. Defence movements when interfered with or when pricked with pin. Eating 
and dressing. Attention to bowels and bladder. Do the movements show only initial 
retardation or are they consistent throughout? 

(/) To what extent does the attitude change? Is the behaviour constant or variable from 
day to day? Do any special occurrences influence the condition? 


II. FACIAL EXPRESSION. Alert, attentive, placid, vacant, stolid, sulky, scowling, 
averse, perplexed, distressed, etc. Any play of facial expression or signs of emotion: tears, 
smiles, flushing, perspiration. On what occasions? 


III. EYES. Open or closed. If closed, resist having lid raised. Movement of eyes: absent 
or obtained on request; give attention and follow the examiner or moving objects; or show 
only fixed gazing, furtive glances or evasion. 

Rolling of eyeballs upward. Blinking, flickering, or tremor of lid. Reaction to sudden ap- 
proach of threat to stick pin in eye. Sensory reaction of pupils (dilation from painful stimuli 
or irritation to skin of neck). 

IV. REACTION TO WHAT IS SAID OR DONE. Commands: show tongue, move 
limbs, grasp with hand (clinging, clutching, etc.). 

Motions slow or sudden. Reaction to pin-pricks. Automatic obedience: tell patient to pro- 
trude the tongue to have pin stuck into it. 

Echopraxia: imitation of actions of others. 


REACTIONS. Test for rigidity: muscles relaxed or tense when limbs 

or body is moved. 

^talepsy, waxy flexibility. Negativism shown by movements in opposite direction or 
springy or cog-wheel resistance. 

nk by movements fortvard and backward and to side. 

Doea fingers and the lower extremities. 

Uoes distraction or command influence the reactions? 

chiIdrOT?'^^^°'^^'^ responsiveness. Is feeling shown when talked to of family or 

perspiration, tears m eyes. etc. Do jokes elicit any responsli°““'' ’ '’“"'''"S’ 

Effect of unexpected stimuli (clap hands, flash of elecSe flght). 

VII. SPEECH. Any apparent effort to talk, lip-movements wb' 

Note exact utterances with accompanying emotional renctiok^manndiStSr 

rf™\rrn°4ti.^T:it‘‘ 
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KCilKMA FOR THE EXAMINATION OF ORGANIC CASES 
ESPECIALLY WITH FOCAL LESIONS 

(Mayer-Gross and Guttmann, 1937) 

'riu'. followiiii,' tciits have been selected to supplement a routine neurological and psychia- 
tric cxntninittion. 'Fhey arc less suitable for finding out if there is an organic illness. Their 
application is intended to reveal tlic special incapacity caused by brain damage which has 
already iu'cn diagnosed. For more detailed examination and the problems of localization 
of function we refer to Klein and Mayer-Gross (1957), McFie (i960) and Piercy (1964). 

It is best not to offer the tests in a set order, but to find out by taking a few sample tests 
wlu'ch the patient docs best, and then gradually work up to the more difficult ones (otherwise 
the patient may get upset and it will be impossible to assess his abilities). 

it must be remembered that some organic patients are easily tired and that others do 
not rdiow any fatigue at all. Both kinds of behaviour have to be noticed. 

It is not suflicient to state only whether the patient succeeded or failed in the test, but 
his actual performance and his answers should be recorded, whenever possible, in his own 
words. 'I'hc patient’s subjective experiences and his attitude towards them are of as much 
value in organic eases as in so-called psychological conditions. Hallucinations and illusions 
in all sensory fields have to be noted. 

(1) MOOD. Is the mood labile? Is there preservation of emotional expression? Is the 
emotional reaction exaggerated, perverted, lacking; is there a preference for one Idnd of 
emotion? Is the habitual mood in keeping with the pre-morbid personality? Do not over- 
look changes of personality caused by organic diseases like encephalitis lethargica. 

A conversation on topics of emotional importance for the patient will give more in- 
formation here than special tests. Shades of euphoria (‘Witzelsiichf, jocularity, lack of 
seriousness, etc.) are diagnostically more important than depressions, which are more 
frequently of secondary character. Various euphoric states have been put forward as 
localizing signs of lesions of the frontal lobe, the orbital region, the di- and mesencephalon. 
Lack of appreciation of the person’s own symptoms, combined with euphoria, is an 
important symptom of damage of the orbital cortex. Moral deterioration may result 
from irreparable lesions of the same region; also foci in the periventricular grey matter 
produce changes of personality. Irritability and apathy may be signs of general organic 
deterioration. 

(2) ORIENTATION. Record even slight impairment. Distinguish the patient’s orienta- 
tion from his capacity to orientate himself in new surroundings. Vffiat aid does he use for 
it? Is there a common factor among the ways in which his disorientation shows itself? 

Episodic loss of visual orientation has been described as a sign of fits originating in 
the occipital lobe. When disturbances of subjective time experience are present, a special 
examination of the capacity for estimating and reproducing time intervals may be indi- 
cated. Route-finding and topographic difficulties are associated with parietal lesions. 

(i) attention and ADAPTABILITY. Is the patient’s attention easy to attract? 
Cm he concentrate his attention on his task for some period? Can he be distracted easily, and 
by what, or is he imperturbable to any stimulus? (Bourdon’s test.) 
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The ease with which the patient’s attention may be obtained variK according to the 
sensory field in which the stimulus is applied. There may even be differences between 
the various parts of the wsual field (see p. yt). Remember that attention and concento- 
tion are influenced by fluctuations of consciousness. Distractibility of attention may be 3 
symptom of organic impairment. {‘Unselected responsiveness to stimuli’, ‘hypermeta- 
morphosis’.) 

How far is the patient able to change from one topic or test to another? How far does 
this ability depend on his being interested and how far on the actual situation, especially 
the way in which the test is presented to him? 

Perseveration, an extremely common symptom of organic disease, is often an obstacle 
to testing these cases. It can be present in various degrees, and may extend to words, 
phrases, actions or to the total behaviour. It is more likely to occur where the patient 
meets a difficulty, and can serve as an indicator of his shortcomings. Furthermore, an 
extreme ‘selectiveness to stimuli’ may interfere with the patient’s adaptability- The 
patient fails in everything that does not fit into the situation. He appears therefore quite 
undistractible (can be tested by Heilbronner’s pictures, where the perseverating patient 
sticks to his first interpretation throughout the whole scale of the pictures). Some per- 
formances can be carried out when approached one way, but are impossible when attacked 
in another way ('focusing disturbance’, *Einstellstdrtmg’y 
(4) MEMORY. Disturbances of remembering are always the most easily recognizable 
signs of an organic illness. 

Besides the tests usually applied, detailed regard should be paid, if there xs amnesia, to 
the dates of its beginning and its end. Was it complete while it lasted? Are there fragments 
or islands of memory? 

It is important to observe the memory without the patient being aware of the purpose 
of the examination. Recollection of facts is often better when it is incidental than when 
it is deliberate. How much does the amnesia cover the time before and after the lesion 
which caused it? Did the amnesic period coincide with a disturbance of consciousness 
(retrograde and anterograde amnesia)? Are there special memory defects, e.g. for dates, 
nnrrfctTs, visual or veibaliaed \mptessionsI 

Non-language tests of memory are of special importance in all cases where there is the 
slightest suspicion of a dysphasic disorder (see below). 

Does the patient fabricate, does he do so spontaneously or in response to suggestion 
only? Memory disturbances of a specific kind are associated with lesions of the hippocampus 
and bilateral temporal lesions. 


(5) USE OF NUMBERS. Can the patient read and write figures and numbers of two or 
more digits? Has he a general concept of numbers and measures? (inhabitants of London, 
are there thousands or millions? Height of a man, of a horse, a dog, inches or feet? Weight 
of a man, 5 stone or 50?). ° 


Can the patient add, subtract, divide or multiply? Let him do it on paper as well as in 
his head, with plain numbers as well as in concrete problems. Can he count objects recoa- 
mze dots on dominoes and similar groupings? Can he guess without counting how manv 
matches are lying m front of him? Can he divide them into two or three equal groups? Let 
him compare a few big objects with many small ones of the same kind (buttons) Can he 
count money? / v-a nc 
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While (iiiittirlniiices in writing single figures generally belong to the field of agraphia, 
mi-;tnkc‘i iti the sccincncc of figures and loss of the position value are a characteristic 
at iilnnctical disturbance .</// 

Mtihiplioalion tables being most automatized arc of little use for testing arithmetical 
ability. Counting of objects one by one is entirely diflerentfrom recognizing dots arranged 
in a grotip at one glance, 'bhis again is dilfcrent from estimating the size of an unorganized 
multitude. Disturbance of all these performances may be observed with lesions of the 
oecipito-parictal convexity. 

(()) Sl’bih'CII. What is the patient’s spontaneous speech like? Does he articulate correctly? 
Docs he hesitate or stammer (which can be a sign of aphasia)? Notice his modulation and 
the inllc.vion of voice. Is his voice monotonous or does it fade away? Can he repeat words 
or r.cnicnccs? (words he understands and unknown words like Artaxerxes, Lysistrata). Can 
he recite automatic word series? (days of the week, months of the year, a prayer or poem). 
Notice \hc grammar in liis spontaneous speech; if necessary ask him to tell a story. Test 
his capacity to conjugate or parse. Ask him to build up a sentence using three given words: 
hunter, fox, field; child, scissors, hurt; gun, soldier, battle. 

Docs he produce any paraphasic utterances? 

Docs the patient understand single words? (c.g. objects: Give me the pencil! Where is 
the door?). Docs he understand simple or more complicated sentences? (orders: Open the 
window. Take the chair and put it in the corner. Open your mouth, shut it again and point 
to your right eye). [Memory disturbance and apraxia may interfere with this.] Can he dis- 
tinguish words which sound alike and can he use them correctly? (father, farther; breeze, 
breathe; boat, bought; task, tusk). 

Does he notice and can he correct mispronounced words? Can he find the right words? 
Names of objects and pictures, abstract nouns, proper names? (Colour-names: seep. 51.) 

In cases of severe disturbance: how far are emotional utterances preserved? (swearing, 
interjections). Can he indicate the number of syllables in words which he cannot utter? 
(Lichtheim’s test of inner language). Is any former command oi foreign languages impaired? 

Is his vocabulary poor? (Tell me the names of flowers, pieces of furniture, etc. Find opposites 
to given words such as good, outside, quick, empty, many, friend, etc. Find rhymes to 
words like fair, round, patch, etc.) 

Since all the tests mentioned earlier require for their performance full command 
of speech, it is advantageous wherever there is any suspicion of dysphasia to examine for 
it before doing other tests. Dysphasia is often overlooked, or is mistakenly regarded as 
due to confusion, dementia or hysteria. By means of the above scheme only a coarse 
outline of the patient’s speech impairment can be arrived at. For detailed analysis, 
systematic examination must be carried out as proposed by Weissenburg (1935) and 
Muncie (1948). 

This scheme has been made as elastic as possible, since this is more necessary in 
the field of aphasia than anywhere else. The variability of the findings and the adapta- 
bility of the patient can yield more information than an artificial constancy in the result. 

A series of tests such as employed by Head (1926) has not been recommended here; 
with them it would be difficult to allow for individual differences in linguistic gift and 
education, and to take into account the extent to which the patient’s ability to learn is 
preserved. Moreover the tests do not cover the whole wide field of the use of language. 

It is generally agreed that the brain lesions which produce aphasia are located in 
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the left hemisphere when the patient is right-handed and vice versa. Furthermore foci 
producing expressive (motor) dysphasia are to be found in the anterior parts of the brain, 
those producing the receptive (sensory) forms further back. The finer localization of 
other subdivisions of dysphasia is still very much under debate. Just as in assessing the 
results of verbal tests the patient’s previous level of intelligence must be taken into 
account, so in using intellectual tests due regard must be paid to the speech disturbance, 
since this might notably interfere with the intellectual process — much more so, indeed, 
than any other focal lesion would. 

When speech is disturbed the follovring non~language tests may be employed as substi- 
tutes for the methods suggested before: Pintner-Paterson substitution test; Knox’s cube 
test; Porteus mazes; sorting of objects or of small pictures of objects; form-colour test 
(sorting cardboard pieces of various shapes, sizes, and colours); portrait test (show the 
patient a portrait and then ask him to find it when it is mixed with eight others). 

The interpretation of the results of these non-language tests is only possible after 
carrying out the tests for agnosia and apraxia. 

(7) VISUAL AND RELATED FUNCTIONS. Measure first the visual acuity and record 
the field of vision either by rough testing or on the perimeter with different colours. 
Scotomata? blinking reflex? optokinetic nystagmus? reaction to strong stimuli, e.g. bright 
light? 

Are there any visual hallucinations? illusions? (note alterations of size, shape and 
colour). How are moving objects perceived? (too slow, too fast, stationary). If necessary, 
test with stroboscope or cinema. Is there a consistent distortion of visual space? Is there 
evidence of visual disorientation? 


VISUAL ATTENTION. Ask him to name or to find various letters or numbers of objects drawn 
all over the surface of a blackboard. Does he neglect those in any particular region? 

VISUAL MEMORY OR IMAGERY. Get him to show the size of a well-known object with his 
hands (a cat, a horse, etc.). Does he remember the colour of objects mentioned to him? 
Get him to describe his house or the situation of his bed in the ward. Wertheimer’s test 
(two isosceles right-angled triangles of the same size, cut out from paper, are shown to 
the patient, who has to indicate what figure would be formed by putting these two triangles 
together, side by side, in various ways. The answer can be a square, a diamond, or a lareer 
triangle). ^ 

Can he recognize, when he sees them, objects, gestures and simple happenings? Can 
he name them? Can he recognize pictures of single objects and scenes? Is he able on request 
to pick one out of a large number of pictures (or letters) spread on the table? ^ 

Can he recognize and name simple geometric patterns? (triangle, square cirdel Can 
he disentangle them in Abelson’s test? ’ 

Can he connect two given dots by a straight line? Can he find the middle of a straight 
line or of a circle? 

Ishihara’s test for colour-blindness. 

Perception of colours} Can he name them? Can he sort out colours on request fHoIm 
gren s wools)? ^ 

Can he tell the time from the clock} Can he set the hands of a clock to a given time? 
Can he use a mn^? Can he find the points of the compass? Can he point to visible objects 
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nx {liiTcrrut partfi of the room? Cnn he demonstrate and name directions—above, below, 
|iori-/(jntsil, perpendicular, etc.? 

(.'an he piu-.HS distances? Can he see perspective correctly? 

Metiutds of examination wlrich usually arc regarded as neurological have been put 
at the toj> of this list, since their results arc often modified by central visual disturbances, 
in winch ease the responses ol)taincd arc much less constant than they are after lesions 
of the more peripheral part of the visual apparatus. Disturbances of specific, i.e. here 
visual, attention (such as ^ScckuIdJuming des Schauens', Balint) and also specific fatigue 
can produce phenomena which may be mistaken for hysterical ones, because of their 
lack of constancy. One-sided absence of the blinking reflex or optokinetic nystagmus 
may be due to hcmianojna or to partial disturbance of attention. Inadequate response 
to optic stimuli (even to sudden and strong ones) can be an initial or residual symptom 
of visiial agnosia. 

In spite of constitutional difl'erenccs with regard to the faculty of visualization, a 
certain amount of visual imagery can be expected from everyone. The distinctness and 
range of images can be interfered with by cerebral lesions; in particular, the ease with 
which they are recalled can be diminished. Purely subjective anomalies of vision such 
as micropsia, macropsia and other distortions cannot be described by the patient except 
by comparison with such visual memory as he has preserved. 

By testing with pictures minor disturbances of visual perception may be revealed 
in patients who arc able to recognize objects. Others do well with pictures of single 
objects, but fail in understanding a scene if this requires them to bring the parts of the 
pictures into proper relation ('comprehension-disturbance’, Pick). Children’s toy books 
can be used for examinations of this kind. 

-.Some of these tests could have been given under other headings as well, but are 
mentioned here for the sake of convenience. For instance, impairment of colour-names 
really belongs to aphasia, but may occur independently. Inability in setting a clock 
may be a sign of apraxia, or agnosia, or secondary to disturbances in the use of 
numbers. Failures in spatial tests can be of various origin; recognition of the points 
of the compass depends on the distinction of left and right (see below). Pointing may 
be disturbed by apraxia. Immediate orientation in space is dependent on the 'body- 
image’. This central representation of one’s own body can be disturbed by a lesion of 
the parietal lobe as well as by damage to the vestibulo-cerebellar system (see below). 

Roughly speaking, disturbances of visual perception and related functions such 
as those mentioned are to be found after lesions of the occipital lobes. Perceptual ano- 
malies of a lower level occur after lesions of the calcarine area whereas more complex 
disturbances appear when wider areas of the occipital lobe, including its convexity, 
are involved. 

Can he read letters, words, sentences — aloud and silently? Is there a difference between 
writing and print? Does he keep to the line? Does he understand written sentences, e.g. 
requests? Does he notice mistakes in spelling? Can he read words in which single letters 
are struck out? 

All tests of visual perception may be increased in difficulty by shortening the time of 

exposure (tachistoscope). . , • 

Alexia may occur with, and be dependent on, aphasic disorders of all kinds. Aphasics 
who cannot read aloud can still often understand what they read silently to themselves. 
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Of special interest is the interdependence of alexia and agraphia, though both can occur 
separately. Patients may be unable to recognize single letters, or they may be able to do 
so, but unable to read words as a whole. 

Mild alectic disturbances are discovered only when the test is made harder, e.g. 
by giving words in which single letters have been struck out. This can be an insuperable 
obstacle for an alectic patient, although a normal person hardly notices the difference. 
Lesions in cases of alexia may be found either in the parietal or in the occipital lobe. 

(8) AUDITORY PERCEPTION. Does he recognize noises} (whistling, rattling, banging, 
barking, mewing, etc,). Does he recognize objects from sounds? (match-box, coins, brush). 
Reaction to strong auditory stimuli? (slammed door). Can he point towards noises coming 
from different directions? (‘acoustic localization'). 

Understanding of spoken language: see under (6). 

Music. Is he able to recognize tunes, to repeat them, to sing spontaneously? Use of 
musical instruments if possible. Can he repeat a rhythm, knocked out to him on the table? 
Can he roughly estimate intervals of time? 

An exact examination of the peripheral hearing is of the same importance as the 
examination of visual acuity and \asual field. The interaction of peripheral and central 
disturbances in the province of hearing are closer than in seeing, but much less kno^vn, 
since the methods of distinguishing them are still somewhat defective. 

Central disturbances of auditory perception are to be observed after lesions of the 
temporal lobes, the gyri Heschl (gyrus temporalis transversus ant) specially. Double- 
sided lesions are probably necessary to produce defects. 


( 9 ) TACTILE PERCEPTION AND ‘BODY IMAGE'. Does the patient reco^ize 
materials and objects by feeling? Does he recognize numbers written on his skin? Can he 
describe the direction of a line drawn on his skin? Can he imitate postures of his limbs from 
one side to the other and imitate the examiner’s postures? Can he point to parts of his own 
body or other people’s? (Head’s finger-nose-ear test). 

Does he recognize and name and demonstrate fingers} Can he distinguish bertveen 
right and left} Can he do this on a person sitting opposite to him? 

Is there any anomaly of the awareness of his own body or parts of it? 

The routine examination of superficial and deep sensation must precede the applica- 
tion of these tests. In all doubtful cases standardized stimuli should be used such as von 
Frey’s set of hairs, or dividers. Not only quantitative anomalies, but also qualitative 
vanations of sensation have to be recorded, such as are to be observed espedally after 
thalamic lesions. The recognition of surface of material, e.g. silk, velvet, paper wood 
can be disturbed without impairment of the common skin sensation The saWis true 
tvith r^ard to the reco^ition of shapes and objects. Numbers ivritten on the skin are 
generally recognized independently of their orientation in space. These funetions 
found disturbed after lesions of the post-central gyrus and the Ljacent pL“parie! 

When using the finger-nose-ear test, one has to bear in mind that the results denend 
to some extent on the patient’s memory and speech. Sometime, the d- . u *' “'Pand 
only when the patient has to cross th7mid-liSe of hU 

the test. Fwscr agnosia may be found as a relatively isolated dismrbante, ofente'^r' 
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vutij ({iflicuitic;’. in aistittnuishing right and left (asomatognosia). Both are due to lesions 
in thr. lower parietal lolic, generally of the left side. Disturbances of the body image have 
been ob;.crvcti ns lo.ss of orientation in respect to parts of the body (autotopagnosia), 
wrotig locali/ation of it, symmetrical displacement (alloaesthesia), loss of self- 
perception of paresca and other disturbances of function (anosognosia). Bilateral 
dtstntbanccs of these kinds arc particularly associated with lesions of the left hemisphere, 

(to) tSIO'I'II/rrV, Docs the patient’s motor behaviour as a whole show anything excep- 
tional with regard to amount, tempo, co-ordination and harmony of movements? 

Observe the patient’s behaviour, especially when he carries out movements requiring 
some skill, such as throwing and catching a ball, jumping over an obstacle, carrying a tray 
with several objects. 

Is there any anomaly in spontaneous/<7e/<7/ expression! Can he produce facial expressions 
on request— smile, look astonished, etc.? Can he nod ‘yes’ and ‘no’, whistle, click his tongue, 
pout, lick his upjier lip, close one eye? Can he gestures correctly? (beckoning, military 
salute, threatening, w.aving good-bye. To be tested with each hand separately). 

Singh movements of joints and limbs might be disturbed without paralysis: moving of 
single lingers, of the toes, opening and closing the hands, doing ‘physical jerks’ with arms or 
legs. Notice especially synkineses of the other side. 

Can he imitate all the movements and postures demonstrated to him? Can he perform 
activities on his own body correctly? (scratching, twisting moustache). 

How docs he pcxiovm purposive activities with objects? (using scissors, a key, threading 
a needle, putting a letter into an envelope and posting it, combing his hair while holding the 
glass, etc.). 

Try activities with particular difficulties in space; putting on spectacles, forming a 
string into a bow, folding a napkin. 

Purposive make-believe activities (knocking at a door, using a hammer and nail, using 
a typewriter, playing the violin). 

Poverty as well as abundance of spontaneous movements can be a symptom of 
organic disease. The disturbances may be noticeable in the whole body or be limited to 
parts of it. They may be caused by lesions in various areas of the brain. Slowness and 
rapidity of movements, well known after lesions of the extra-pyramidal system, may be 
produced by lesions at a higher level as w'ell. The same holds true for tic-like, choreiform 
and similar hyperkineses. Their diagnostic value can be assessed only within their par- 
ticular setting. They can be of organic origin, even if they appear only under the in- 
fluence of emotions. 

There is a form of apraxia limited to the face. It is characterized by the 
inability to carry out expressive movements deliberately, while the automatic expressive 
movements are preserved. 

Mild cases of apraxia may appear just ‘clumsy’, severe ones confused. Apraxia may 
be confined to one limb or one side of the body. Purposive make-believe activities reveal 
the disturbance more easily than ordinary activities with objects do. Lesions in cases of 
apraxia are to be found in the corpus callosum, the parietal lobe and, possibly, in the 
frontal lobe; and bilateral apraxia alw^ays involves the dominant hemisphere. 

CONSTRUCTIONAL ACTIVITIES. Can the patient imitate patterns of matches, blocks or 
mosaics? Free construction without pattern? Does he recognize his mistakes? Constructional 
apraxia is associated wdth lesions of the non-dominant hemisphere. 
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DRAWING. Can he draw on request a cross, triangle, house, man or elephant? C3n_ h^e 
copy simple drawings? Can he trace? Defects in this field are also related to the right 
hemisphere more than to the left. 

WRITING. Can the patient write down letters, words, sentences dictated to him? Can he 
write his signature? In cursive and block letters? Can he answer a question in writing? Can 
he copy from print? Guide his finger so that he writes letters and ask him to read them. 
Can he put together single wooden letters to form a word? 

Constructional disability is relatively independent of other apractic disturbances. 
As a rule, disturbances in drawing and in constructing occur together. The inability is 
generally so sfriking in cases of this kind that the usual standardi2ed performance tests 
are of no use ; they are much too difficult. Only such gross inability is of diagnostic value, 
since the average person’s performances in these tests, especially in drawing, are poor. 
The tests are especially useful, since they are independent of vocabulary and memor}'. 
The lesions in cases of constructional disturbance are to be found in the lower parietal 
lobe, near to the occipital lobe. 

Disturbances of writing are most commonly combined with disturbance of language 
and secondary to them- All types of dysphasic disorders are reflected in the patient’s 
writing; but there are also isolated agraphias. Agraphia may interfere with the writing of 
the single letter, construction of words or the arrangement of the lines. The signature 
being a fixed stamped pattern is often the ultimum moriens. Figure-writing, too, plays a 
particular part (see above). Some patients, though unable to write, presen-e the ability 
to draw letters. Disturbances of writing can be observed independently of reading 
disturbances. 


The Reliability of the Psychiatric Interview 

A number of enquiries have been undertaken in recent years to determine the reliability 
of methods of examination of the psychiatric patient which are modelled on the 
psychiatric interview (Spitzer et al., 1964; Wing et al., 1967). The most comprehensive 
investigations have been those undertaken by Wing and his colleagues. Their technique 
preserves the essentially clinical character of the interview although this is converted into a 
highly systematized and structured procedure. The five trained inter\-iewers who took part in 
this investigation achieved a satisfactory degree of reliability in the provisional diagnosis and 
also in the clinical scores recorded. In the psychotic section, the correlation between two 
observers for judgements as to the presence of 'auditory hallucinations’ reached 0-919; for 
‘delusional experiences and disordered thoughts’, 0-945 3”d for ‘blunting of affect’, 0-862. 
In non-psychotic features correlation for anxiety in the last group of inten.'iewsw’as 0-939; 
for depression, 0-883. In assigning patients to diagnostic categories, complete agreement 
between pairs of clinicians was achieved in 84 per cent, and partial agreement in 7 per cent. 
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PERSONALITY DEVIATIONS 
AND NEUROTIC REACTIONS 

HISTORICAL DEVELOPMENT OF THE CONCEPT 

OF PSYCFIOPATHY 

PsvciirATRic itucrost in the individual who, though neither insane nor intellectually 
defective, behaves socially in an abnormal way, begins in 1835 with Prichard who coined 
the term ‘moral insanity’. Among criminals Prichard observed those who showed loss of 
feeling, loss of control and loss of all ethical sense, and he thought that the abnormality 
shown by tlicse men was on a par with mental disease, although shown at a different level. 
A furtlicr step was taken by Koch (1891) in his book Die psychopathischen Minderwertig- 
kcUett. We owe to him the terms ‘psychopathic’, ‘psychopathic inferior’ and ‘constitutional 
inferior’ all of which are in current use. Moebius in 1900 brought in the idea of ‘degenera- 
tion’ from French psychiatry, to help to explain clinical findings; but he was ahead of his 
time in thinking also of normal variation, and in writing ‘the psychopath is a morbid 
variety of the normal’ {'eine hrankhafte Spielart der Norm'). All these views, relating 
psychopathy with insanity, with some form of organic deterioration, and with normal 
variation, have found their followers, so that even to recent times there has been great 
confusion as to what was to be meant by the term ‘psychopathic personality’. 

This confusion has also been in part due to doubt about what aspects of the mind 
should be included in the personality. At one time authors, such as Wilmanns and Gruhle, 
wished to include intellectual functions within the concept of the personality; mental 
defect w'ould then be one form of psychopathy. On the whole, however, authors both in 
Europe and America have agreed that intellectual functions were best excluded from 
consideration, and the concept of the personality restricted to the affective and conative 
aspects of the individual as a whole. This development was a necessary one for any clarity. 
V^le it remained true that in the handling of the individual patient it was necessary to 
take not only neurotic and psychopathic aspects of the case into account but also intelligence 
and mental abilities, as much might also be said of social and cultural aspects. Clinical 
experience showed that psychopathic character traits, neurotic symptoms and emotional 
disturbances took very much the same form in the man of high as of low intellectual 
ability: that, in the language of statistics, the two variables (temperament and intellect) were 
largely independent of one another, and that quite distinct vocabularies were required for an 
adequate description of events in the affective and the intellectual field. 

The isolation of the two fields, necessary as it was, had, however, some undesirable 
consequences. Apart from the clinical description of certain pathological forms of imbecility, 
human variation in mental ability became the province of no 7 i-medical psychologists. 
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Ignoring pathological causes, they concerned themselves wth developing testing technique 
for mapping the range of the normal. The aifective aspects of the personality were left 
to the medical psychologists, by whom descriptioa in terms of pathology was favoured, 
leading to a radically different approach. The similarities bet\veen the ttvo aspects of the 
individual were thereby obscured and came to be largely forgotten. 

The next source of confusion, which has not been so easily resolved,^ is the difficulty, 
primarily clinical and secondarily theoretical, of distinguishing abnormalities of personality 
from psychosis on the one hand and neurosis on the other, and of marking the boundarj’ 
between all three and the realm of the normal. The difficulty has been met in some quarters, 
notably in the school of Adolf Meyer, by denying the validity of the distinction between 
any two of these three abnormal manifestations. For Meyer and his followers the individual 
was a psycbobiological unity. Any unusual or morbid manifestation was a mode of reaction 
to particular features in the environment; and psychosis, psychopathic personality and 
neurosis were different parts of a psychiatric spectrum showing a gradation by infinitesimal 
degrees from one extreme to the other. The development of the personality was itself 
regarded as the result of a series of reactions to environmental forces ; and endogenous and 
hereditary determinants were allowed but Httle importance and received scant attention. 

For this school the complex case in which a deviation of the personality and neurotic 
and psychotic symptoms were all to be seen in the clinical picture represented no particular 
puzzle, at least theoretically. No attempt was made to order clinical features in a hierarchy 
of relative significance, or to attain any clarity in either diagnosis or prognosis. On the 
one hand the formulation of reaction types, lined up in single file, u*as so flexible that 
almost any combination of clinical findings could be easily explained; on the other hand 
it was so lacking in precision that its predictive and heuristic value was small and it proved 
sterile as a ground for the grotvth of new theories and new ideas. 

The contribution to the discussion made by disciples of the school of Freud haB not been 
a very helpful one for psychiatrists who do not belong to that school. For the psychoanalyst 
the basic disturbance in psychopathic personality, psychosis and neurosis alike, is a deviation 
from the normal line of psychological development which has taken place in early child- 
hood. This deviation is conceived in terms of a fixation of the libido in the anal or the early 
or late oral stages. \'Vbat is postulated, in fact, is an abnormahty of constitution, but due 
to environmental causes. In the case of the ‘psychopathic personality’ it is visible on the 
surface, in the ‘psychotic’ and the ‘neurotic’ not openly manifested until the outbreak of 
symptoms. In addition, the psychotic shows in the course of his illness the phenomenon 
of regression to an infantile level of libido-fixation. Although Freud himself left room in 
the formulation for the effects of an inherited and inborn constitution in modifying sub- 
sequent events, he and his followers have given this little attention; and in generd both 
the initial disturbance in de\-elopment and the later neurotic or psychotic state are thought 
of as occurring in response to environmental psychological factors. Freud's conception 
allows a fairly clear distinction to be drawn between ‘neurotic’ and ‘psychotic’ illnesses 
according to the point at which, in infantile development, libido has become fixed and’ 
whether or not regression Is taking place. Ts>-chopaffiic personality’, on the other hand 
becomes a concept of Httle practical value, a congeries of different states, individual mem’ 
bers of which may be more nearly related to the neurotic or the psychotic types of con 
stituuon. In general, in psychoanalysis the use of such terms as psychopathic neurotic 
and psychotic has come to have less and less significance, and a fundamentally different 
formulation is used for diagnostic, therapeutic and prognostic purposes. 
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hi llic Caman school of fisychhilry, much attention and dispute have been attracted 
tn t!ir (U'oblciii of the actiological relationship between deviations of personality and 
}-'or Kraepelin, ‘psycliopathic personalities’ were for?nes frustes of psychoses, or 
peff-niinlitirii who had deviated from a normal line of development as a result of hereditary 
or orpaiiic environmental factors. Kahn distinguished ‘episodic’, ‘periodic’ and ‘lasting’ 
pr.yehopathic personalities and psyehopathic developments, which might occur as the 
rc?uit of a dise.isc process or of the normal reaction between individual and environment. 
ja*;per;! was the first to formulate the sharp distinction between development of personality 
ami disease process, giving rise to much controversy and theoretical progress. The develop- 
ment of the personality, wlicthcr or not along psychopatliic lines, was for Jaspers, apart 
from the effects of age, an understandable sequence of changes. It was understandable 
because it was closely related to normal reactions, and there was a continuous scale of 
transitions between normality on one side and psychopathy on the other. On the other 
hand alterations in the personality due to a disease process (psychosis) showed something 
new and strange, not dcducible from what was knowm of the personality, age, and cir- 
cumstances of life. 

Kretschmer took an opposite view, and saw for instance every possible transitional stage 
between the schizoth3'mc, the schizoid and the schizophrenic. The ordinary events of life 
involved the individual in changes which W'ere not to be sharply distinguished qualitatively 
from those caused by disease, and development might occur not only in a smooth curve but 
also in sudden jumps, as for instance at puberty. The main stream of German psychiatric 
teaching, however, did not follow this course; and the concepts of development and of 
process came to assume a central importance. The clinical distinction between what was to 
be regarded as deriving from one or the other was to be made by the criterion of ‘under- 
standing’ the symptoms, or by what was called 'empathy'. It was recognized that psychopathic 
and neurotic behaviour has its roots in normal behaviour, differs from it only in degree, 
and can be thought of as a distortion of normal psychology. No sharp lines of distinction 
can be drawn, eitlier between the normal and the psychopathic, or between the different 
forms of psjxhopathic and neurotic reaction. When the opponents of this view pointed out 
that even in a ps3’’chosis the content of the delusions could always be related to previous 
circumstances in an understandable way, the answer was that the vital point was not content 
but the form of the s3TOptoms. Even the form of the symptoms is imderstandable in a neuro- 
tic state, but is not so in some aspects of pS3^chotic conditions. Thus one may understand 
that certain experiences may readily cause a response in the development of anxiety or of 
an over-valued idea, but not in the appearance of hallucinations or delusions. 

From the clinical point of view, distinctions draw along these lines proved extremely 
useful. By their use it became possible to distinguish between schizophrenic illness and the 
reactive disturbances of paranoid, sensitive or autistic personalities, with advantages in the 
treatment of states of both kinds. The nuclear symptoms of schizophrenia were delineated, 
and it became for the first time possible to recognize with fair certainty post-schizophrenic 
defect states. 

The S3TOptoms and sequelae of organic disorders of known pathology were also clarified 
and patients in whom symptoms of this kind were intermingled with neurotic reactions 
could be appraised and assessed clinically with greater sureness. It was possible to order the 
symptoms in a given case in a hierarchy, denoting those which indicated structural changes 
and those which represented a reaction of the personality to the changed internal and ex- 
ternal environment. Work in which these levels of action and reaction were incorporated, 
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such as the structural analysis of Bimbaum and Kretschmer’s multidimensional diagnosis, 
became possible. Beyond the field of the schizophrenic and organic psychoses, the method 
was pressed into the analysis of the affective psychoses. A considerable degree of success 
was attained here in differentiating the primary from the secondary mood changes, a vital 
from a reactive depression (K. Schneider), manic-depressive and involutional psychoses 
from a variety of neurotic states. But in tlu‘s field the instruments of analysis, the nuclear 
symptoms of the endogenous change, were both less numerous and less characteristic, and 
in the individual instance a satisfactory distinction was often impossible. The method of 
distinguishing between one symptom and another by the readiness with which it may be 
understood from the known personality and circumstances leads to distinctions which are 
relative and often very subjective; and with certain symptoms, such as ideas of reference, 
in many cases it proves indecisive. 

In British and American psychiatry the concept of ‘psychopathic personality’, as a 
class of phenomena at the same generalized level as ‘psychosis’, never emerged. The more 
basic concepts of development and process, familiar to psychiatry on the European con- 
tinent, were largely unknown. Instead, efforts were made along purely clinical lines to 
describe a syndrome, to delineate a being who could be classified as a ‘psychopath’. These 
efforts could only lead to confusion, as each author moulded his definition of psychopathy 
on his own experience and predilections; and there came to be as many definitions as 
authors. Thus for Henderson the psychopath is both antisocial or asocial and incorrigible, 
for Cheney he is emotionally immature, for Levine he is lacking in foresight, for North non- 
constructive, for Bullard an egoist and a social misfit. Although Henderson for one recog- 
nizes the ‘creative’ psychopath, for most authors strong antisocial tendencies are requisite. 
All agree in regarding the aetiology as entirely obscure but unrelated with that of psychosis 
and neurosis. 


In their review of the subject in 1944 Curran and Mallinson drew attention to this un- 
satisfactory confusion of ideas. However, they adhered to the view, shared by many psychia- 
trists, that the concept of psychopathic personality must be limited clinically, and that to 
make it coextensive with abnormal personality would lead only to further confusion. They 
recognized three classes of psychopathic personality: vulnerable personalities, i.e. those 
who ‘when pinched by circumstances, are liable to develop neurotic and psychotic as well 
as psychopathic reactions’; unusual or abnormal personalities or characters, i.e. those who 
deviate markedly from the common run, but are not necessarily unstable or socially 
undesirable; and ‘sociopathic’ personalities, whose cardinal feature is asocial or antisocial 
behaviour. These three classes fade into one another, into the neurotic and into the psy- 
chotic. The concept remains a clinical one, without aetiological implications. 

The attempt to delimit psychopathy as a clinical syndrome has now become fossilized 
in the Mental Health Act (1959). Section 4 (4) reads; 

‘In this Act “psychopathic disorder” means a persistent disorder or disability of the 
mmd (whether or not mcludmg subnormality of intelligence) which results in abnormally 
aggressive or seriously irresponsible conduct on the part of the patient, and requires or is 
susceptible to medical treatment.’ ^ 


In effect this clause equates psychopathic disorder’ with antisocial conduct. Persons 
corning w.thm the definmon make up a group with no common clinical or aetiological 
feature; rmd the definition excludes per^nality devuints which clinically and aetiologiillv 
are closely related, e.g. so-called inadequate psychopaths. Furthermore, aggressivr« 
irresponsible conduct is likely to be the only evidence which can be offered ttot there" 
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{li;iordcr or dir.:\bilky of the mind. Tt is nnfortunate that a modern statute, of prime signifi- 
eaticc to psychi.ntry in this country, should be conceptually so ill-founded. 


modkkn development of the concept of psychopathy 

In German psychiatry the importance given to the ideas of process and development led 
to n .shar(> distinction being drawm between psychosis on the one side and psychopathic 
personality and neurosis on the other. Between the last two, however, the distinction was 
much more lluid. There was, in fact, a strong tendency to link up psychopathic personality 
with psychoncurosis in calling the latter ‘psychopathic reaction’, ‘psychogenic reaction’ or 
'.abnormal psychological reaction’ (Lange). It had long been recognized that neuroses 
frc(]ucntly occurred in personalities which could be classified as psychopathic, and that the 
mode of reaction corresponded with the most outstanding traits of the personality in which 
it occurred, c.g. hysterical conversion symptoms in a hysterical personality. Some peculiar 
personalities were most easily understood if they were regarded as suffering from the result 
of a psychotic process in the past; but in this case the assumption could frequently be con- 
firmed by a diligent search of the past history and the discovery that a mild psychotic episode 
had actually occurred. Such cases were, however, relatively rare; and the majority of psycho- 
pathic personalities must be interpreted along other lines. It was at this point that Kurt 
Schneider made an important contribution to the subject. 

Schneider pointed out that the term ‘abnormal’ was used in two different ways, the 
statistical .and the ideal, and that it is only in its former sense that it can usefully be applied 
scientifically. If, for instance, we attempt to use ‘abnormal’ in the sense of failing to conduce 
to satisfactory function, a subjective element is introduced into the definition, for what is 
satisfactory to one observer in one environment will be unsatisfactory to another in a differ- 
ent environment. In the statistical sense, ‘abnormal’ merely means ‘deviating from the 
average’, and the average can be found by a process of objective enquiry. Schneider recog- 
nizes that any deviation from the average must always be a matter of degree, and that there 
are many varieties of abnormal or deviant personality that suffer from no disabilities and 
are the cause of no trouble. He defines psychopathic personalities as those abnortnal person- 
alities who stiff er from their abnormality or cause society to suffer. These two classes clearly 
correspond with the neurotic and the psychopath of British and American psychiatry ; but 
in Schneider’s formulation the distinction is purely one of convenience, and without 
aetiological, symptomatic, diagnostic, prognostic, or other significance. 

This conception supplies an approach to the problems of psychopatity which is compre- 
hensive and rational. We are taken away from philosophical conceptions back to obser- 
vations of fact. We are not put in the painful position of distinguishing on theoretical 
grounds between the psychopath and the eccentric, between the paranoid litigant and the 
fanatical social reformer. Fundamentally similar types of personality are not put on opposite 
sides of a supposedly aetiologically significant dividing line, because from society one 
attracts approval and the other condemnation. The difference between the neurotic, who 
suffers himself, and the psychopath who causes society to suffer, is no longer the difference 
between someone who is ill, and the proper recipient of medical aid, and someone who is 
not and is an enemy of society. It is no longer a source of puzzlement, that an abnormal 
personality can at one time be calling for the aid of his doctors, at another bringing miser)' 
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and disgrace on his relatives, and finally be applauded in history for positive achievements 
beyond the reach of the average. 

Another advantage is that Schneider’s formulation can be tramlated into biometrical 
terms. The concepts which he left somewhat vague and indeterminate then take on a 
mathematical precision. The qualities of temperament and personality can be regarded as 
vary’ing from individual to individual in much the same way as stature, body-weight, 
quantitatively variable psychological attributes in general, or, in the field of psychiatry, 
intelligence. These are graded characters, and have to be measured quantitatively. When 
measurements of things like these are made on a large number of persons chosen at random 
from the population, and the measurements are plotted along a scale divided into equal 
intervals against the frequencies with which they are represented, a ‘normal’ curve is 
observed. In such a curve the measurements which are most commonly represented in 
the population are concentrated at or near the average value; and the frequencies of more 
extreme values to either side fall off at a regular and increasing rate. At any point on the 
scale it is possible to say just how frequently that, or an even more extreme, degree of 
variation from the average will be found. 

A very similar view was taken by the Swedish psychiatrist, Sjobring(i963), w’ho considered 
that temperamental traits could be considered as distributed in a normal curve, and even 
when sho^vn in an extreme degree could be distinguished from the results of pathological 
change, such as are shown by the post-schizophrenic. He described four dimensions of 
variation, one of them being ‘capacity’ (intelligence), and the three others ‘stability’, 
‘solidity’ and ‘validity’. At the negative extreme of the first are the sub-stable, the warm, 
interested in others, extensively active personalities; the super-stable are cold, interested in 
ideas, intensively active. The sub-solid are quickly reactive, flexible, subjective; the super- 
solid are slow, objeaive, self-possessed. The sub-valid are retiring, tense and anxious; the 
super-valid expressive, venturesome, self-confident. All shades of difference in all of these 
four dimensions are sho^vn by normal people and even very unusual normal personalities 
can be described in terms of deviation along one or more of these dimensions. However, 
Sjdbring retained the concept of psychopathic personality as a qualitatively abnormal 
phenomenon, to be accounted for as the result of a pathological process. Sjobring’s pupils 
have found his scheme very helpful clinically, particularly, for instance, in leading to the 
detection of a change of personality which, being of a nature foreign to the personality itself, 
suggests a pathological process. Sjobring’s formulation is in some ways superior to that of 
Schneider, who, in the clmical part of his work, reverted to the use of types of personality 
and departed from his o^vn concept of modes of variation. 

Both Schneider and Sjobnng, therefore, believed that men varied in their tempera- 
mental traits in many ways, by infinitesimal degrees and benveen wide extremes, and that 
we should look for the cause of psychopathy in this normal variation. Strong support for 
this view was provided by clinical experience during the Second World War. During the 
First World War of 1914-18, psychiatric attention was concentrated on the clinical mani- 
festations of neurosis ('shell shock’) and on its psychological causes. During the second war, 
attention was also given to the constitutional background. It was found that the liability to 
neurotic breakdown varied with the degree of stress imposed, but also with the degree of 
constitutional instability. This constitutional factor could be detected and to some extent 
measured by such psychiatric findings as a family history of nervous illness, a past history 
of nervous breakdown or an irregular work record, etc. The detection of the constitutionally 
unstable became supremely important in all questions of selection of personnel, especially 
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thi' clu.or.tnf: of onk-cn^, air-crcw, clc. The relation lictwcen liability to neurotic breakdown 
and ubtinrnr.ditic:; of pcrsormliiy became obvious, and led to the formulation of the ‘neurotic 
oonr.litution' (Slater, i<>|3; Slater and Slater, 1944). 

According (0 these aiitJiors, the coiisfitutioml liability to neurosis varied quantitatively, 
but wan not of a unitaiy kind. Some men were highly susceptible to stress of one kind* 
otiicra to another, 'rhe very mode of breakdown and the type of symptoms exhibited varied 
from patient to patient, necessitating different diagnostic labels, different prognoses, differ- 
rtit methods of treatment. Although it was possible to diagnose one neurotic patient as 
Milferin}: from an anxiety state and another from hysteria, in the majority of patients symp- 
toms of both kinds could be found. The diagnostic groups faded into one another. The 
nature of the .symptoms, however, was found to have close associations with the basic 


pets.onality of the jiaticnt, and somewhat less close ones with the type of stress to which he 
ir.ul been subjected. Certain types of environment had a preferential effect in producing 
anxiety .symi)toms, others minor states of depression, others again a hypochondriacal pre- 
occtipalion, c.g. syphilophobia. In general, however, formes frustes of the eventually 
incapacitatitig neurotic symptoms could be found in tire patient’s past life, and were associ- 
ated with the make-up of his personality. 


It was pointed out that if we regard the disposition to neurosis as due to a number of 
distinct qualities, each of them subject to normal variation, clinical observations could be 
accounted for. In any one quality the man who would be liable to a neurosis would be likely 


to show a constitutional deviation from the average value to one extreme. In this respect he 
would be more susceptible to certain specific stresses, and if the stress passed a certain level 
of intensity, to break down. Once having broken down, he would be likely to show symp- 
toms of a specific and related kind. But the majority of men who were likely to break down 
under stress would be those, as the laws of chance would compel one to postulate, who 
showed minor deficiencies along a number of different lines rather than those who showed an 


extreme deficiency along one line only. Under ordinary circumstances one would therefore 


expect to find in one’s clinical material a mixture of different types of stress, breakdown 
occurring among men of constitutional susceptibility of a mixture of kinds, and clinical 
symdromes in which patients with symptoms of a pure type would be in a minority. One 
would, moreover, expect to find genctical factors of a multifactorial kind playing a part in 
the predisposition to nervous breakdown. 

From the point of view of a discussion of the problems of psychopathic personality, this 
theory has three advantages. It accounts for the incidence of neurotic symptoms and their 
relation to qualities of personality in an orderly and comprehensive way. It provides an 
account of the genetical basis of the neurotic disposition. And finally it brings the neurotic 
personality into a comprehensible relation with the psychopathic personality, neurotic 
symptoms into relation with psychopathic behaviour. The first of these three aspects has 
already been adequately dealt wdth, and the second will be treated in a separate section 
(p. 63). It remains to consider the third. 

It is clear that this theory is applicable not only to the development of symptoms of ill- 
ness in the individual under stress, but to human behaviour in general in any given set of 
environmental circumstances. Tachycardia, sweating, feelings of fear, insomnia, depression, 
faints, fugues and all the other phenomena which we call neurotic symptoms, are easily 
thought of as manifestations of a given personality and constitution in circumstances favour- 
able to their development. We could also consider tendencies to seek relief in alcohol, out- 
bursts of temper, wandering, dereliction of duty, lying and thieving, and acts of ruthless 
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cruelty in the same light. There can be no fundamental distinction between them; and such 
distinction as there is depends on their social effects and their liability to be dealt with by 
doctors or by other agents of society. We must indeed expect to find ‘psychopathic’ traits 
in the man, who, in his medical contacts, is generally classified as ‘neurotic’, and ‘neurotic’ 
traits in the ‘psychopath’. Admittedly, certain types of susceptibility are particularly likely 
to lead their possessor into circumstances in whi^ he himself suffers the main consequences. 
An unusually marked tendency to anxiety reactions is one such. But elsewhere consequences 
wll be more evenly divided between the individual and society, as is the case with those 
tendencies, sometimes called ‘hysterical’, which wdll at one time show themselves as 
headaches or loss of memory, at another as social parasitism, pseudologla, or persistent 
shoplifting. In still other cases, such as men with a grossly hypertrophied egoism, symp- 
toms of illness are little likely to appear and the whole effects of the abnormality of 
personality will be seen in personal relationships and career. 

We see, then, that the classification of human beings into types represents an over- 
simplification, however useful it may be practically. If we had no means of measuring the 
body, we should have to classify people into tall and short, and fat and thin. For medical 
purposes, we replace such crude categories by actual measurements. When we can make 
an adequate number of reliable psychological measurements, we shall be able to abandon 
the use of such terms as ‘obsessional personality* and ‘hysterical psychopath’, for measure- 
ments or indices which will be more informative. We have not as yet reached this point, but 
we are progressing in that direction. Psychologists are elaborating such tests, and the work 
of Eysenck and his collaborators (1960c) has shown how they may be used to discriimnate 
between neurotics and normals. Sheldon and his collaborators (Sheldon, Stevens and 
Tucker, 1940; Sheldon and Stevens, 1942) have found continuous %'ariation in both the 

physical and the - . . .... 

the two kinds of i . 


and psychological attributes of the indindual are but aspects of an underlying unity, and 
therefore aspects of one another. However their observations have since been questioned on 
statistical and other grounds (see pages 70 and 193). 

In this book we shall attempt to deal as far as we can in terms of mode! of variation and 
mode, of react, on, and to eschew the classification of either individuals or their non-patho- 

TMrf.nnc intn W'ltor.ficvhf r- * . 


logical reactions into watertight compartments. For 


... , * — purposes of clinical description, how- 

bnngs into relief all the ways in which some single quality may manifett i Jelf. “ 


AETIOLOGICAL ASPECTS OP CONSTITUTION 
Heredity 

In the previous section we have seen how m a ..r ,• . 

immediate psychiatric interest, human beings vary in a wav thatTo' personality of 
curve. This suggests that in each case variation is controlled bv a „ "“nnal 

determining factors, whose effects may be additive to one another TU 
factors might be either gcnetical or environmental in nature determining 

In the general field of animal and plant genetics the concent of harrr, • • 

between a mnltiphcty of genes, in determining characters which ^ ‘ntMaction 
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qiiuntitaiivoly, lur. now nn established place. Even tliose genes which produce single, 
specific and large elTccts are found to be subject, in tlie extent and the degree and the time 
of their manifestation, to the qualifying inJlucnce of the rest of the genetic constitution, 
usually referred to as modifying genes. It is indeed generally believed that evolutionary 
advance and the formation of species has very largely occurred by the accumulation of 
modifying gctics producing cflfccts of different kinds, those which are favourable being 
accumulated through natural selection. As no single gene possessed by the individual can 
be thought of as being quite without effect on any part of the body or on any vital function, 
it follows that these modifying genes involve the totality of the genetic constitution. 

'I’hc type of variation in any quantitative character produced in this way will necessarily 
lend to follow the normal curve. And the concept of genetical determination of attributes 
of personality accordingly fits very well with our observed findings in respect of any one 
character. But it also fits very well with numbers of characters taken together. As many of 
the getres which have a considerable effect in determining the degree of one quality will be 
identical with those which have a main share in determining a second quality, we must 
expect, on genetical grounds, to find some correlation between different qualities taken two 
at a lime, a correlation which will be much greater in the case of some pairs of qualities 
than in the case of other pairs. This also is observed in psychometric psychology. The 
genetical tlicory leads us also to expect some correlation between psychological qualities 
and somatic ones, such as had indeed been found and is the basis of the work on physical 
constitution in psychiatiy by Kretschmer and his followers. 

This genetical tlieory is adequate to explain the observed facts of variation, and it is 
supported by independent evidence that genetic factors do indeed play a large part in the 
formation of personality and in determining various psychological tendencies. This evidence 
is derived from w'ork on txvins and from family investigations. 

The literature on this subject is very large indeed, and there is no need to examine it in 
detail. It suffers from various defects, principally from the fact that clinical psychiatrists 
have not been able to examine their subjects by scales of measurement, but only by clinical 
impressions which have often amounted to no more than a finding that a certain quality 
was or was not present in fairly marked degree. 

EVIDENCE FROM TWINS. A fair amount of work has been done by psychologists on 
normal twins, enough to show that there are extensive resemblances in temperament and 
character between monozygotic (MZ) twins, greater than those which obtain between 
dizygotic (DZ) twins or ordinary sibs. A strilcing piece of work in this field is the report by 
Newman, Freeman and Holzinger (1937) on nineteen pairs of MZ twins reared apart from 
early years. Despite very different environments there w^ere marked resemblances between 
the twins both in the clinical impression they gave and their reactions to psychological tests 
of temperament; but the resemblance was less close than in the field of intelligence. 

Shields (1962) has reviewed the work done on separated MZ twins since that of New- 
man, and has provided an extended report on 44 such pairs which he had investigated 
himself, together with 44 control pairs of MZ twins, not separated. Most of the twins of 
the S series had been separated by the age of three months, but some much later. The 
separated pairs were no less alike than the control pairs in physique, intelligence or tempera- 
ment tests; the correlation in ‘neuroticism’, for instance, w^as -Po-53 in the S series and 
+ 0-38 in the C series. The author’s own personality ratings were more successful than the 
M.P.I. test in detecting the differences produced within pairs by environmental separation. 
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Monozygotic twins in both series were found to resemble one another in a I'ariety of vru} s, 
in mannerisms, voice, tastes, and sexual behaviour. Deviations in the disposition to quick 
temper, anxiety, emotional lability, rigidity, and cyclothymic traits vrere often concordant 
in both S and C series. Some but not all childhood neurotic traits, e.g. enuresis, but not 
sleep-walking, tended to be concordant. The differences found between members of the 
separated pairs seemed to be just as frequent in pairs separated after the age of four as in 
those separated soon after birth. 

Most of the work that has been done on normal twins, however, has little reference to 
clinical psychiatry. In the field of psychopathology the best body of knowledge has been 
accumulated by twin studies of crime. The first in this field was Johannes Lange. The 
result of his work was to show that in ten out of thirteen cases the unIo\'ular twin of a 


criminal was himself criminal, one of the exceptions being provided by a pair in which 
one had become criminal after a head injury. Not only was there concordance between the 
twins in respect of criminality, but also in the actual t^'pe of crime, the favoured criminal 
technique, the age of manifestation, etc. Thus one pair were both repeatedly guilty of 
robbery with violence, and in another pair both brothers engaged in a long series of 
frauds on some of the wealthiest men in Germany, using their gains to travel about the 
country with cars and secretaries as if they were princes. There was, in fact, very close 
similarity between the brothers in the personality make-up, out of which criminal activi- 


ties had grown. In the seventeen same-sexed binovular pairs, on the other hand, there 
were only two cases in which both of the pair were criminal, and there was little similarity 
in character. The effect of Lange’s work, which attracted very great attention at the time 
was to suggest that, apart from such accidents as organic cerebral disease, the make-up of 
the personality was determined almost exclusively by hereditary factors; and that social 
behaviour was itself the almost inevitable product of the personality. 

To some extent Lange’s work was confirmed by Rosanoff in U.S.A. (1934). Rosanoff 
collected 340 pairs of twins, divided approximately equally into three groups of adult 
criminals, juvenile delinquents and children with behaviour problems. In all three groups 
there was a very striking conformity between the uniovular pairs, which was not matched 
by the binovular ones. Rosanoff’s work is not adorned with the detailed and fascinating 
character studies which make up such a large part and much of the value of the work of 
Lange; but he shows that in the discordant uniovular pairs the criminality of the one twin 
IS as often as not of a rather accidental nature. Such factors as this, as well as inadequacy of 
information, may account for the fact that only two-thirds out of all the uniovular adult 
pairs were concordant. Rosanoff distinguishes between criminality, the objectively observed 
criminal behaviour, and criminalism, the ‘strong and persistent constitutional tendency 
which manifests itself under various conditions of no special difficulty or strain’ Th* 
work has been reported m greater detail later (Rosanoff, Handy and Plessett loiil 
A necessary correction to the work of Lange was provided by that of Kranz f and f 

Stumpfl (1936). Both of these workers made systematic studies in the criminal 
North and South Germany respectively OTth eve^ effort to get an inclusive Ld unbiased 
collection, in which binovular pairs would be as well investigated as the uniovular ones Th • 
results went to show that Lange was in every way right in his vietv that the make un of th ' 
personality was determined, at least to a preponderant extent, by hereditarv f t 
but that Rosanoff had been equally right in thinking that accidental and envir 
factors played a large part in determining whether or not that personality actually desc'^ndld 
into a life of crime. Family tradition was important, as was shown by the fact that amo ^ 
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male h’uiovulnr pairs there was a considerable measure of concordance. Two brothers, of 
dissimilar character, might both be led into crime, though of a dissimilar kind, by the 
elTect of bad cxatnplc and other psychological and environmental influences. 

'I'he possible contribution of gcnctical factors to the causation of homosexuality will 
be discussed later (p. 169). Apart from this, most of the systematic twin work in the field 
of neurotic and personality disorders has been carried out in the Genetics Unit at the 
Maiulslcy Hospital, 'riuis Slater (1953) in a scries of about 300 twin pairs found 8 MZ and 
.)3 DZ [lairs with concordant diagnoses in the co-twins in only 2 of the former and 8 of the 
latter. Work Iw Shields (1954) on schoolchildren showed that MZ twins resembled one 
another closely in the tyjic of neurotic reaction shown, but much less markedly in the 
degree. The main factors determining whether a child became neurotic seemed, in fact, to 
be environmental, though the mode in which a neurotic reaction was shown was influenced 
more by hereditary factors. 

A study of 12 MZ and 12 DZ pairs, in which the index twin was diagnosed as suffering 
from ‘hysteria’ was reported by Slater (1961). The remarkable observation was made that 
there was no indication whatever that genetical factors made any contribution to the 
specifically hysterical nature of the symptomatology. Not one of the 24 co-twins received 
a formal diagnosis of hysteria; 3 MZ and 2 DZ pairs were concordant in receiving a 
diagnosis of neurosis in a wider sense; and, using the widest form of classification, 5 MZ and 
4 DZ pairs were concordant in which both members of the pair had received treatment 
from psychiatrist or general practitioner for neurotic symptoms. The fact that, however 
we look at it, no difference is to be found between the MZ and the DZ pairs, cannot be 
reconciled with a major contribution to the aetiology from the genetical side. The implica- 
tions of this work are further discussed on page 104. 

Parker (1964 b, c) investigated 21 pairs of twins, in which the index case had received a 
diagnosis of neurosis or personality deviation at the Bethlem Maudsley or Belmont 
Hospitals during 1959-61. He considers that twin work has very limited usefulness in 
unravelling the interaction of heredity and environment in the causation of mental illness; 
and he is strongly critical of the use of diagnostic classification in the field of neurosis and 
personality deviation, and in the application of the concept of concordance to clinical 
data so classified. However, his observations led him to cast doubt on the theory that the 
high concordance rate for psychiatric disorder in MZ twins could be attributed to mutual 
identification (1964^); and the tabulated data he shows (1964c) reveal remarkable similari- 
ties in diagnostic classification of index twins and co-twin. 

All the twins admitted to the Bethlem Maudsley Hospitals during 1948-1958, with a 
diagnosis by the hospital psychiatrist in the index case of neurosis or personality deviation, 
are now being reviewed. Follow-up information has been obtained about 384 individuals. 
Case summaries were prepared (by J. Shields) on all individuals in whom there was any 
psychiatric symptomatology, and ‘blind’ diagnoses were then made on these summaries 
(by E. Slater). In this material there were 80 MZ and 112 DZ pairs; and the diagnostic 
classifications made on the MZ pairs grouped under the categories of the International 
List of Diseases, 1947, are shown in the table below. It should be noted that, with the 
benefit of follow-up data, some of the Maudsley diagnoses of neurotic and psychopathic 
states had to be altered to psychotic ones or to epilepsy. Nevertheless, with all the admitted 
weaknesses of psychiatric diagnosis and despite the grave defects of the I.L.D. 1947 schema, 
there is a remarkable degree of similarity in the diagnoses made on twins and co-twins, 
mitting those co-twins who were regarded as ‘within normal limits’, we have 40 pairs 
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m which both twias received a psychiatric diagnosis; in 25 pairs the diagnosis in twin and 
co-twin fall into the sanxe group, as against an eKpectation of 11 * 4 , 


Index Tii'in 


Monozygotic Co-Tu'in 



Psychoses 

300 301 353 

1 

1 ! 

Neuroses | 
i 310 311-8 1 

Ipersonality 
^ disorders 1 
320-4 , 

Normal | 

Total 

Psychoses 

300 Schizophrenic 

2 — — 

! 

— 1 

1 

1 

2 

6 

301 Manic-depressive ' 

_ 3 — 

3 

1 

— 

4 ! 

n 

353 Epilepsy 

— — — 

— — 

— 

1 

1 

Psychoneurotic Disorders 
310 Anxiety reaction 


7 - 

1 

9 1 

17 

311-8 other neuroses 

— — — 


3 ' 

9 

12 

Disorders of 

Character^ etc, 

320-4 Pathological 
personality etc. 

2-2 




1 

! 33 

Totals 

4 3 2 1 

11 

B 


1 40 

i 

80 


The finding that genetical factors probably play a major part in some neurotic states 
and some personality deviations, and a minor one in others, has received support from the 
work of Gottesman (1962, 1963). This worker investigated normal schoolchildren aged 
14 to 18, 24 MZ and 24 DZ pairs. The findings obtained with the Minnesota Multiphasic 
Personality Inventory (M-M.P.I )are of considerable interest. The values of H (‘heritability 
index’) for the ten scales of the M.M.P.I. are, in order of ascending value: 


Scale H 

3 Hy hysteria 0 00 

6 Pa paranoia O-OS 

5 Mf pathological sexuality 0']S 

J Hs hypochondriasis 0'16 

9 Ma hypomania 0-24 

7 Pt psychasthcnia 0-37 

8 Sc schizophrenia 0*42 

2 D depression 0*45 

4 Pd psychopathic deviation 0-50 

0 Si social introversion 0*71 


Commenting on his work Gottesman remarks, ‘It would appear that neuroses with hypo- 
chondnacal and hysterical elements have no or low genetic component, while those with 
elements of anxiety, depression, obsession and schizoid withdrawal have a substantial 
ado'esKntrampk ■ “"ditions obtaining for this particular 

The evidence from the study of twins, therefore, leads us to the view that hereditary 
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factorti pfay an itni)ortant role in the development of personality. The influence of the 
environment has been demonstrated most clearly in the small proportions of individuals 
affected hy organic tliscasc and injury. One must suppose also that the influences of early 
home life, affection or rejection, upbringing, training and education have a powerful effect 
it\ moulding the development of the personality. 

ICVlDl-NCl-: I- ROM FAMILY INVESTIGATIONS. While the study of twins leads us 
to the view that hereditary factors play an important role in the development of personality, 
wc are left in the dark about the nature of these factors and their specificity. For informa- 
tion on this aspect we have to turn to investigations of families. 

Of all neurotic syndromes, the evidence relating to genetical predisposition is best 
with the obsessional neuroses. Luxenburger (1930) examined the parents and sibs of 71 
(»bsessionals, and found anankaslic qualities in 15 per cent, of fathers, 6 per cent, of mothers 
and Kf per cent, of sibs. Lewis (19350) found even higher proportions — 37 per cent, of 
parents and 21 per cent, of sibs showed mild or severe obsessional traits. Both Lewis and 
Luxenburger favour the view that the anankastic or obsessional predisposition is a specific 
one. An opposite view was taken by Brown (1942); but in his material the obsessional, 
anxious and hysterical relatives arc found clustering in the families of, respectively, the 
obsessional, anxious and hysterical probands. The most recent report is that of Riidin (1953). 
She found that 5 per cent, of the parents and 2 per cent, of the sibs of her obsessional 
patients had had an obsessional illness, and, in addition, 5 per cent, of the parents and 3 per 
cent, of the sibs had obsessional personalities. 

The data relating to anxiety states are less in amount. Meinnes (1937), examining the 
relatives of 50 anxiety neurotics, found that 15 per cent, of the parents and 15 per cent, of 
the sibs had had anxiety neuroses also; among the relatives of psychiatrically normal 
controls the corresponding figures for parents and sibs were 4 per cent, and 5 per cent. 
Brown found 21 per cent, of parents and 12 per cent, of sibs of anxiety neurotics had had 
anxiety neuroses, i.e. conditions producing some temporary social incapacity; but such 
conditions were found with about half those frequencies in the relatives of obsessionals 
and hysterics. Cohen (1951) investigated the families of army recruits suffering from ‘neuro- 
circulatory asthenia’ (N.C.A.). Among the relatives of the acute cases the frequency of N.C.A. 
was hardly higher than in the relatives of a control group; but it was very high in the 
relatives of chronic cases — 18 per cent, in fathers, 55 per cent, in mothers, 13 per cent, in 
brothers and 12 per cent, in sisters. Among the children of these patients N.C.A. was 
common, but there was no evidence of hysteria, depressions or obsessional neurosis. 

When we turn to hysteria, the evidence is conflicting; it will be discussed in the section 
on Hysterical Reactions on page 103. 

An important recent advance, the discovery of the XYY syndrome, has had to find 
place in a postscript on p. 691. 


Somatic Factors 

The association between temperamental traits and bodily build has been observed 
from the earliest times; Hippocrates described homo apoplectiais and ho 7 }io phthisicus in 
the fifth century b.c. A valuable review of the field has been provided by Linford Rees 
HofioF The modern approach has differed from that of earlier observers in that we now 
think of quantitative variation along a number of dimensions where they used to think 
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in terms of bodily types. Some of the more commonly used and better founded typologies 
are shoNvn in the table below, which is an extract from a much larger table given by Rees. 


1908 Sigaud 

1919 Viola 

1921 Kretschmer 

1940 Sheldon 

1945 Rees and Eysenck 

1953 Lindegard 


I 

digestive 

megalosplanchnic 
pyknic 
endomorph 
curymorph 
fat factor high 


2 

muscular 

normosplanchnic 

athletic 

mesomorph 

mesomorph 

muscle factor high 


respiratory-cerebral 

microsplanchnic 

leptosomatic 

ectomorph 

leptomorph 

length factor high. 


In dimensional terms, it seems that there are three modes of measurement which are 
likely to be fairly independent: (i) body size, (a) relation between height on one side and 
breadth and depth on the other, and {3) the relation benveen the shoulder girdle and the 
pelvic measurements. 

BODY SIZE. The relation between body size and psychological and psychiatric manifesta- 
tions has not proved very important. Stature, as a principal component of body size more 
stable than weight or volume, proves to be a characteristic which is sensitive to environ- 
mental differences, especially in the quality of nutrition enjoyed in childhood and adoles- 
cence; and it is, accordingly, more closely related to the social history and background of 
the individual than to his mental make-up. Furthermore, in so far as if is found to be 
associated with differences in attitudes, it may have caused them along psychogenic rather 
than biological path\vay8. It is probably for the social reasons mentioned that micro- 
somatic men have been found to have, compared with the meso- and macro-somatic, on 
average a lower intellectual capacity, lower educational records, a higher proportion of the 
unskilled, and a poorer work record. In personality, those on the macrosomatic side tend 
towards rebelliousness and aggressiveness, those of the microsomatic side towards weak, 
dependent, anxious and hypochondriacal traits. Persons deviating towards either extreme 
have expectations of nervous breakdown which are larger than those pertaining to the 
mesosomatic. They have higher incidences of childhood symptoms, and a higher propor- 
tion are prone to be of unstable personality. 


BODILY PROPORTIONS. Variation in the proportionate development of the adult 
body, either linearly towards relatively greater height, or circumferentially towards greater 
breadth and depth in trunk measurements, has attracted much attention; and investigations 
of this aspect of the bodily constitution have been fertile in ideas, Kretschmer (1Q36I was 
particularly successful in starting psychiatrists to think along these lines. He comidered 
that pyknic individuals tended to be cyclothymic, and were more than normally liable 
to manic-depressive psychoses; schizothymic individuals and still more schizophrenics 
tended to be leptosomatic. The physical and the psychiatric modes attained popular usaae 
and became combined with the psychological typology of C. G. Jung by which people 
were classified into extroverts and introverts. ° ^ 

An adrance was made by Sheldon and his collaborators, who employed lame scl. 
photography and measurements of normal individuals. Instead of the indivM,„l l..- 
classified as falling into one type or another, he was graded by being given oto ^ 
along a three-dimensional scale. By associated psychological testing tbJ 
dimensions of endomorphy, mesoraorphy and ectomorphy vyrre cor ektS 
temperamental dimensions of viscerotonia, ^“nutotonia aL cerebr«on^^^^^ 
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nh(i\v;i itnctf in roiaxalion, love of comfort, sociability; somatotonia in vigour and assertive- 
tUMr.; cvrolHOtotua in restraint and inhibition. Sheldon found correlation coefficients of 
the Older of d O’H between variations along the physical and psychological dimensions; 
but subs;et|uent workers have been unable to confirm these very high values. 

in the investigations by means of direct measurements of the living body carried out 
by Hces and l-yscnck (1945), Eysenck (1947) and Rees (1950 a, h, c), hysterical personality 
traits, hysterical symptoms and hysterical diagnoses were found to be associated with 
deviation towards the eurymorphic (pyknic) pole in both sexes. Depressive characteristics 
in both sexes, and to a lesser extent both anxious and obsessional characteristics, were 
associated with deviation towards the leptomorphic pole. Work based on Sheldon’s formula- 
tion has also associated anxiety and obscssionality with ectomorphy; and ectomorphs have 
been found to be more liable to neuroses than persons of other types. Delinquents both 
male atul female have been found to be more mesomorphic than control samples (Glueck 
and Glueck, 1950; Gibbons, 1957). 

'bhe Sheldon terminology tends to become complicated, with the use of three dimen- 
sions which arc supposed to be independent, since workers can and do classify not only 
by an excess of development along one dimension but also by a deficiency. Thus one can 
find cctopcnic, mcsopcnic and endopenic individuals; and according to Sheldon hysteria 
is associated with cctopenia, neurasthenia with mesopenia, and psychasthenia with endo- 
pci\ia. Sheldon’s work has been criticized on the grounds that the evidence provided does 
not support the postulation of more than two independent types of temperament. His 
schema is three times as complex as that of a simple linear mode of distribution between 
two poles (e.g. the formulation of Rees and Eysenck) and there is no evidence that it is 
any more efficient. 

ANDROGYNY. From developmental studies of the normal population Tanner (1951) 
proposed the use of an index whose numerical value in centimetres is given by 3 x bi- 
acromial diameter — bi-iliac diameter. This index has been found to be normally distributed 
in each sex with a mean of 90 •! ±4'7 for men and 78 -9 ±4*6 for women; the misclassifica- 
tion between the sexes is of the order of 12 per cent, (see also pp. 192-3 and Plates I-V). 

This index has been applied to psychiatric patients suffering from effort syndrome, 
neurosis, homosexuality (male), depression and schizophrenia. Rey and Coppen (1959) 
found that patients of both sexes had a signifieantly lower (more feminine) androgyny 
score and a narrower bi-acromial diameter than their control groups. Proceeding from the 
masculine to the feminine poles, the order in whieh the means were distributed was (i) 
controls, (2) homosexuals, (3) neurotics, (4) depressives, and (5) schizophrenics. The 
findings relating to schizophrenics were later confirmed by Cowie, Coppen and Norman 

(^960)- 

It seems that this interesting anthropometric feature, which is likely to have correlations 
with traits of temperament, has received insufficient attention. 

BRAIN-WAVE PATTERNS. A certain amount of progress has been made in defining 
the association between variation in personality and the electro-physiology of the brain 
both in normal subjects and in psychiatric patients. The electroencephalogram has proved 
to be nothing Iffie as sensitive an instrument in the study of the human personality and its 
variations as had been hoped in the early days after Berger’s discovery. However, certain 
findings now rest on a firm basis. Electrophysiologists are agreed that, when they are taken 
under standard conditions, the pattern of the brain-waves is very constant to the individual. 
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Lennox, Gibbs, and Gibbs (1945) have also shown that uniovular twins resemble each 
other so closely in this respect, that it is possible to diagnose uniovularity from the E.E.G. 
alone with only a small margin of error. The genetical basis for the individual pattern is 
thereby established. Lennox and other workers have also found that a tendency to ‘dysrhy- 
thmia’, wluch is very common in epilepsy, is also shown in excess by the parents and other 
relatives of epileptics. 

The pattern of the brain-waves is different in childhood from what it becomes in adult 
life, and what is normal for the child is abnormal for the adult. This observation has led to 
the concept of maturation, and it seems probable that electroencephalographic maturation 
proceeds step by step with psychological maturation. Much of the psychiatric abnormality 
shown in the behaviour disorders of early adult life can be related to emotional immaturity, 
and tends to disappear as the individual passes into the thirties and forties*, and it is among 
persons of this type that E.E.G. abnormality is particularly common. In this context it is 
of interest that behaviour disturbances are more frequent in boys than in girls and that 
maturation of the E.E.G. tends to proceed at a slower rate in the former (Rey, Pond and 
Evans, 1949). There is evidence also that the immaturity of personality found in the 
psychopath is associated with corresponding anomalies in the electrophysiology of the 
brain. In an enquiry into 104 non-epileptic psychopaths by Hill (1952) three types of 
abnormality were defined, all of them reflecting defective maturation of the cerebrum. 
In Hill’s as in other studies (Cohn and Nardini, 1958-9) the E.E.G. abnormalities have 
been most marked and consistent in psychopathic individuals manifesting aggressive 
behaviour, The commonest abnormality found by Hill was excess of bilateral rhythmic 
theta activity \vith an amplitude greater than or equal to the alpha rhythm j this occurred 
in 22 per cent, of subjects. It was seen at highest amplitude in the temporal and central 
regions, failed to respond to visual attention and was accentuated by hyper\'entilation. 
In 3*2 per cent, of subjects variants of the alpha rhythm were present. Perhaps the most 
specific and important abnormality was the occurrence in 14 per cent, of cases of foci of 
3 to 5 cycles per second activity in the posterior temporal regions, this anomaly being 
found in only 2 per cent, of controls. The focal slow activity was often greater in amplitude 
than that of the alpha rhythm and in a proportion of cases it was unilateral, right-sided 
foci being commoner than left. It is probably relevant that epileptic patients with temporal 
lobe foci often show inter-seizure anomalies of behaviour reminiscent of those found in 
aggressive psychopaths. 

The pattern of the brain- waves is also related to the physiological state of the body, and 
tends to become abnormal if the individual is subjected to such physiological stresses as 
over-breathing, lowering of the blood sugar, over-hydration by drinking large quantities 
of fluid, etc. It is under these circumstances, also, that abnormal behaviour is most 
hkely to appear; and it seems that those individuals who are most inclined to impulsive 
and aggressive aas are also those who show a comtimional instabilily of nervous control. 

However, little success has attended the attempts made to correlate the E.E.G with 
finer variations in personality structure. A few studies are perhaps worthy of mention In a 
recent study by Savage (1964^) high scores for extraversion were found to be significantlv 
related to high alpha amplitude. Shagass and Jones (1958) found that the sedation threshold 
(estimated by measurements made on the E.E.G. after administration of 0*5 mg /ke body 
weight of amylobarbitone sodium injected intravenously by means of a special techniauel 
was significantly different m individuals manifesting different types of neurotic disturbance* 
thus the threshold was 2*79mg./kg. in conversion hysteria, 4*78 mg./kg in neurotic 
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({sjueM -.ion. aiul 5 -27 mg./kg. in anxiety stales, as compared with S'Opmg./kg. in non- 
pal ient controls, "rhe results liave been confirmed by some authors and called into question 
Iw others, 'i’he itnportant lesson taught by recent investigations, however, is that careful 
(juantifieation of both psychological variables and E.E.G, phenomena in the course of 
entiuiries in ihi.'^i field tends on the whole to yield more informative and meaningful findings 
than those recorded in the earliest E.E.G. studies in psychiatry. One of the most striking 
facts is that abnormalities in the I'kli.G. tend to become commoner as the section of the 
population brought under investigation becomes more abnormal, particularly if the 
abnormality includes propensities for aggressive and explosive behaviour. Thus the 
frequency of li.E.G. abnormalities is at a minimum (5 per cent.) in individuals highly 
selected for emotional stability such as flying personnel (Williams, 1941). It is greater 
(tc; per cent.) in the general population (Hill and Watterson, 1942), still greater (26 per 
cent.) in a neurotic population (Williams, 1941c), and higher still (65 per cent.) among 
nggre.ssivc psychopaths (Hill and Watterson, 1942). In an enquiry in a group of subjects 
who had committed murder without motive and little or no provocation, 73 per cent, were 
found to have an abnormal E.E.G., while among those obviously insane when their crimes 
were committed the incidence was 86 per cent. (Staflford-Clark and Taylor, 1949). The 
hi.E.G. is of course important in the diagnosis of epilepsy and in the localization of focal 
lesions in the brain ; but it is also of some relevance for the study of the psychophysical 
constitution. 


Psychological Factors 

As the whole of any Western Society is based on the possibility of influencing the 
development of character by education, tradition and other psychological forces, it would 
seem superfluous to demand any proof of the role that psychological factors play. It is still, 
however, far from settled just how far personality is amenable to moulding in this way. 
The work of anthropologists, such as Margaret Mead, has shown that in different cultures 
human personality can develop along widely divergent lines, even in such apparently 
fundamental aspects as the relationship between parent and child, male and female domin- 
ance, and pacifism or belligerence. It can fairly be objected that the societies studied differ, 
not only in their cultural tradition, but also in their genetic make-up ; but even with this 
proviso we must allow wide latitude for human plasticity, particularly in the years of infancy 
and childhood, and for the play of environmental psychological forces in shaping personality. 

The mode in which psychological determinants act is almost as much disputed as their 
total effect. A reasonable theory is provided by the experiments and the theories of Pavlov, 
which would in fact describe the learning of socially acceptable modes of behaviour, the 
control of emotional expression, etc., in terms of conditioning (see Chapter I, p. 20). As the 
infant grows into a child, and the child into an adult, the nervous system is growing 
organically; neural pathways are being successively myelinated and brought under more 
precise central control, by which more and more refined modes of response to the environ- 
ment become available. Together with organic growth, the child develops habitual responses 
to constantly recurring stimuli or complexes of stimuli. Individual stimuli which regularly 
recur together become organized into ‘Gestalten’, which can then act as a single stimulus. 
The phenomena of affection for the mother, which are shown early in infancy, can in this 
way be accounted for as correlates for her significance to the child as a provider of food, 
warmth and physical comfort. A very deeply ingrained conditioned response of this kind 
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tfr|nt-i 4 t>n, nfifl 5 0.7 inf'./kg. in anxiety slates, as compared with 3-09mg./kg 
p.stierit rontwh. Tlie results have been confirmed by some authors and called intc 
iiy others. The tinparUuU Ic.sson tauglu by recent investigations, however, is th 
quantifiration f)f both p.sychologica) variables and E.K.G. phenomena in the 
rfifjuirirs in this field lends on the whole to yield more informative and mcaningfu 
than those recorded in the earliest E.K.G. studies in psychiatry. One of the mos 
iacts is tiuu abnormalities in the IC.li.G. tend to become commoner as the seed 
jntpttiation brought under investigation becomes more abnormal, particular 
ubnormality includes propensities for aggressive and explosive behaviour. 
(Vapicftey of JUC,G. abnormalities is at a minimum (5 per cent.) in individua 
selected for emotional stability such as dying personnel (Williams, 1941). It i 
(15 per cent.) in the general population (Hill and Watterson, 1942), still greatei 
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aggressive psychopaths (Hill and Watterson, 1942). In an enquiry in a group of 
who had committed murder without motive and little or no provocation, 73 per o 
found to have an abnormal E.E.G., while among those obviously insane when the 
were committed the incidence was 86 per cent. (Stafford-Clark and Taylor, 19 
E.IC.G. is of course important in the diagnosis of epilepsy and in the localization 
lesions in the brain; but it is also of some relevance for the study of the psyche 
constitution. 


Psychological Factors 

As the whole of any Western Society is based on the possibility of influen 
development of character by education, tradition and other psychological forces, 
seem superfluous to demand any proof of the role that psychological factors play. 1 
however, far from settled just how far personality is amenable to moulding in t 
The work of anthropologists, such as Margaret Mead, has shown that in different 
human personality can develop along widely divergent lines, even in such ap 
fundamental aspects as the relationship between parent and child, male and female 
ance, and pacifism or belligerence. It can fairly be objected that the societies studie 
not only in their cultural tradition, but also in their genetic make-up; but even v 
proviso we must allow m'de latitude for human plasticity, particularly in the years of 
and childhood, and for the play of environmental psychological forces in shaping pers 

The mode in which psychological determinants act is almost as much disputed 
total effect. A reasonable theory is provided by the experiments and the theories of 
which would in fact describe the learning of socially acceptable modes of behavi( 
control of emotional expression, etc., in terms of conditioning (see Chapter I, p. 20), 
infant grows into a child, and the child into an adult, the nervous system is ^ 
organically; neural pathways are being successively myelinated and brought unde 
precise central control, by which more and more refined modes of response to the e 
ment become available. Together with organic growth, the child develops habitual rei 
to constantly recurring stimuli or complexes of stimuli. Individual stimuli which re 
recur together become organized into ‘Gestalten’, which can then act as a single st 
The phenomena of affection for the mother, which are shown early in infancy, can 
way be accounted for as correlates for her significance to the child as a provider c 
warmth and physical comfort. A very deeply ingrained conditioned response of th 
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If the conception that much of the individual qualities of a man’s personality are in 
some way connected with the structural make-up of some particular part of his brain is 
not one that calls for much in the way of criticism, neither is it one that leads us very far. 
The personality changes that have been found to be associated with gross damage to the 
hypothalamus are of a rather limited kind, and are very far from covering the whole range of 
psychopathic personality as clinically observed. It was the much more speculative opinion, 
usually adopted by those psychiatrists who concerned themselves with the cerebral localiza- 
tion of personality, that morbid changes in the brain are to be called into account for all 
cases of psychopathy which called for criticism, and has in fact been severely criticized by 
Schneider. Schneider considers that the term psychopathy should be used to describe 
either the extreme variant, or that which from a teleological point of view lies under some 
sort of disadvantage. Patients whose personalities have suffered disadvantageous change 
after encephalitis, or after head injury, should not be ranked as psychopaths, however close 
clinical resemblances may be between them and well-known types of constitutional psycho- 
paths. For him the class of psychopaths is to be rigidly restricted to individuals whose 
abnormality is inborn, even though not necessarily due exclusively to hereditary factors. 

This view seems to us unduly restrictive and one that leads to artificial distinctions. 
The moment of birth seems an arbitrary point at which to distinguish between different 
kinds of determinants, and an absolute distinction between the effects of heredity and 
environment is equally impossible. We must suppose that the personality of a man has been 
affected by the experiences through which he has passed, as well as by his original heredi- 
tary make-up and such gross noxae as brain diseases and traumata which he may have 
suffered. We are led to a conception of constitution, as the momentary product of original 
endowment and of all the physical and psychological processes of the past, and one which 
therefore is constantly changing as the individual passes through life. The man who has 
suffered a brain trauma or an attack of encephalitis has a constitution which has been 
altered by their effects, and if in consequence he shows traits of personality which lead to 
illness or social consequences, there is no reason why he should not be classified as psycho- 
pathic. This provides a self-consistent conception of psychopathy as a clinical variant, 
which may then be investigated aetiologically without preconceptions. 

Examining then the whole range of psychopaths who are met with clinically, we find 
that many of their number, although probably still considerably the smaller part, are so 
because of the fact that they have suffered some destructive lesion in the past. It is probable 
that the nature of many of these lesions is unknown; those we are aware of are numerous 
in their variety, and they have made their effects felt at almost any point in life, before and 
after birth. 

Prenatal processes and injury at birth producing such conditions as Little’s disease, and 
the other pathological causes of imbecility and idiocy, do not impair the intellect alone, 
but also leave their marks on the personality. In any hospital for the care of the mentally 
deficient, there is a high proportion of patients who show psychopathic features, or periodic 
or lasting emotional disturbances. A significant development in recent years has been the 
increasing attention paid to the possible importance of minimal degrees of cerebral damage 
meurred during pregnancy or childbirth upon psychiatric disability during childhood 
and adult life. Evidence has accumulated that limited damage which does not result in 
overt neurological signs or symptoms may contribute to causation of disabilities which 
have not previously been regarded as organic in character. Pasamanick and his 
have conducted retrospective enquiries into the birth history of patients suff../ 
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ivUfi tli'nicinsion, least of ad in tlic neuroses and personality disorders. As far as one 
i\M\ f.rc ahtr.ul. tlie longitudinal or historical aspects of causation will be relevant in the 
ittvi’t.tig.ttion of neurono.s as well as the cross-sectional ones. The difficulty at the present 
time is tfiat the reeonstructioji of the past has been undertaken with insufficient rigour to 
protnote the growth of a body of scientific knowledge. A valuable review of the role of 
'Cluldhood upbringing and other environmental factors’ in personality development and 
p.nyehtatric disr)rdcr (O’Connor and Franks, i960) has shown how little consistent and 
reliiiblc information has accumulated in relation to such questions as the precise effects 
of parental attitudes, maternal deprivation and other aspects of early childhood experience 
ofi later devckqimcnt. 'rircrc is, however, no reason to suppose that more stringent, care- 
fully-planned enquiries could not yield more useful information. In the meantime, the 
hypothesis that neuroses and their associated personality patterns have to some extent 
been learned in the course of development and can in part be explained by vicissitudes and 
ailvantagos in the formative years of personality growth, accords so well with clinical 
experience that it would be unreasonable to ignore it. 


Pathological Factors 

STRUC^TJRAL AND ORGANIC, The outbrealc of epidemic encephalitis lethargica at 
the end of the First World War, with its sequelae of post-encephalitic personality changes 
and disorders of behaviour, turned the minds of many psychiatrists to a consideration of 
the relationship of deviations of personality to the structural integrity of the brain. Thought 
was stimulated along two lines. On the one hand it was held possible that all deviations of 
personality of an extreme degree might, by dint of much further research, prove to have 
a basis in pathological change. On the other hand, the problems of relationship between 
psychiatric symptoms and cerebral localization were thrown widely open. An outstanding 
exponent of this school of thought was Kleist. He anatomized the psyche into the three 
aspects of somatopsyche, with its seat in the grey matter of the third ventricle, the thymo- 
psyche and the autopsyche, both of them localized in the thalamus and the pallido-striate 
region. He distinguished correspondingly between the somatopsychically abnormal, such 
as hysterics and sex perverts, those with thymopsychic deficiencies, such as the emotionally 
unstable, the anxious and the cold and unfeeling, and psychopaths with autopsyche 
abnormalities, such as the egoistic, the paranoid and the obsessional. It was to some extent 
a matter of indifference whether the actual deviations of personality observed were regarded 
as due to hereditary factors which had caused some abnormality of development of the 
hypothetically affected part of the brain, or whether this part had suffered change from 
some structural organic process. 

It is now generally accepted that much of the emotional activity of the individual, with 
which qualities of personality are intimately bound up, proceeds alo7ig paths radiatmg from 
thalamic aiid hypothalamic centres. This has been shown, not only by the changes that occur 
in previously habitual patterns after epidemic encephalitis, but also after brain trauma or 
with cerebral neoplasms in these parts. But there is much to show that the focus of attention 
should not be on this part of the brain alone, but rather that other parts of the brain may 
be the ones more directly involved, although probably those parts which have some fairly 
direct connexion with the thalamus and hypothalamus. Thus it is generally accepted that 
character changes of a rather subtle kind are fairly constantly to be observed after the opera- 
tion of prefrontal leucotomy, in which the frontothalamic radiation is principally affected. 
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If the conception that much of the individual qualities of a man’s personality are in 
some way connected with the structural make-up of some particular part of his brain is 
not one that calls for much in the way of criticism, neither is it one that leads us verj' far. 
The personality changes that have been found to be associated with gross damage to the 
hypothalamus are of a rather limited kind, and are very far from covering the whole range of 
psychopathic personality as clinically observed. It was the much more speculative opinion, 
usually adopted by those psychiatrists who concerned themselves with the cerebral localiza- 
tion of personality, that morbid changes in the brain are to be called into account for all 
cases of psychopathy which called for critidsm, and has in fact been severely criticized by 
Schneider. Schneider considers that the term psychopathy should be used to describe 
either the extreme variant, or that which from a teleological point of view lies under some 
sort of disadvantage. Patients whose personalities have suffered disadvantageous change 
after encephalitis, or after head injury, should not be ranked as psychopaths, however close 
clinical resemblances may be between them and well-known types of constitutional psycho- 
paths. For him the class of psychopaths is to be rigidly restricted to individuals whose 
abnormality is inborn, even though not necessarily due exclusively to hereditary factors. 

This view seems to us unduly restrictive and one that leads to artificial distinctions. 
The moment of birth seems an arbitrary point at which to distinguish between different 
kinds of determinants, and an absolute distinction between the effects of heredity and 
environment is equally impossible. We must suppose that the personality of a man has been 
affected by the experiences through which he Iws passed, as well as by his original heredi- 
tary make-up and such gross noxae as brain diseases and traumata which he may have 
suffered. We are led to a conception of constitution, as the momentary product of original 
endowment and of all the physical and psychological processes of the past, and one which 
therefore is constantly changing as the indmdual passes through life. The man who has 
suffered a brain trauma or an attack of encephalitis has a constitution w’hich has been 
altered by their effects, and if in consequence he shows traits of personality which lead to 
illness or social consequences, there is no reason why he should not be classified as psycho- 
pathic. This provides a self-consistent conception of psychopathy as a clinical variant, 
which may then be investigated aetiologically without preconceptions. 

then the whole range of psychopaths who are met with clinically, we find 
that many of their number, although probably still considerably the smaller part, are so 
because of the fact that they have suffered some destructive lesion in the past. It is probable 
that the nature of many of these lesions is unknown; those we are aware of are numerous 
in their variety, and they have made their effects felt at almost any point in life, before and 
after birth. 

Prenatal processes and injury at birth producing such conditions as Little’s disease, and 
the other pathological causes of imbeality and idiocy, do not impair the intellect alone, 
but also leave their marks on the personality. In any hospital for the care of the mentally 
deficient, there is a high proportion of patients who show psychopathic features, or periodic 
or lasting emotional disturbances. A significant development in recent years has been the 
increasing attention paid to the possible importance of minimal degrees of cerebral damage 
incurred during pregnancy or childbirth upon psychiatric disability during childhood 
and adult life. Evidence has accumulated that limited damage which does not result in 
overt neurological signs or symptoms may contribute to causation of disabilities which 
have not previously been regarded as organic in character. Pasamanick and his colleagues 
have conducted retrospective enquiries into the birth history of patients suffering from 
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r.tl ir,xhy, l^eluwiour disorder and speech difHcultics. They found that abnormalities 
durtoft the prenaLd and perinatal periods were significantly greater among their cases 
than lunnng controls (Rogers, Pnsamanick and Lilicnfcld, 1955), The views of this group 
v.crc weii tmtmtinrii'ed in a paper by Knobloch and Pasamanick (1959): ‘Sometime ago 
wr cnnstructcd a hypothesis of a "continuum of reproductive causality”. According to this 
hypothesis there is a lethal component of cerebral damage which results in foetal and 
nronalal deaths, and a sub-lethal component which gives rise to a scries of clinical and 
nctirn- psychiatric syndromes depending on the degree and location of the damage’. They 
go on to state that, in addition to well-known sequelae such as epilepsy and mental sub- 
tuuinality, minimal brain damage may give rise to tics, behaviour disorders and learning 
tiiliicultios. 'Pile conclusions drawn by these authors have often been criticized on various 
grounds such as, for example, their failure adequately to control social class which could 
have contributed to the disabilities under consideration (Pond, 1961). They have, however, 
performed a valuable service in drawing attention to an important field of enquiry that has 
received inadequate attention. Observations along similar lines have been published by 
Stott (1957). Prcchtl (i960) has, on the basis of prospective studies, described a choreiform 
syndrome in children who had suffered from perinatal hypoxia and also a hypokinetic 
syndrome associated with hypotonia, drowsiness and apathy alternating with irritability 
which he also attributes to minimal brain damage. The findings in this area must be 
weighed with caution and criticism but the concepts of ‘minimal brain damage’ and ‘the 
invisible lesion’ arc of some importance in psychiatry. It has become clear in a number of 
fields that clinically evident neurological damage and cognitive defect do not occur until 
the extent of brain damage exceeds a certain threshold. The view that some disorders of 
emotional life and personality may be associated with lesions that have not reached this 
threshold is supported by indirect evidence and is therefore a plausible one. It certainly 
merits careful investigation. 

In the same way postiiatal injuries and diseases, such as birth injury, cerebrospinal 
meningitis, congenital lues, etc., also leave marks on the personality of the same non- 
specific kinds. Chorea, occurring rather later in childhood, also commonly leaves some 
mental sequelae, of w'hich the most common are a tendency to jerkiness and lack of smooth- 
ness in motor co-ordination, lack of emotional control, obscene utterances, and tendencies 
to anxious and hysterical reactions (see p. 381). 

In adult life a psychopathic development may occur after lesions of the brain, especially 
of the frontal cortex and, as has already been said, in the neighbourhood of the hypothala- 
mus and mid-brain. Perhaps the commonest of these syndromes is seen in the subject of 
cerebral contusion. If this is at all extensive, it is likely to leave behind a change in the 
personality, by which neurasthenic, hysterical and paranoid reactions are favoured, and one 
is likely to see inadequate control of mood variations, both endogenous and psychogeni- 
cally precipitated, tendencies towards hypochondriasis, irritability and aggressiveness, and a 
general lack of initiative and energy. 

The character changes which are brought about by prefrontal leucotomy vary much 
from case to case; but among their common features is a tendency to the short-circuiting 
of emotional reactions, to a greater immediacy of response with a diminished power of 
procrastination and reflection, reduced insight, forethought and consideration for others, 
and what is often the purpose of the operation, a lesser tendency to worry. 

In summary, we may say that structural damage to the brain is likely to leave some effects 
the personality; but that the change produced rvill depend on the original constitutional 


on 
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make-tip as well as on the site and extent of the lesion. We are yet far from a cerebral localiza- 
tion of the psychopathic symptoms most commonly seen, but there are reasons to hope 
that further knowledge in this field will accrue tvith time. 


SPECIAL FORMS OF REACTION AND OF PERSONALITY 


The Depressive Reaction 

OCCURRENCE IN THE NORMAL. Fluctuations in the mood state, either in the direction of 
excitement^ elation and euphoria, or contrariwise in the direction of depression, unhappi- 
ness and malaise, are of daily occurrence to any normal man. The extent, the duration, and 
the direction of the change depend both on the circumstances which have called it forth, 
and on the constitution of the individual. Normal changes in the upwards direction, how- 
ever, are exceedingly seldom of such a degree that the attentions of the doctor are required, 
and they are of little medical importance. It is sufficient to remember that they occur, and 
that their significance in the past history of the individual patient may be considerable. 

The fluctuations in the depressive direction, on the contrary, may easily reach such a 
pitch that the subject is incapacitated, and has to call for the help of a doctor. As a suicidal 
depth is not infrequently reached, there may be need for specialized psychiatric treatment, 
sometimes in a mental hospital. 

A depressive mood change as severe as this may be produced, either by exceptional cir^ 
cumstances in an individual of fairly average constitution, or by events of a more ordinary 
kind in those who are naturally liable to instability of mood. It is, perhaps, rather surprising 
that many normal people can go through events of the most tragic Lnd, and yet never 
reach such a depressed state that they are incapacitated or take their own lives. Nevertheless, 
personal tragedy is a commonplace in this world, and severe reactive depressions are seen 
from time to time by the psychiatrist, where the whole of the effective causes can be 
regarded as environmental in nature. As a rule such states are produced by ys urirj on 
critical change, the death of a wife, the loss of ajob, the threat of scandal or imprison- 
ment, the breaking of a love-^air, and are much less frequently precipitated by a 
more gradual accumufation of miseries. Many Jews committed suicide in Vienna 
i\hen that city was occupied by Hitler’s troops; but there were very few suicides in 
the concentration camps. 


PHYSI OLOGICA L BASIS, The physiological basis of depressive states is still largely unknown 

i . ■ . 


iiiL. im, uc^icasiuiis 01 laicf luc aiiu tiic iiincss IS otten re^tixg in type (see Chapter X 
p. 569). In the depressed state, the biochemical teguiation of the body is altered. There is 
usually some rise of bloqt(:jir®sure. but the action of the heart is commonly slowed. All 
gastric and intestinal movements are also slowed down, and there is, subjectively loss of 
appetim and conjjipation. A marked degree of psychomotor_retardation is uncommon and 
is usually regarded as a sign of a depression of the endogenous type; nevertheless a minor 
degree is usual in reactive states, if the depression be only severe enough. The skin loses ’t 
healthy flush, and the circulation in the extremities may be somewhat reduced ' * 

The sections on the biochemical, physiological and cerebral aspects of manic-denressiv 
psychosis ^ee pp. 198-204) should be read in conjunction withthis section - 
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trrchra! p;il&y, bclwvionr clii^nrdcr and speech difficulties. They found that abnormal 
dtiriuft the. prenatal and perinatal periods were significantly greater among their c 
than atnong controls (Rogers, Pasamaniclc and Lilicnfcld, 1955). The views of this gr 
were well jaiinmarized in a paper by Knobloch and Pasamanick (1959); ‘Sometime 
we (ann^tructed a hypothesis of a “continuum of reproductive causality”. According to 
liypothcsis there is a Ictlial component of cerebral damage which results in foetal 
nronnfal rlcaths, and a 8ui)-lcthal component which gives rise to a series of clinical 
neuro-psychiatric syndromes depending on the degree and location of the damage’. T 
go on (0 stale that, in addition to well-known sequelae such as epilepsy and mental s 
normality, minimal brain damage may give rise to tics, behaviour disorders and learn 
difiicuUics, 'I'lie conclusions drawn by these authors have often been criticized on vari 
grounds such as, for example, their failure adequately to control social class which coi 
have contributed to the disabilities under consideration (Pond, 1961). They have, howe\ 
performed a valuable service in drawing attention to an important field of enquiry that : 
received inadequate attention. Observations along similar lines have been published 
.Stott (1957)* Prechtl (i960) has, on the basis of prospective studies, described a choreifo 
syndrome in children who had suffered from perinatal hypoxia and also a hypokine 
syndrome associated with hypotonia, drowsiness and apathy alternating with irritabil 
which he also attributes to minimal brain damage. The findings in this area must 
weighed with caution and criticism but the concepts of ‘minimal brain damage’ and *1 
invisible lesion’ arc of some importance in psychiatry. It has become clear in a number 
fields that clinically evident neurological damage and cognitive defect do not occur ur 
the extent of brain damage exceeds a certain threshold. The view that some disorders 
emotional life and personality may be associated with lesions that have not reached tl 
threshold is supported by indirect evidence and is therefore a plausible one. It certaii 
merits careful investigation. 

In the same way postnatal injuries and diseases, such as birth injury, cerebrospii 
meningitis, congenital lues, etc,, also leave marks on the personality of the same no 
specific kinds. Chorea, occurring rather later in childhood, also commonly leaves sor 
mental sequelae, of which the most common are a tendency to jerkiness and lack of smoot 
ness in motor co-ordination, lack of emotional control, obscene utterances, and tendenci 
to anxious and hysterical reactions (see p. 381). 

In adult life a psychopathic development may occur after lesions of the brain, especial 
of the frontal cortex and, as has already been said, in the neighbourhood of the h3q)othal 
mus and mid-brain. Perhaps the commonest of these syndromes is seen in the subject 
cerebral contusion. If this is at all extensive, it is likely to leave behind a change in tl 
personality, by which neurasthenic, hysterical and paranoid reactions are favoured, and 01 
is likely to see inadequate control of mood variations, both endogenous and psychogen 
cally precipitated, tendencies towards hypochondriasis, irritability and aggressiveness, and 
general lack of initiative and energy. 

The character changes which are brought about by prefrontal leucotomy vary muc 
from case to case; but among their common features is a tendency to the short- circuitin 
of emotional reactions, to a greater immediacy of response with a diminished power c 
procrastination and reflection, reduced insight, forethought and consideration for othen 
and, what is often the purpose of the operation, a lesser tendency to worry. 

In summary, we may say that structural damage to the brain is likely to leave some effect 
on the personality; but that the change produced will depend on the original constitutionJ 
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make-up as well as on the site and extent of the lesion. We are yet far from a cerebral localiza- 
tion of the psychopathic symptoms most commonly seen, but there are reasons to hope 
that further knowledge in this field will accrue with time. 


SPECIAL FORMS OF REACTION AND OF PERSONALITY 


The Depressive Reaction 

OCCURRENCE IN THE NORMAL. Fluctuations in the mood state, either in the direction of 
excitemenf, elation and euphoria, or contrariwise in the direction of depression, unhappi- 
ness and malaise, are of daily occurrence to any norma! man. The extent, the duration, and 
the direction of the change depend both on the circumstances which have called it forth, 
and on the constitution of the individual. Normal changes in the upw'ards direction, how- 
ever, are exceedingly seldom of such a degree that the attentions of the doctor are required, 
and they are of little medical importance. It is sufficient to remember that they occur, and 
that their significance in the past history of the individual patient may be considerable. 

The fluctuations in the depressive direction, on the contrary, may easily reach such a 
pitch that the subject is incapacitated, and has to call for the help of a doctor. As a suicidal 
depth is not infrequently reached, there may be need for specialized psychiatric treatment, 
sometimes in a mental hospital. 

A depressive mood change as severe as this may be produced, either by exceptional eir- 
ctimstanees in an individual of fairly average constitution, or by events of a more ordinary 
kind in those who are naturally liable to instability of mood. It is, perhaps, rather surprising 
that many normal people can go through events of the most tragic kind, and yet never 
reach such a depressed state that they are incapacitated or take their o>vn lives. Nevertheless, 
personal tragedy is a commonplace in this world, and severe reactive depressions are seen 
from time to time by the psychiatrist, where the whole of the effective causes can be 
regarded as environmental in nature. As a rule such states are produced by a^sudden 
critical change, the death of a wife, th^ loss of a_j ob. the threat of scandal or imprison- 
ment, the breaking of a love-j^air, and are much less frequently precipitated by a 
more gradual accumulation of miseries. Many Jews committed suicide in Vienna 
when that city was occupied by Hitler’s troops; but there were very few suicides in 
the concentration camps. 


PHYSioLOG^L B-\sis. The physiological basis of depressive states is still largely unknown. 
Certain poisons have an almost universal effect in causing depression, the toxin of infi5.en2a, 
for instance, res?ii>ine and the sulphonamide drugs. Physical illness is commonly associated 
with the depressions of later life and the illness is often rel ative in type (see Chapter X 
p. 569). In the depressed state, the biochemical regulation of the body is altered. There is 
usually some rise of bloo^^^ressure, but the action of the heart is commonly slowed. All 
gastric and intestinal movements are also slowed down, and there is, subjectively loss of 
appetite and constipation. A marked degree of • . - ’ 
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is usually regarded as a sign of a depression of 
degree is usual in reactive states, if the depress! ^ .....a 

healthy flush, and the circulation in the extremities may be somewhat reduced 

The sections on the biochemical, physiological and cerebral aspects of manic’-deoressive 
psychosis ^ee pp. 198-204) should be read in conjunction withthis section. In many 
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j>hyr.to(>:tt|jolo|'ica! and actiological enquiries no sharp distinction between the varieties 
of (U-prciisuoft is altempled. 'J'hcrc is, moreover, probably some overlap in the clinical 
picture and aeliologioa! basis of neurotic and endogenous forms of depressive illness, 
although the e:<tcnt of this is in dispute. 


AS.^JCtATUiNS. Reactive states, in which a melancholy mood is the only psychological feature 
of any iihpdrtance, arc rather commoner than pure anxiety states, but still unusual. As a 
ftde (here arc other noetic features, among the most frequent of which arc symptoms of 
a ncunuithcnic kind (q.v.). Aiixicty and hypoc^driasis arc also often seen, and at times 
hysterical features or irritability may colour the picture, 

Organiti^tates arc very commonly the prime cause of a depression. Depression is some- 
lijucs the presenting symptom of gcneraljiaralysis, and not uncommonly of arterioscJeTOtic 
dementia. Acute physical illness, or convalescence therefrom, may preergitate aiT^tack; 
.and depressive features arc frequent in the symptomatic psychoses. There is hardly a 
sitiglc organic syndrome which has not at some time or another been found to be associated 
with depression. 

Among the endogenous psychoses, sch izophr enia is important as a frequent cause of 
depressive reactions ; and the severe depressive state in the young patient has to be regarded 
with some suspicion on this account. 

PREDISPOSITION. Tlic predisposition to depressive reactions is difficult to distinguish from 
ihc^ycloTHymic constitution ; the two must be regarded as distinct, but they are probably 
related. Depressive reactions are of more than normal frequency in those who also suffer 
unmistakably endogenous variations in mood, and the patient with a good capacity for 
self-observation will at times describe the entirely dijferent subjective experience of the 
tw'o types of illness. One of our patients, for instance, suffered from more than one 
endogenous depression, but was also depressed for three years after the death in battle 
of her fiance; this latter depression was for her an experience of a different nature, as 
though she was consistently low-spirited she had none of the psychomotor retardation 
and sensation of almost physical illness and ineptitude which she had learned to know in 
her endogenous phases. Manic-depressive psychoses are comparatively rare, whereas 
depressive reactions are fairly common. 

In the majority of patients who suffer from a reactive depression the constitutional 
malce-up plays a significant role. Ge netical factors, doubtless of a multifactorial kind, enter 
the picture; and it is common to hear of other relatives being unstable in mood, or having 
suffered from a similar illness. The past personality of the patient shows a greater lability 
than usual. He is elated by pleasant occurrences, cast down by disappointments, more 
than most of his circle. Alternatively, he may be described as being placid enough, but 
likely to brood upon unpleasant events, to be unable to throw things off easily, and even, 
constantly of a mildly pessimistic nature. The relation between personalities of this type 
and those that belong to the manic-depressive group is clinically a close one; but the 
outstanding feature of the cyclothymic disposition, the tendency to moods that come ‘out 
of the blue’, that have their own recurrent rhythm, is lacking. The man who is predisposed 
to a reactive depression may have had more than his fair share of mood swings, but they 
have been precipitated by circumstances of an appropriate kind. All his depressions are 
‘understandable’, though they may have reached a degree and duration beyond the com- 
monly accepted limits of the ‘normal’. 
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IFomen ^re rather more liable to this sort of instability than men, though the difference 
is ndl a very marked one. In the experience of most psychiatrists, reactive depressions 
are rather more evenly distributed between the sexes than are the endogenous ones. Jge 
also plays a part. Children, though profoundly depressed by trivialities, are almost i mmu ne 
to lasting changes of mood. The capacity for prolonged mood changes appears at puberty, 
and in adolescence may reach a considerable degree, even sufficient to allow of suicide, 
a catastrophe which may be precipitated by an unhappy love-affair, or by a failure at an 
examination. Nevertheless, failing an untimely termination of this kind, youthful resilience 
usually allows rapid recovery. In middle life the tendency is to a longer duration, and 
depressive illnesses become more frequent. The tendency increases with age up to the 
senium. In the later age groups, organic deterioration plays some part in increasing the 
tendency towards depression. 

Psychological factors cannot play any notable part in creating the predisposition to 
depression, although they enter largely into precipitation. 

P RECIPITATIO N. The Common immediate cause of a depressive reaction is an incident, a 
grief, a loss or a disappointment, which would produce some lowering of spirits even in 
the most normal. To result in psychological illness, either the incident has been of an 
uncommonly g rave nature, or the individual to whom it has occurred is unduly msceptible, 
or his susceptibility has been inqteasgd by such a thing as recent physical illness. Not 
uncommonly the final straw is illness itself, particularly septic illnesses and toxaemias; 
influenza very commonly causes in convalescence a very severe depressive state. In other 
cases, the precipitating incident has come at the end of a long series of disappointments 
and frustrations. 

CLINICAL FUTURES. Reactj ve de pressions show, as a rule, only a graver degree of the changes 
observable in the normal man when temporarily cast down. The marks of a gross ph)’sioIo» 
gical change, retardation and inhibition, agitation, delusional ideas, depersonalization, are 
nearly always jacking . Even self-reproachfulness is only slight, though seIf-e\'aIuation is 
disturbed. Good contact xcith reality is maimained.'^^e most notable feature is the mood 
change itself. The patient feels unhappy, unfit to cope with day-to-day affairs or to face 
the future, which seems a gloomy one. Lack of energy, difficulties in concentration, early 
and excessive fatigue and other neurasthenic symptoms are frequent. An endless circle of 
unpleasant thoughts goes round in his head, and he finds it difficult unaided to throw him- 
self out of his preoccupations. Although his judgement of the future and of his own affairs 
is impaired by his consistent gloom, there is no tendency towards the formation of out- 
spoken delusions. Once he can temporarily cease to contemplate his melancholy state, 
and apply his mind to realities, there is an immediate upsurge in the direction of greater 
normality. It is a feature of these conditions, which carries great diagnostic weight that 
the patients can be distracted from thrir woes, and in cheerful company, or at some place 
of entertainment, return for the time being to their usual selves. ^ 

SJeep is commonly disturbed, and may be interrupted by unpleasant dreams But a par- 
ticular tendency to waking m the early morning is unusual, and there is no diurna l rh\thn 
m the depth of depression such as is seen in the endogenous depressioHTlfthere is a 
change during the day, it is usually towards a worsening of the depression when the 
patient is tired in the evening. The patient retains his responsiveness, and by tuminv 
his mind, even for a few minutes, onto a cheerful topic, his mood can be lightened In 
interview, for instance, he can be brought to smile at some absurdity or a play of humour 
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Hi'-. <leprc.f.r.ic)n is connected in the closest and most logical way with its psychogenic causes- 
and he can tel! his questioner exactly what it is that is making him unhappy and why! 
Sonnitic manifestations arc not prominent, although there may be some tendency towards 
«;onstip;Uiojt, and n Ivypochondriacal attitude towards the illness. 


DIITI ui'NTtAt. niAGNO.sis.^Thc most important difl'crcntial problem is to distinguish between 
these reactive states nnd^e ndotrenous de pjessions (sec Chapter IV, p. 219). Important data 
can be derived from the family history, from the account received of the past personality and 
»)f prcviotis psychiatric illness. 'I'lie man who is susceptible to reactive depressions will often 
describe previous attacks of depression, but they will be seen to be themselves reactive 
to a psychogenic precipitant and to have persisted only as long as the unfavourable cir- 
eiimslances themselves lasted. There will be no history of depressions coming ‘out of the 
Itluc'. 'hhe personality will not be that of the cyclothymic, but rather of the over-labile 
asthenic, perhaps, with some obsessional traits. The present illness will be traceable to a 
definite point in time at which events took an unfavourable turn. The clinical state will 
show in its bability and responsiveness to circumstances that it has no deeper biological 
basis. Retardation and severer degrees of inhibition will not be seen in any but the gravest 
rcacli\-c states, and are then not very pronounced. 


■ I'hc next important point that should attract enquiry is the existence or not of any 
liasis in^physical illness, and especially so where psychogenesis seems inadequate and the 
past rccor "3 not that of an excessively unstable man. In older patients, vascula r disea se is 
very commonly accompanied by a mild degree of depression, not distinguishable clinically 
from psychogenic states. 

Finally the question must be asked whether depression is an entirely seco ndary 
symptoni, and whether there are indications of other types of psychiatric illnws, of 
Tr s chizoph r enia for instance. Such conditions will hardly be missed when a full examination 
of the mental status is made. The depression which is not uncommonly the first symptom 


of an oncoming schizophrenia^oes not usually give the impression 

reaction. . 


of being a psychogenic 


COURSE, PROGNOSIS AND OUTCOME. These reactions almost invariably remit in due course, 
as the patient recovers from physical ill-health, or his circumstances take a turn for the 
better, or the passage of time allows him to forget a loss or a disappointment. He will 
then return to his normal frame of mind, which may, of course, be of a naturally gloomy 
turn. The risk of suicide, however, is not inconsiderable, especially as psychomotor 
inhibition and indecisiveness are not present to prevent its being attempted; but the 
danger is seldom so great as to call for certification. At the height of his illness the patient 
may feel suicidal, but once he can be brought beyond this point the danger diminishes 
rapidly. Those depressive states which cause over many months an unceasing danger of 
suicide, with repeated attempts necessitating the closest possible watch, are not the reactive 
depressions. The danger of chronicity is negligible, unless the personality, itself is of the 
unremittingly depressive and pessimistic type. As a rule, these illnesses are not of long 
duration, and two to four months see the patient through the worst of his trouble. They 
are however, highly dependent on the circumstances that have called them forth, and if 
these are of a permanently unfavourable kind, disability may be prolonged. The man 
who has, at a relatively advanced age, lost a position of a type that he can hardly expect 
to get again, and the man whose domestic circumstances are of a permanently worrjdng 
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id frustrating kind, will not find it easy in any circumstances to regain a cheerful level 
spirits. 

lEATMENT. The treatment of these states is in the first place of a simply psvchoth erji pp"«^i <^ 
nd, guided by common sense. If the circumstances which have precipitated illness can 
; repaired, or the patient can be shown how they may be surmounted, the outlook for 
rly recovery is good. That type of psychotherapy which devotes attention to establishing 
If-knowledge and understanding is very appropriate. Lengthy psychoanalysis is hardly 
’er called for. It is very often desirable to secure some change of milieu, and a temporary 
lease from an environment that constantly reminds the patient of his troubles; and it 
well if the new environment is of a gently stimulating kind, and not unprovided with 
stractions. For this reason, admission to hospital is not always the best thing, although 
the hospital be of the type of a rehabilitation centre, and well supplied with opportunities 
ir social engagen^nt and occupation it can hardly be bettered. 

The advent of**anti-de pressiv e drugs has transformed the treatment of this group of 
isorders. Recent ei^uiries have placed the differential diagnosis between endogenous and 
;active depressioit on a more precise and quantitative basis (see Chapter IV, p. 222). Where 
fstematic clinical appraisal shows the patient to be suffering from an unequivocally 
eurotic form of depression the drug of choice is probably a monoamine oxidase inhibito r 
ich as phenelzi ne which can be given in initial doses of i/; mg. three times a da y or 
ocarboxazid. 10 mg. t.d.s. This can be combined with tranquillizing agents such as 
j lordiazepoxid e in doses of 1 0 mg t.d .s. As the patient shows signs of improvement 
1 10 to 14 days the dosage of these drugs can be r educe d. However, medication tvith a mono- 
hine oxidase inhibitor has frequently to be maintained for a period o T 8 to 12 weeks to 
:hieve a stable remission and some patients require treatment for longe 7 periods. Qheeae, 
ro^d beans, Marmite and similar yeast extracts must be excluded from the diet. Where the 
iagnosis is more doubtful owing to the presence of one or two endogenous features such as 
irly morning awakening or consistent retardation, t^ptizoLm doses of 25 mg. daily, rising 
> a total of 15010 200 mg. daily should be tried. If a monoamine oxidase inhibitor has been 
le first drug administered, a period oMhree weeks should be allowed to elapse before any 
rug of the imipramine group i^iven. If drug treatment fails to elicit a respons e or'iLthe 
atie nt is persistently suicida l or if a swift response to treatment is for some reason imper- 
el ectroconvulsive treatment mav_ have to be used. It is rarely indicated nowadays and 
■ it is used, the number of treatments should be kept t o a minimum . In patients with 
rominent j^iety or with hysterical fea tures in their personality the results have to be 
arefurty watched as unpleasant s'ide-effects or an exacerbation of symptoms are common 
Jevertheless, E.C.T. sometimes plays a useful part in helping the patient to throw off inertia 
nd depression which persist, as if of their own momentum, after the patient has in his mind ' ' 
ealt with and disposed of the main psychological sources of I ’ 

:.C.T. is used without dealing adequately with the patient’s 
le response, if any, is likely to be short-lived and amnesia 
xacerbated anxie ty will be common complications. 


ms current attack of illness. If 
reasons for feeling depressed, 
h >-sterical manifestations and 


The Neurasthenic Reaction 


EFINITION, OCCURRENCE IN THE NORRUL. The SVmptOms thnt 

eurasthenic involve as their central feature a reduction in the mna/-? called 

nerg>-. capacity for the output of 
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'I'hf term ‘luniraKtiuniia’ was coined by G. M. Beard who, in his book on American 
(iKSo), took up the timcdionoured idea of a varying tonus of the nervous 
t'j.lrin wliich might be sthenic or asthenic. The term was generally accepted, and 
emasthenia became a fashionable diagnosis for all kinds of neurotic conditions, which 
‘ere supposed to originate from mental weakness and nervous over-sensitivity. The 
[Uicepl of over-.sensitivity was added to that of asthenia, probably because of the everyday 
bservatinn that those who arc fatigued or weak after illness are particularly sensitive 
> pains, discoitiforis, anxieties and irritations. Pierre Janet (1908) emphasized the sensitive- 
css of certain neurotics, and described as ‘psychasthenics’ a group of patients closely 
dated to the obsessional. Since Janet’s time controversy has been endless, and many of 
ie vmjustifialdc generalizations of later authors have themselves in turn been discarded, 
fhat remains as valid is that certain symptoms and a certain type of personality can best 
c described by comparison with the normal state of subjective fatigue. 

J'adt^iic is shown in the physical field as a reduction in the amount of spontaneous 
lovemcnt, lassitude, bodily relaxation and some loss of tone, lack of power and of certainty 
id precision in movements, and possibly some retardation. In the mental field, similarly, 
icrc is a reduced capacity for mental effort and lack of initiative and willingness to under- 
ike new activities. Thought may tend to wander and is less successfully directed toward 
specific goal. 

'J'Jicsc symptoms, not in themselves unpleasant if they can be indulged, are a normal 
cpcricnce towards the end of a day’s activities. They are frequently not total in their 
icidcnce, i.e. they relate to a continuation of the activities which have been persisted 
I for many hours, but may not be associated wdth other activities which would be a change 
om the first. Nevertheless in the fatigued state, even a fresh activity produces more rapid 
ring than it would in the same person after rest. 


IIYSIOLOGICAL BASIS. The occurrence of mental fatigue, as a physiological phenomenon, 
as often been doubted. Some authorities incline to the view that its basis is purely 
notional. Nevertheless physiological work does suggest that fatigue occurs at the synapse, 
ad a reflex arc becomes fatigued more rapidly than a neuromuscular preparation. One 
light assume that the larger the number of synapses involved, as in more complicated 
irms of behaviour, the earlier would fatigue ensue. 

Emotional factors certainly enter the picture. One tires more rapidly with an unpleasant 
lan with a pleasant activity. Where activity is of a stereotyped kind, and involves the 
idless repetition of essentially the same process, the subject rapidly becomes ‘bored’, 
■hich is not the same as tired. The emotion of ennui is relieved at once by a change of 
ecupation and leaves no sequela, but it is otherwise with fatigue. The individual becomes 
red, rather than bored, if the occupation is so stereotyped as to be uninteresting, but at the 
ime time demands unremitting attention, as for instance w^hen decisions are called for 
om time to time. Even interesting work can be very fatiguing; fatigue will then creep 
p on the subject without his being aware of it, but make its presence overwhelmingly 
;lt if there is an interruption or interest flags. 

Activities which produce mental and physical tension, such as those which are accom- 
anied by anxiety, are usually rapidly tiring. Fatigue, in this case, appears to involve the 
atonomic system, so that after a prolonged period of over-activity there is a drop in 
utonomic tonus. A fall in blood pressure is as a rule accompanied by the experience of 
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lassitude and anergiaj and those whose blood pressure is consistently low tire rapidly, 
and tend to show a lower energy output than those with a higher level. 

The role of sleep, and the sleep mechanism by which fatigue is normally overcome, 
must be mentioned in this connexion. People vary much in their ability to derive benefit 
from quite short periods of sleep; very energetic men seem to have more than their share 
of this capacity. Neurasthenics, on the other hand, tend to suffer from insomnia although 
on going to bed they feel both tired and sleepy. In the normal, an emotional conflict or 
preoccupation with an insoluble personal problem may prevent quiet refreshing sleep, 
and a state of over-wakefulness and restlessness ensues which shows all the characteristics 
of a neurasthenic reaction. 

PREDISPOSITION. There is much individual variation in the susceptibility to fatigue and 
in the level of energy output normally engaged In; and this is probably connected with 
autonomic tonus and endocrine balance. The subthyroid patient and the patient with a 
consistently low blood pressure tend to be found at one end of the scale, their opposites 
at the other. 

Bauer (1921) drew attention to the physique of the neurasthenic — his narrow build, 
thin bones, flaccid muscles, small heart, general infantile appearance, and lack of ‘turgor’. 
He also described excitability of the autonomic centres shown in vasomotor lability, 
blushing, cold and blue extremities, and red nose; and he noted the mental content of 
phobias and the relation to obsessional reactions. Weakness of the instincts, ‘psycho- 
sexual infantUism’, frigidity and fear of pregnancy in the female, and failure in marriage, 
have been associated with neurasthenia by Mathes (1924). Slater (1945) found that in 
a group of neurotic soldiers those whose sexual lives were conducted at a low level of 
activity and interest distinguished themselves from the remainder by being even more 
often of asthenic physique and having less constitutional resistance to neurotic break- 
down. 

Apart from these bodily and endocrine relations, the neurasthenic is allied to the anxious 
constitution. The man who is over-liable to anxiety is also likely to get tired easily. There 
are many people who go through life, \vithout evidence of marked variation from the 
normal in endocrine or autonomic functions, who yet are consistently anergic, easily 
dismayed and discouraged, and who have less than average powers of persistence. Men 
of this type were common among the neurotic casualties in the armed forces during the 
last war. Maxwell Jones (194b) showed that patients suffering from anxiety states, ‘effort 
sj'ndrome and related conditions, when tested with the ergograph, felt exhausted at a 
time when estimations of the blood lactic acid and other physiological tests showed that 
they had as yet suffered little ill effect from the physical effort they had expended. In some 
it was likely that the state of fatigue was a hysterical conversion symptom determined by 
the special situation and the wish to escape from further service; but in others there 
appeared to be a more lasting feebleness of conative powers, of will and purpose. 

Any debilitating physical illness may cause or contribute to a neurasthenic tendency, 
and 'organic neurasthenia: is generally accepted by physicians. Organic diseases such as 
syphilis, intoxications, arteriosclerosis, encephalitis and trauma, frequently present neur- 
asthenic symptoms in their early stages or in their milder forms. 

A similar state of temporary duration may also be seen in the man of psychiatrically 
fairly normal disposition who, as a result of severe environmental stress, has gone through 
a severe and prolonged anxiety reaction. Although a very minor degree of depression is 
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clinically very difiiciilt to distinguisli from organic neurasthenia, depressive reactions are 
le:'c-. lil;cly to leave the ncnrastlicnic aftermath which one sees after recovery from severe 
anxiety states. 

/l!>r is an important predisposing factor. Neurasthenic states are practically never seen 
in children, except as the actual concomitants of physical illness. Although children tire 
very rapidly, they also show great resilience, and their ready distractibility protects them 
from fatigue states of any duration. In youth, also, the tendency is small, although it is 
at this time that one first sees the chronic neurasthenic personality showing itself in its 
true colours. In middle life the instinctual drive supplied by the endocrine system begins 
to give out, and neurasthenic states begin to become common. The tendency is further 
increased when degenerative changes in the brain begin to make their effects felt. 

ci.iNiCAi. 1 'I:atuiu:s and associations. States in which neurasthenic symptoms are accom- 
panied by no others arc rare in psychiatric experience; but the symptoms themselves are 
common, especially in depressive illnesses, anxiety states and organic deteriorations. 
Neurasthenic symptoms may be the first ones to be seen in arteriosclerotic, senile or 
syphilitic demeirtia. Depressive illnesses, both endogenous and reactive, almost always 
involve some degree of lassitude, inertia, fatigue and loss of initiative. A neurasthenic 
picture is not infrequently seen in the course of sehizophrenic illnesses; and the hebetude 
which accompanies schizoplwenic impairment of personality bears a resemblance to organic 
neurasthenia. The circulatory disturbances seen so commonly in the chronic schizophrenic 
may be partly responsible. 

In the way of clinical description, there is not much to add to what has already been 
said. Symptoms of lassitude and lack of conalive drive are usually accompanied by some 
loss of spirits and of cheerfulness. On clinical examination there is a reduction of activity, 
and in the field of mental testing there is commonly some slight retardation and an impair- 
ment of concentration. Where, as is often the case, the picture has arisen in a patient who 
is constitutionally liable to such a reaction, evidence will be obtained from the previous 
histoiy of the occurrence of similar reactions, and of a deficiency of drive which will have 
had effects on the conduct of a career, on the choice of a marriage partner, and elsewhere. 

While the picture of pure neurasthenia as described by the psychiatrists of fifty years 
ago seems to have become rather a rarity, patients are still seen whose sole complaint is 
weakness and hypochondriacal concern with their lack of mental energy. They are often 
at the same time restless in an aimless fidgety manner, over-sensitive to noise and light, 
and easily irritated by the presence of others. They avoid company, live a solitary carefully 
regulated life, and are incapable of following any regular occupation. 

differential diagnosis, course, outcome and treatment, a neurasthenic reaction must 
always be investigated from the aetiological point of view, as it seldom arises — apart from 
the constitutionally asthenic personality — as a primary state. The exclusion of an organic 
basis is especially important. If an underlying factor is found, the course, outcome and 
treatment will depend entirely on this finding. 

The differential diagnosis from a state of depression will often be difficult, but must 
be attempted because of the possibility of treatment, in the case of a primarily affective 
disorder, by convulsion therapy. It must not be forgotten that a constitutional asthenic 
mav suffer from an endogenous depression; and the constitutional depressive who belongs 
to the cyclothymic group of personalities, and is liable to occasional exacerbations of 
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depression and anergia, is often mis-diagnosed as a chronic neurasthenic. Sometimes it is 
only the result of convulsive treatment, entered into empirically, which will disclose the 
affective nature of an apparently neurasthenic state. 

In the 'chronic neurasthenic’, the future depends on the estimate which is made of 
the underlying personality, the extent to which environmental stresses have contributed 
to the existing incapacity, and the extent to which these stresses can be avoided in future. 
Because of their poverty of symptoms, cases of long standing are rarely accessible to 
psychotherapy, persuasive, suggestive or analytical. They frequent the surgeries of general 
practitioners and are as a rule satisfied with the prescription of a tonic medicine or some 
other placebo. These patients are frequently helped by monoamine oxidase inhibiting 
drugs, which may be given for some weeks at a time with intermissions. Some patients 
feel nearly normal on a dose of dexamphetamine; but great care must be used with this 
drug which is markedly prone to produce habituation. 

The Anxiety Reaction 

OCCURRENCE IN THE NORMAL. Anxiety reactions are a fundamental mode of response in 
the normal adaptation to environmental circumstances of particular kinds. They carry 
an unpleasant emotional tone, which may, perhaps, have survival value in predisposing 
the individual to avoid circumstances which evoke the reaction. Such circumstances are 
those which impose an expectation of danger or distress, or the need for a special effort, 
the time for which is not yet. The state is only likely to arise when effective action, whether 
avoidance or attack, cannot yet be taken. In its extremer degrees anxiety becomes fear; 
but common to all its degrees is the subjective experience of tension and of unpleasant 
anticipation. This is even true when the danger, for instance, is past before the reaction 
becomes manifest. This may easily occur when the speed of events outstrips that of the 
body's physiological change. The sudden apprehension of a motor accident, for example, 
followed by its immediate passing, may be succeeded after the event by the almost con- 
temporaneous experience of anxiety and of relief. 

All normal persons are prone to such reactions, before examinations, before a critical 
interview or during it, before making a public address or appearing on the stage, and so 
forth. Fear-evohing situations were exceedingly common for all classes of the population 
in belligerent countries during the war, and the sound of the air-raid siren, or the whistle 
of an approaching bomb, w’ere almost universally effective stimuli. 

In ordinary life circumstances of these kinds are mostly of a non-recurrent nature. 
When they are recurrent, habituation can occur in cither of t^vo directions. Where a 
succession of such experiences provides an increasing confidence that they will be sur- 
mounted successfully, the stimulus gradually loses its effect. Where no such confidence 
can be gained, or where experience gives an increasing background of failure or humilia- 
tion, sensitivity increases too. 

PHYSIOLOGICAL BASIS. The physiological basis lies in an overall increased nervous activity 
mainly of the autonomic nervous system, both sympathetic and parasympathetic (Gellhom 
1943). In general there is a rise in the concentration of adrenalin in the blood, itself causing 
a mobilization of sugar reserves from the liver, a rise in blood pressure and increased 
frequency of the heart, sometimes exophthalmos. The skin goes pale and sweats, the 
mouth goes dry. Respirations become deeper and more frequent. The muscles lose tone 
or become tremulous. Parasympathetic phenomena may be seen in frequency or urgency 
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iii nucturiiion, increased peristalsis and diarrhoea, even an uncontrolled voiding of the 
{d.ultler or rectmn, and raising of the Jiair. If the emotional state is more prolonged there 
(nay he increased tmiscnlar tone, accompanied by a feeling of tension, restlessness and the 
Tectirrcnec of fidgety agitated movements, often of a stereotyped form. Digestive functions, 
appetite ami sleep are often afl'ceted, and cause in their turn a physical deterioration. 

.Many of these physiological changes occur in other mood states such as those of anger 
ni sexual excitement. Jmr this reason it is not surprising that one sees from time to time 
emotional states in -which two or more of these qualitative tones are present at once, or 
in which one tone is succeeded and supplanted by another. 

(fivecenl enquiries have demonstrated that anxiety is associated -with increased activity 
of the pituitary-adrenocortical system. In elegant experiments. Mason and his co--workers 
(Mason, 1959) have shown in monkeys that anxiety-provoking circumstances, such as 
first transfer from home cage to experimental cage or restraining chair, are associated with 
a marked rise in the level of 17-hydroxycorticosteroid in plasma and urine. During the 
week-ends when animals xvcrc left undisturbed, 17-OHCS levels showed a consistent fall. 
Similar observations have been made in anxious human subjects (Persky, 1957; Clocking 
rt oL, iqbi)* investigation in which careful quantified assessments of behaviour 

were made by two independent psychiatrists, a significant and linear relationship was found 
between degree of anger and anxiety and change in 17-OHCS level (Persky et ah, 
.Admission to hospital, surgical procedures and competitive sports are associated with similar 
changes. There is also some evidence to suggest that these changes may be under cerebral 
control. Thus stimulation of certain parts of the amygdaloid nucleus produces an increase 
of alertness in monkeys and cats and more intense stimulation provokes changes suggestive 
of fear or anger (Kaada, 1959). In conscious monkeys stimulation of the amygdaloid complex 
produces a marked rise in plasma 17-OHCS levels. Anxiety is a very common component 
of attacks of temporal lobe epilepsy and a short-lived, sharply defined attack of anxiety 
(‘ictal’ anxiety) is a well-known phenomenon in this condition. That the limbic system 
plays a role of profound importance in the regulation of emotional life has been known 
since the classical work of Kliiver and Bucy (1939) on the effects of bilateral temporal 
lobectomy in primates. 

Some anxiety-provoking stimuli have been shown to produce an increase in forearm 
blood-flow (Harper et al, 1965; Kelly, 1966) and this increased diversion of blood to the 
musculature may be related to the .tendency of anxious subjects to suffer attacks of 
fainting. 

ASSOCIATIONS. Anxiety neurosis is the commonest form of neurotic illness seen in clinical 
practice in higlily-developed countries.(" It is commonly associated as a secondary effect, 
with some degree of depression; not infrequently anxiety develops in what was originally 
an essentially depressive disorder of the neurotic or reactive kind. J The distinction bet^veen 
anxiety neurosis and neurotic depression is nevertheless a valid one although the disorders 
overlap in their clinical features. An association of particular importance is that with the 
phobic anxiety states. Subjects who are predisposed to the development of anxiety reactions 
frequently suffer from isolated phobias of thunder and lightning, certain animals, lifts, 
heights or water. Such circumscribed phobias commonly begin in childhood and are 
freauently lifelong but are not often seen in the psychiatric clinic as they cause in- 
nnneitv. On the other hand phobias of the kind originally described by Westphal (1S71; 
^nder the heading of ‘agoraphobia’, xvhich make the patient incapable of venturing 
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unaccompanied into the street and may render him housebound, are seen frequently because 
of the severe disability they cause. Phobic states have been classified by some workers with 
obsessional states and by others with hysterical reactions. There is a good deal to suggest 
that their affinities are with the anxiety neuroses. Thus phobias will frequently develop 
following stress in an individual already suffering from a simple anxiety neurosis. Where 
an anxiety state continues for some time, the physiological upset caused often leads to hypo- 
chondriacal bodily preoccupations and to fears of organic illness. Cardiac neuroses and 
emotional reactions dominated by venerophobia and cancerophobia mainly belong with the 
anxiety states, although the physical accompaniments of emotion may be elaborated in a 
bizarre manner. The tension, and incapacity to turn attention away from unpleasant ideas, 
may set up a neurasthenic state in which there is a deficiency of energy and initiative, a de- 
crease in powers of concentration and enhanced susceptibility to fatigue. In those who are 
susceptible to such reactions or in circumstances that favour an escape into invalidism, 
tendencies to hysteria are often brought into the open ; and in military practice in war*time 
combinations of anxiety and hysterical symptoms W'ere seen much more frequently than either 
in pure culture. Severe depersonalization and derealization are most often seen in clinical 
practice in the setting of anxiety states commonly of the ‘agoraphobic’ kind. The anxiety in 
most subjects so affected is acute in onset and intense. These and other observations sug- 
gest affinities between depersonalization and dissociative states. 

Anxiety reactions can be engendered by primarily organic conditions, the most direct 
connexion being seen in thyrotoxicosis where the severe anxiety is frequently terminated 
by correction of the metabolic disturbance. In rare cases of tumour of the adrenal medulla 
or phaeochromocytoma, paroxysmal attacks of anxiety and fear of impending death with 
raised arterial tension occur; they are terminated by removal of the growth. The early 
symptoms of essential hypertension are frequently those of an anxiety neurosis precipitated 
by communication of the diagnosis to the patient or an unfavourable verdict at an e.xamina- 
tion for life insurance. Symptoms of anxiety are prominent in the post-concussional syn- 
drome, The post-choreic seems to be more than normally susceptible to anxiety states; 
and tendencies towards worry, fidgetiness and agitation are almost the invariable concomi- 
tants of oncoming senility. Cerebral arteriosclerosis and Parkinsonism are also often 
accompanied by mawvfestatiows of anxiety. 

Among the e ndogenous psychoses, involutional melancholia is most frequently accom- 
panied by anxiety, fear, tension and agitation. But depressive psychoses of the manic- 
depressive type in younger patients may also elicit these symptoms, most often where 
there is the constitutional background of an anxious personality. Anxiety is not a very 
common symptom of schizophrenic psychoses, but in individual cases it may be prominent. 
Panic states may occur, usually under the pressure of terrifying delusions and hallucinations. 

However, although anxiety may arise in a great diversity of psychiatric conditions, it 
is most commonly seen in the somewhat over-susceptible but othenvise normal man, as 
a reaction to strains and stresses of a type which most people have to go through at some 
time or another. Anxiety neurosis in this sense is one of the commonest conditions in 
psychiatric practice and occupies a central position within the psychoneuroses. 

PREDISPOSITION AND ITS COMMENCEMENT. G gnctical factrvrR probably_pjay a considerable 
role in determining the degree of constitutional-predisposition (see p. 62). InheritanceTs 
almost certainly of the_multifa ctorial type. Se x is no t of very great importance, although 
the incidence of anxiety symptoms is rather greater in the female than the male. It is 
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common to fuu! a phobic anxiety of the ‘agoraphobic’ ki nd in more thaii,Qne. member of the, 
himitv, often in more tluin one generation, /J'lic disorder is commoner in women and the 
idnr.'.'ien of mother and (laughter may show a striking similarity. The extent to which this 
familial trend can be attributed to heredity or to learning remains to be determined. 

In general anxiety is associated with ?w?/? ff///;7yjLOii-tlicj3nc hand,_with advanced ase on 
the otlicr. Anxiety syniijitoms, fear of the dark, of strangers, of larger beings such as big 
dogs or elder children, of being left alone, nightmares and night-terrors, some forms of 
travel-sickness, etc., arc almost universal in children, but arc usually so well understood 
that they oidy cause diniculty in management when they reach an extreme degree. These 
;mxi<»us tendencies usually pass olT satisfactorily as the child grows older, but may return 
at adolescence. At this time of life there is usually an increase in anxiety, but the symptoms 
lend to take a rather different form from that seen in childhood. The adolescent is likely 
to fed insecure above all in certain kinds of social environment, e.g. when meeting members 
of the ojipositc sex, or in connexion with the manifestations of developing sexual functions. 
So it is that we sec at this time the first appearance of a stammer, hypochondriacal worries 
about masturbation, nocturnal emissions, or imagined abnormalities of the sexual organs, 
imd socially, shyness, exaggerated reserve, awkwardnesses and gaucheries, even behaviour 

of a superficially aggressive and boorish type. 

As the individual passes into adult life these tendencies to generalized anxiety tend to 
subside. However, specific phobias of thunder, lightning or animals, which are pron^ent 
in childhood frequently remain unaltered throughout life, although most individuals 
liavc contrived to minimize the disability they suffer by the time they reach adult life. A 
rkalivcly high proportion of acute phobic anxieties commence more or less abruptly m toe 
middle or late twenties although much less disabling and more variable symptoms o^sio^ 
in shops, vehicles and churches may have appeared previously in adolescence. Middle lito 
is of all times that which is most free from anxiety symptoms. With the chmaciteric in 
women and the involutional period in men, the tendency to anxiety is likely to mcrease 
again, and with advancing age shows no tendency to diminution. Agitation, tension and 

anxiety are common in senescence. . 

Q^rmnic factors may play a part in bringing_ab^ut_an.enLancedj^id^_^^ 

The reiidiustmeHt of biochemical equilibrium which women .go through attheome om 
menopahse very commonly has this effect, and the premenswaUension_«ate .^a^>v^ 
rccognSJd syndrome (see Chapter VI, p. 371)- Any circumstance which has depm^e 
phylcaf health below its usual level may aUo do so, as for instence 

prLnged strain with loss of weight and inadequate sleep. Over-aetivi^ Vm-es’s 
Lv bf tlie cause, as well as the result of increased anxiety, and most subjects of Graves 

dislase show some psychological as well as physical manifestations 

infections such as influenza, cerebral artenosc lerosis and many lesiOTS of the ”^3. 

s;^a^:aXbe‘t;^."s 
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for a number of years be startled or even terrified whenever he heard sounds which 
recalled those of a falling bomb, or the passage of a shell, or even that of an aeroplane 
overhead. If the growing child is subjected to feelings of fear in a great number and variety 
of circumstances, as for instance when he is brought up by a stern and rigid parent, he 
may come to have a very generalized susceptibility to anxiety, and to that extent to suffer 
a real alteration of his personality. How’ever, in many subjects, particularly those suffering 
from phobic anxiety states, the opposite of this situation appears to have obtained during 
childhood. The patient has been markedly over-protected in early life and a relationship 
of unusual closeness and intensity appears to have been formed, most often with the 
patient’s mother. This may have fostered anxiety-proneness by denying the patient ade- 
quate experience in handling independently the normal stresses and bufferings of life. To 
some extent the neuroses that subsequently develop may be regarded as the result of 
learning. However, specific traumatic experiences in childhood forming the starting point of 
the later anxiety neurosis can be traced only in a minority of cases. 

Traits of immaturity and marked dependence are relatively common among patients 
with severe phobic anxiety and phobic anxiety-depersonalization states, particularly where 
these have begun in early life. In addition to emotional immaturity, it is common to find sex- 
ual frigidity among the women (who constitute some tuo-thirds of the cases) and a deficient 
capacity for adult tenderness and affection. Their dependent and other traits complicate 
their interpersonal relationships andrender them particularly susceptible to any threat to their 
sense of security. However, such features are not specific and among those with anxiety states 
of late onset there are personalities whose previous adjustment has been relatively effective 
and successful. Nor is this group of neuroses confined, as has been claimed, to one type of 
personality constitution. Anxiety neuroses occur both in those with predominantly hysterical 
and those with mainly obsessional personalities, and can thus be regarded as normal re- 
sponses, in exaggerated form, to stresses that provoke fear or insecurity. 

PRECIPITATION. Before the anxious man presents himself to a doctor as a patient, he has 
nearly always reached a breaking-point. It is therefore usually the case that some straw 
has broken the camel’s back — some single incident has pushed him beyond the last limit 
of adaptation. This precipitating factor, which has played the critical role in bringing on 
illness and incapacity, is nearly always of a psychological kind. As a general rule, however, 
it will be the last in a chain of such events, some of them psychological, some physical. 
An evaluation of the man’s state demands an appreciation of all the factors which have 
exhausted his reserves, without excessive emphasis being laid on the last of them. Every 
man has a limit to what he can go through, and some can tolerate less than others. In the 
appreciation of the individual case, some effort should be made to decide how far the 
circumstances have been unusual, how much of the causation is to be sought in inadequate 
powers of adaptation. The precipitating cause of illness is usually one of the misfortunes 
to which all are liable, the death of a wife, the Joss of a job, an attack of influenza. 

To a limited extent these views require qualification in the light of recent obsen-arions. 
Psychological stresses of a calamitous nature are more prone to be followed by anxiety 
states than other forms of neurosis and this holds also for phj’sical illness. The neuroses that 
begin shortly after an operation or dental treatment that required an anaesthetic often take 
the form of a simple or phobic anxiety state and the same appears to hold for neuroses 
beginning acutely in the puerperium. The explanation resides partly in the fearful ordeal 
these situations present to subjects so predisposed. 
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{ f,LVif‘Ai, ii;Arniu:s, Djc anxiety state is iikcly to arise in the person who is habitually 
subject to responses of this kind. Me is therefore likely to show some features of person- 
ality which adumbrate liis potcnliiilitics— to be insecure, to complain that he has ‘an 
inferiority complex’, to he doubtful of his powers of achievemeut, to blame himself to excess 
for hi;! failures, to be subject to tensions, worries, to magnifying his difficulties, to anticipat- 
ing tlu' worst. In the physical field, he will report his susceptibility to the bodily mani- 
festations of anxiety shortly to be discussed, and, very often, to occupy his mind 
with these feelings and to be exaggeratedly conscious of his visceral functions. His 
basic mood is likely to be apprehensive, and even to tend towards the side of depres- 
sion, although many anxious people exhibit a considerable degree of drive and produc- 
tivity. in male.s physical illness appears a particularly important precipitant (see p. 143). 

Comparative enquiries (Gurney and Roth, 1969) have shown that patients with anxiety 
states tend to be more dependent and immature in their pre-morbid personality than subjects 
wit h dej>res.sive reactions. They also appear to be a more unstable group as judged by a wide 
range of indices. They arc more in need of advice and support in everyday life as well as in 
critical situations. They arc on the whole less capable of assuming responsibility without help 
and support and arc dependent for their feeling of security on the nearness of certain key 
figures, usually mother or husband or both. Immaturity of appearance is common, sexual 
coolness or frigidity is found in a high proportion of instances and the capacity for giving free 
expression to adult tenderness and affection is often ill-developed. Despite this psychosexual 
immaturity it has been found that the rate of marriage among female phobic patients is 
significantly higher than in the general population of comparable age (Roth, 19590), a 
finding that possibly reflects the more urgent quest for security and support. However, such 
features arc not invariable. Among those 'wffio develop phobic or anxiety states in middle age 
or later there are many with well-adjusted and normal personalities and, in some of these, 
illness appears unaccountably to follow relatively trivial stresses where much more onerous 


ones have been previously handled in a courageous and effective manner. This feature, as 
also the abrupt step-like onset and failure of so many cases to respond to favourable change 
in their familial or social environment or to systematic psychotherapy over long periods, 
suggests that perpetuation of these disorders is perhaps under the control of relatively 
autonomous physiological mechanisms. It is facts such as these that have led some workers 
to talk in terms of ‘endogenous’ or ‘vital’ anxiety states (Lopez Ibor, 1950, 1966). There is no 
distinct group of endogenous disturbances, but lasting anxiety states with an onset that is 
defined with some sharpness, in the setting of a stable personality, cannot be regarded as 
simple reactions differing from the passing tensions of everyday life only in a quantitative 
manner. That a predisposition to this form of breakdowm has been fashioned in some degree 
by the vicissitudes of the patient’s upbringing and development there can be no doubt. But 
there are reasons for regarding the neurotic disturbance as an illness under the control of 
mechanisms not operative during ordinary personality functioning. These arguments are 
particularly applicable to the chronic disturbances of the ‘agoraphobic’ group which are 
most difficult of all to explain as exaggerations of the reversible anxiety reactions that are 
in some measure suffered by everyone in critical situations. 

Although there are subjects in whom the time of onset of symptoms of anxiety is difficu t 
to determine, the illness usually has a clearly- defined onset and follows one or a succession 
of traumatic experiences. These are very rarely sufficient causes of illness, but the pendulum 
in recent years has probably swung too far towards negating the importance of precipitating 
factors. Many patients break down following severe stresses while in other cases these are 
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often of the overwhelming kind that could be expected to tax even relatively normal person- 
alities to breaking point. 

The mood is one of fearful anticipation, perhaps exacerbated at times to reach a panicky 
degree. There is a strong sense of tension, of being ‘strung-up’, which shows itself objectively 
in an increase of muscular tonus, perhaps some tremor of the hands, and the strained face 
and furrowed brow. Inwardly there is a sense of restlessness and incapacity for rela.xation, 
shown to the observ'er in small fidgety movements of the hands, clenching of the hands, 
picking at the fingers, an unquiet pacing up and down, and often in repetitive movements of 
a stereotyped kind, such as a facial tic or grimace. The affective state is experienced as highly 
unpleasant, and often shows a fair degree of genuine depression; it is at least never euphoric. 
Sleep is almost always disturbed to some degree. As a rule there is a difficulty in getting off 
to sleep ; but sleep when it occurs may be felt as restless and unsatisfying, broken perhaps in 
the early hours, commonly interrupted by dreams, which may themselves take on a frighten- 
ing or nightmare quality. Ordinary mental functions are interfered with. The patient finds 
difficulty in applying himself to his usual occupations, complains of difficulty in concentra- 
tion, perhaps even difficulties in memory and recall, loss of interest and lack of pleasure 
in favourite hobbles. He usually becomes irritable, short-tempered and impatient, and 
tolerance for frustration is lowered. 

The features described so far are common to all forms of anxiety neurosis. The more 
specific features may be described under the heading of the two main sub-divisions of this 
group of disorders; (r) simple anxiety states, (2) phobic anxiety states. Although there is 
some degree of overlap between these two groups of phenomena, they differ in prognosis 
and in the form of treatment they require. 

Simple Anxiety States. The patient suffers from almost continual free-floating anxiety 
and somatic symptoms dominate the clinical picture. The cardiovascular system show’s a 
heightened and unstable tone, with rapid action of the heart, subjective experience of 
palpitations, throbbing of the vessels, fainting feelings. There is a sense of pressure on the 
chest, and (especially in circumstances which are likely to promote such feelings, such as 
the underground railway) a sense of choking or suffocation. The alimentary functions are 
disturbed. Lack of appetite and of all pleasure in food is common. The mouth may be dry, 
and it may be almost impossible to swallow. Dyspepsia is very common, and may be felt in 
sinking sensations in the abdomen, a sense of fullness in the stomach, pain before or after 
meals (often increased by excessive smoking), burning sensations, waterbrash, nausea and 
even vomiting. It is probably true that, in the chronically anxious individual, the persis- 
tence of gastric dysfunction with locally excessive secretion and hyperaemia, may lead to 
the development of peptic ulcer. The bowels are often disturbed in action, vnth a tendency 
to constipation or looseness. Frequency of micturition is common, especially as a manifes- 
tation in the acute anxiety attack, but less common in the chronic state. Sexual functions 
are interfered with. In women there may be amenorrhoea or, sometimes, periods excessive 
in frequency or degree; in men impotence, either as an ejaculatio praecox or as the failure 
to maintain erection. Further symptoms of involvement of the nervous system are flushing, 
pallor and a tendency to sweat; there are also subjective experiences of giddiness, distinct 
from the dizziness of the threatened faint, and the well-known ‘ tension headache’. 

Anxiety may be increased at times under certain circumstances such as crowded shops 
or vehicles or social gatherings from which it is difficult to depart in an inconspicuous 
manner. This situational exacerbation is neither consistent nor prominent and the patient is 
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riirt'U i uHicicntly (tisablccl to need the support of a companion in everyday activities. 
I lowcvcr, in their very sc.vcrc form, simple somatic anxiety states merge with the ‘agorapho- 
bic’ anxiety slate.') to be described in the next section. 

No patient shows all thc.se symptoms at once, and for each patient there is an individual 
lacm milUnh mistniliat, witii a special liability to somatic manifestations of one particular 
kind. If this specific form of symptom is of a relatively unusual type, unaccompanied by 
gross at)d mf)re obvious manifestations of anxiety, the anxious basis may be missed. Clinical 
invcstigoition may thcti be pursued along purely somatic lines, with ineffective results. It is 
this type of patient who provides tJic bulk of the cases who have received so much attention 
of late and have led to a better appreciation psychosomatic interrelations. 

Phobic Anxiety States. These conditions were hitherto described with the aid of a long list 
of Greek and Latin names depicting morbid fears of animals, feathers, pointed objects, the 
dark, water, heights, thunder and lightning, blood, dentists and hospitals. These terms 
jirovide little help in classifying patients seen at the clinic. The great majority of these 
specific phobias arc of little clinical importance in that they are readily circumvented and 
rarely sufficiently disabling or disturbing to lead the patient to seek psychiatric help. How- 
ever, phobias centering on different themes tend to cluster into certain broad groups and the 
lines of demarcation which appear to be taking shape at the present time can perhaps be 
regarded as a further development of a distinction originally suggested by Freud in 1895 
which differentiated the phobias of those objects and situations which everyone fears to some 
extent, such as death, illness and snakes, from phobias of circumstances which inspire no 
fear in the normal individual, e.g. ‘agoraphobia’. 

Recent obsersmtions (Gelder and Marks, 1966) call for a classification reminiscent in 
certain ways of that suggested by Freud but differing from it in important respects. The 
most significant distinction is not between objects or situations which everyone does or does 
not fear to some extent but between monosymptomatic phobias (which include themes that 
arc the object of universal dread together with others that do not normally inspire fear) and 
phobic anxieties of a more intricate nature with a complex 'clinical picture. The former 
usually commence in childhood (Marks and Gelder, ig 66 a) ahd are usually well encapsu- 
lated and non-disabling (Roth, i960). The agoraphobic and,;&llied states on the other hand 
generally commence fairly suddenly in adult life offeh during the decade 25 to 35 years. 
There are certain other differences between the groups to which reference will be made later. 

The term agoraphobia was first used by Westphal (1871) to describe three male patients 
with fear of wide streets and open spaces who were sometimes compelled to seek the aid of 
passers-by. The term is a misnomer for the condition to which it is commonly applied at 
present in that it is not so much open spaces the patients fear, as being at a distance from 
familiar surroundings without some supporting figure to whom they can turn in case of need 
(Roth, I959«> i960). All three of Westphal’s patients were men whereas the majority of 
patients in clinical practice are female and it is in women that the condition is seen in its 
most typical form. The original description emphasized that fainting never occurred but 
recent observations indicate that many patients come close to syncope; approximately 15 per 
cent, of patients report one or more syncopal attacks by the time they come under observation. 

The illness begins abruptly in the majority of cases, often after some severe stress such 
as a bereavement, separation or serious physical illness which brings about a sudden change 
for the worse in the patient’s circumstances. Traits of dependence on other individuals are 
conspicuous and the stresses which precede the onset of symptoms often appear to threaten 
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some individual in the patient’s personal environment with whom his sense of security is 
closely bound up. It is of interest that the majority of patients are young married women. 
This may partly reflect the higher frequency of marriage among these patients (Roth, 19593), 
but is probably related also to the fact that many of these subjects have been moved by 
marriage from a wide family circle to the relative isolation in which the young housewife 
often lives most of the day. That this situation exposes these subjects to stress is already 
evident in the lengths to which they have often gone, even before breakdowm, to ensure that 
someone from the immediate family circle is at home with them during the day. Some 
patients travel long distances to spend a large part of the day with a mother or a close 
relation. This conspicuous dependence on some member of the family tends to be trans- 
ferred to the husband in varying degrees after marriage. He may be compelled to change his 
shift to avoid night work or to travel 20 to 25 miles to take lunch at home. It is when this 
dependence transferred onto the marriage partner fails or is threatened or undermined by 
death or illness that some of the patients begin to manifest phobic symptoms. 

In a substantial proportion of cases a mild or moderate anxiety state exists for months or 
a longer period before the relatively abrupt development of the phobic anxiety state. In fact 
‘agoraphobic’ or phobic anxiety-depersonalization states may be regarded as simple 
anxiety states on which certain specific symptoms are superimposed, those in particular that 
tend in their extreme form to give rise to the completely housebound housewife. 

The anxiety is at its most intense in enclosed spaces such as shops, vehicles, cinemas 
theatres or churches, particularly when the patient finds himself surrounded by a crowd of 
people. He then begins to feel hot, flustered, tremulous, foolish and panic-stricken. Waiting 
in such a crowd or a tube tends to cause mounting anxiety which leads the patient to take 
flight in fear and embarrassment. When questioned about these experiences some patients 
describe fear of developing a panic-attack or exhibiting anxiety in the presence of others of 
fainting or being seen in a helpless or uncontrolled state which they regard as humiliating 
and embarrassing in the extreme. 

Once a syncopal attack has occurred the phobias are almost invariably intensified and 
some patients are wholly incapacitated from shopping or even ^\'alking alone in the streets 
thereafter. Tetany induced by hypen'entilation sometunes occurs and has a similar effect in 
intensifying the phobic symptoms. Although anxiety is at its most intense if the patient js in 
a crowded enclosed space, some degree of tension persists during the whole of the time and 
the physiological concomitants described in relation to simple anxiety are frequently present 
in severe form. Broken sleep interrupted by terrifying dreams is a common feature particu- 
larly in the acute stage, and after a period of months, anore.xia, loss of weight and general 
exhaustion may cause the patient’s appearance to become pallid, haggard and drawn 
Severely affected patients are not only unable to leave their homes but also to remain in them 
alone. However, the presence of a spouse, a parent or a close friend relieves anxiety to a suflici- 
ent extent for the patient to travel, go shopping or visit a cinema where she will tend to 
choose a seat near the exit. Some patients can manage outings if they are wheeling their baby 
in a pram, others will venture out at night or when w'earing dark glasses though rarely W’lth- 
out a good deal of apprehension. 

A variable colouring of depression is present as is often the case with all forms of anxiety 
neurosis and is particularly marked in older patients. Although the depressive affect is rarely 
of the persistent unresponsive kind, suicidal ideas are reported by more than a third of the 
cases and suicidal acts by one in ten patients. 

More than two-thirds of the patients describe associated symptoms of depersonalization 
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or ilrrcali'/acioo (Koth, 1959^;; Roth et ai, 1965) and recent enquiries (Roth, 1968; Re 
( iitrnev, have shown that within the aR'ectivc disorders it is with anxiety sta1 
phobic ilisordcrs in jwrtieular tliat these symptoms arc associated rather than with l 
{M’rnnions. C)t\ly in a minority of patients is the depersonalization continuous andunreh 
nucU subjects repnninp intermittent or episodic unreality feelings of varying in 
particularly in the chronic stage of disorder (see also p. 119). 

'J’hc unreality feelings described by the patient include complaints of feeling 1 
automaton or being outside himself, the passive spectator of the activities in whicl 
engaged. Movement may feel clumsy, contrived and unnatural. Although observatio 
reveal little beyond slowness and deliberation in action, the patient complains that he < 
do anything juoperly. There is frequently dcrcalization; the world becomes unfa; 
still, remote and strange. Nothing appears to excite sensation and there is a feeling of 
ness within ; trees, flowers or the countryside no longer excite pleasure or any other en 
The patient is distressed by the failure of those closest to him to arouse feelings of aff( 
tllosely associated with the unreality feelings arc other features reminiscent of a distui 
tjf temporal lobe function although these are prominent only in a minority. There n 
(//jt) vu or jamais vu experiences, distortion of visual perception and fleeting hallucin 
mainly of a hyjmagogic character. 

As he is falling asleep the patient may hear a voice calling his name or see an apps 
of a dead relative at the foot of the bed. Some patients describe olfactory hallucinatior 
‘burning’ or ‘pcardrops’ smell, or an odour linked with some emotionally disturbing e: 
cnee which is recollected with hallucinatory vividness. The sudden surges of dread oi 
surroundings described by some very disturbed patients or the fear of looking at faces ( 
cinema or television screen or at their own reflexion in the mirror are probably rela 
depersonalization and dcrcalization. These latter phenomena are probably more c 
related to the anxiety than to other features of the disorder. 

It was perhaps experience with this group of disorders that led Nils Antoni (19^ 
state that there were psychiatric conditions which bore a resemblance to the dreamy 
and the psychic equivalents of epilepsy. Migraine is significantly more common in these 
than in the general run of neuroses. It seems particularly to be associated with cases she 
prominent depersonalization, although headaches are often in abeyance while the unr 
feelings are present in a severe form. Some patients discover to their surprise that the 
capable of taking prompt and appropriate action in harrowing circumstances while es 
encing depersonalization. There is some evidence for the view that depersonaliz 
reflects the working of a preformed cerebral mechanism that tends to confine anxiety w 
tolerable limits (Roth and Harper, 1962). However, a substantial proportion of pat 
simultaneously experience anxiety and depersonalization so that the effectiveness 0 
such mechanism can only be incomplete and the precise nature of the relationship bet 
the phenomena remains uncertain (see p. 121). 

A wide range of other clinical features may be present, usually in a variable f 
iqypochondriacal preoccupations or self-scrutiny are marked in about half the cases 
isolated obsessional symptoms of a ruminative nature or hysterical features are manifi 
in about the same proportion. The incidence of these features depends to a conside; 
extent on the personality background which varies between fairly wide limits. Although 
introverted subjects are common within the group and scores for introversion prove 1 
significantly higher than in other forms of affective disorder (Gurney and Roth, 1969), 
traits are by no means confined to them. A proportion of subjects have prominent hyste 
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personality traits and exhibit histrionic importunate behaviour, and somatic conversion 
symptoms may be prominent in association uith the phobic anxiety in these cases. It is of 
interest that hysterical traits are significantly correlated with depersonalization phenomena. 
There may be a variable depressive colouring thatpemists over months. The resistant core of 
the illness consists, however, of the situational phobias, combined in about 40 per cent- of 
cases with severe depersonalization. 

The aetiological basis of the disorder remains for the present obscure. A family history 
of neurosis has been elicited in about a fifth of the parents and 10 per cent, of the sibs of 
these patients and a hereditary factor probably contributes in causation. However, many of 
the clinical observations suggest that psychological factors play an important part in the gen- 
esis of the disorder. As the origin of isolated animal phobias or fear of water can sometimes be 
traced to traumatic experiences in early life and can also be generated experimentally (as in 
the well-known example of the baby rendered fearful of a furry toy animal by the use of a loud 
noise while he handled it) attempts have been made to explain ‘agoraphobic’ states in terms 
of modern learning theory. It has been found (Gurney and Roth, 1969) that subjects with this 
form of disorder report phobic symptoms in childhood significantly more often than patients 
with other forms of affective disturbance. Although these phobias tend to fade after the 
first decade, phobic anxiety in adult life could conceivably arise from generalization of a 
morbid fear learned in early childhood. However, the evidence for this view is on 
whole unconvincing. It is difficult to explain an illness with a symptomatology as wide 
ranging as that found in agoraphobic states in terms of learning alone. Monosymptomatic 
phobias lend themselves more readily to explanations along these lines, and recent investi- 
gations have shown that they can be readily reversed by behaviour therapy (Marks and 
Gelder, 1965). However, the response of severe phobic anxiety-depersonalization states to 
behaviour therapy is in most cases transient and unsatisfactory (Gelder and Marks, 1966). 

Varieties of Phobic Anxiety. The follow-ing classification of illnesses w’ith phobias as the 
dominant feature is mainly based on the observations of Marks and Gelder and a recent 
report (Marks, 1967) in which psycho-physiological findings by Lader, Martin and Kelly 
are included. 

1. Specific animal phobias. The symptoms are confined to animals such as birds or dogs 
or cats or to feathers or insects. The phobias tend to be the sole complaint although it may 
be a superimposed general anxiety state which brings the patient under observation. The 
condition generally begins in childhood when fears tend to be limited to single animals with 
little generalization to other objects or situations. S)rmptoms tend to persist into adult life 
but respond well to treatment. Patients show a low neuroticism score, normal habituation of 
the galvanic skin response to repetitive stimulation and normal forearm blood-flow. 

2. Specific situational phobias. These indhiduals have phobias of particular situations 
such as heights or thunderstorms or darkness. In these, too, the phobias are restricted to a 
specific theme and there is no generalized anxiety. Onset may be at any time from childhood 
into old age. Some patients may be incapacitated through compulsion to listen to weather 
reports and spending long periods in fearful anticipation. The symptoms persist over many 
years but respond quite well to behaviour therapy. The physiological responses tend to be 
similar to those in animal phobias. 

3. Social anxieties. These individuals complain of fear of eating meals in the presence of 
others, of blushing or of trembling and malting themselves conspicuous in other ways in 
public. There is said to be little generalized anxiety but on the present evidence there is no 
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vi-f v t fcur line o( demarcation from the next group although there is a higher proportion 
mm amofig these cases than in other forms of phobic anxiety. 

.{. Agoraphobic or phobic anxiety-depersonalization states. About three-quarters of tl 
patimt.H :!r<! uomen and onset is generally in the third or late part of the second decad 
1 here is a wide range of situational anxieties as already described and much general anxiet 
ratimtr. slu)w high Cornell neuroticism scores and tend to be introverted; the galvanic ski 
response sirows many spontaneous lluctualions and habituation following repetitive stimu 
ation, is slow. Kelly and Walter (196S) reported that phobic patients did not differ froi 
normals in respect of resting blood-flow, but recent observations suggest that, in rela? 
ation, lt>rcarm blood-llow is increased and habituation following repetitive auditor 
r.timnli is significantly slower than in normal subjects (Brierley, 1968). Response to treai 
mmt tends to he poor or ill-sustained. 

Lasting disability results in a large number of instances. Fear of leaving the house ur 
accompanied remains as the main feature of the illness. Many patients become totall 
housebound and others arc reduced to a very circumscribed existence. Depersonalizatio 
tctuls to subside in the course of time in most eases but may remain severe. Some degree c 
disablement from situational phobias is, in addition, usual even in these cases. Man 
patients aclricvc a modus viveudi but at the cost of considerable restriction (see also p. 133 
phobias in obsessional states). 


DiFrERLNTiAL DIAGNOSIS. For the patient with pronounced physical manifestations of anxiety 
differentiation from the corresponding organic syndrome is important although sometime 
very difficult. In a ease of dyspepsia, for example, it is important to decide how far psycho 
logical mechanisms are playing a part, and whether any structural lesion actually exists 
I'hc ‘effort syndrome’ so common in soldiers during the war needed to be differentiatec 
from the incapacity for effort caused by organic disease of the heart. Once the physician k 
alive to the possibilities of mistake, it is usually not difficult to avoid error; it is to the naiv( 
of either school that disagreeable experiences, through forgetting either the organic or the 

psychological side, will occur, 

The differential diagnosis from|^yrotqxicosis i is a matter of great practical as well 
as theoretical importance particularly since it is demonstrated (Wayne, i960) that tradi- 
tional physical signs are not as consistent in patients with hyperthyroidism as had been 
previously supposed. In thyrotoxic patients there are usually such features as loss of weight 
in the presence of ravenous appetite, extreme intolerance of heat, an enlarged vascular 
thyroid sometimes with a bruit, and ocular signs including exophthalmos ; the latter is, 
however, neither invariable nor peculiar to hyperthyroidism. Moreover, as far as psychiatric 
features are concerned, the symptoms of anxiety appear out of a relatively clear sky, often 
after a trivial or no precipitant; the patients on the whole tend to be more stable than those 
with ordinary anxiety neuroses, a history of previous breakdown being less frequent and 
the general overall effectiveness and achievement of the personality being better. The age 
of onset of hyperthyroidism is generally later than that of anxiety neuroses. In a recent 
computer analysis of the clinical features of 45 hyperthyroid and 90 euthyroid patients 
wdth emotional disturbance, the features that differentiated to a significant degree betiveen 
the two groups included neuroticism (as measured by the M.P.I. scale), presence or a 
psychological precipitant for the illness, depersonalization, age of onset, panic attac'S, 
hysterical symptoms and clinical assessment of the personality as neurotic, in addition 
physical signs such as exophthalmos, changed appetite pattern, tachycardia, and bruit etc. 
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(Gumey, Roth and Harper, 1966). However some anxie^- sWes coi^ence m middle or 
late life and can be identified as such on clinical grounds in the majority of cases; only 
minority is the diagnosis so uncertain even after full physical and psjxhological eta ua 1 
that laboratory tests have to be employed to exclude hyperthyroidism. Reference has already 
been made to the anxiety states associated with essential hypertension, the post-coucus- 

sional syndrome and tumours of the adrenal medulla (p. 87). ^ • c r 

Differentiation from other psychiatric syndromes is often more difficult. It is far irom 
uncommon for an endogenous depressive illness to begin v?ith symptor^ chiefly shoi'Ti as 
some form of anxiety, and the same may he true of cerebral arteriosclerosis or schiMphrenia. 


treating the patient along the wrong lines. Careful enquiry into the past history will usually 
disclose, in such conditions as manic-depressive, schizophrenic or organic states, that the 
anxiety symptoms now being shown are not habitual modes of reaction, that they are not to 
be accounted for by a change in the external circumstances, and that some primary’ cause 
must be sought for. 

It is important to attempt differentiation of different forms of anxiety neurosis from 
depressive disorders. Difficulties ace created by the frequency tvilh which the depressive 
colouring is present particularly in the severe forms of anxiety state and by the commonness 
of symptoms of tension, anxiety and agitation in depressive illness. The view has been 
expressed by a number of authors that the various forms of anxiety state and depressive 
illness merge insensibly with one another. Yet clinical observation suggests that the response 
of these two broad groups to treatment differs. The symptoms of patients with anxiety 
neurosis are frequently exacerbated by tricyclic compounds and even more so when electro- 
convulsive therapy is administered. The latter treatment can give rise to serious compli- 
cations and we have seen patients with anxiety neurosis in whom a long course of E.C.T. had 
given rise to persistent and severe depersonalization. In a recent enquiry (Gumey and Roth, 
1969) an attempt has been made to sharpen the lines of demarcation between these two 


groups of disorders by carrying out a systematic comparison of 145 subjects tentatively 
allocated either to one of the forms of anxiety neurosis or to one of the depressive disorders. 
Patients with anxiety neurosis proved on the whole to be more unstable than the depressives 
in respect of a range of biographical and personality indices, which differentiated to a 
statistically significant degree between the groups. They more often had a family history of 
neurosis or personality disorder, a poor relationship with one parent, and neurotic traits 
and phobias in childhood. They fared worse at school, achieved a poorer social adiustment, 
showed more personality traits of ajudety. immaturity, dependence and hysterical tendencies 
and more often mamfrated anergic symptoms. The breakdown had been more often pre- 
ceded by psychological or physical stresses and the onset of illness was more abrupt and 
tended to occur at an earlier age. The illness itself was more often characterized by tension 
and anxiety symptoms, panic attacks, situational phobias, depeisonalization and related 
symptoms, attacks of unconsciousness and a colouring both of hv<5terirat anrt 
features-The anxiety states had also shotvn higher scores for neutoticism both on clinical 
and psychometric measures and lower scores for extraversion./To determlo, ,1.1 u. 
of separating the two groups, a multiple regression analysis Was m V "’“"r 

s8 composite items. Fifteen cases in which the diagnosis rvas coSS to he^n 
omitted from the analysis. The diatmostir ^ oe m doubt were 
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(..o-fra iriilr. of I he 13 items which proved to have tlic highest discriminating value and thes( 
iitc r.hown together with their scores in the table. The distribution of diagnostic scores foi 
utl {nitiente. is shown in I'ig. 1 and it is a clearly bimodal one. Anxiety states and depressive 
disorders occupy dilfercnt parts of the distribution with a small amount of overlap and il 
will alr.o in' seen that most of the doubtful cases are now allocated either to the depressive 01 
trt the anxiety lutlf of the distribution. Patients with phobic anxiety are to be found at the 
left hand extreme and endogenous depressions at the opposite extreme of the distribution 


doubtful 



Fio. I. Di-stribution of patients’ diagnostic scores using a 13-item scale derived from 
multiple regression analysis of 58 clinical items in 130 patients with anxiety neurosis or 
depressive states. The distribution of 15 cases where diagnosis was doubtful is also shown. 

For the sake of clarity only the main groups are indicated by different shading. 

with the simple anxiety states and neurotic depressions in between. A fairly clear differ- 
entiation between the two groups of disorders can therefore be achieved but this requires 
taking account of a wide range of clinical and biographical features in addition to the affec- 
tive disturbance judged to be predominant. The distribution shown is clinically meaningful 
in a number of ways. At the extreme ends are the two groups of disorders most difficult to 
explain in terms of reactive or learned emotional responses alone. Clinical and psychologiwl 
measures have shown the 'agoraphobic’ states at one extreme to have the most unstable, 
and the endogenous depressions at the other, the most stable personalities. The anxiety- 
amtation and depressive-retardation clusters of features have emerged as relatively distinct 
from a number of recent factor-analytic and other studies (Hamilton and White, i 959 > 


^°The"dffie«ntial diagnosfe of phobic anxiety states from temporal lobe 
fb.r f 1 ?<;nrders with temporal lobe lesions has been discussed elsewhere (p. 460)- Were u 
nled OTly be said that atacks of anxiety of very sharp onset and determination, lasting no 
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The scores (derived from regression coefficients) are those of the 13 best clinical discriminators between 
anxiety states and depressions. (Scores of 8 or less placed patients in the ‘anxiety’ section, and 10 ormore in 
the depression section of the distribution.) 


Neurotic traits in childhood 

many 

few 

none 

+ 10 
+ 5 

0 

Dependent traits in personality 

present 

+ 6 


absent 

0 

Physical illness associated with onset 

severe 

+ 16 


moderate/mild 

+ 8 


none 

0 

Panic attacks 

more than 3 /week 

+ 20 


less ,, „ „ 

+ 10 


none 

0 

Situational phobias 

marked 

+ 6 


moderate 

+ 3 


none 

0 

Derealization 

marked 

+ 2 


moderate 

+ 1 


none 

0 

ArLxiety features 

many 

+ 12 


few 

+ 6 


none 

0 

Depressed mood 

severe 

- 18 


moderate 

- 9 


none 

0 

Early wakening 

present 

- 4 


absent 

0 

Suicidal tendencies 

acts 

- 12 


ideas 

- 6 


none 

0 

Retardation 

present 

- 6 


absent 

0 

Obsessional features in illness 

marked 



moderate 

+ 2 


none 

0 

Neuroticism (M.P.I.) 

41-48 

33-40 

25-32 

17-24 

9-16 

0- 8 

+ 15 
+ 12 
+ 9 

+ 6 
+ 3 

0 
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li.cr.- „hI=, .-irc always suspect as organic in origin. Further, the orderliness of the 

nnri u events, .n cpilcplic attacks contrasts with the marked variability in which the 
r-uccred one nnothcr in anxiety stales Jacking an organic basis. 

s-HOLNO'^iis AND OUTCOMIL Anxiety reactions may run almost any course from the 
rifigic f rvrre attack occurring as the result of exceptional strain in the constitutionally fairly 
atahlr. itulividual, and passing off without serious sequela in a fairly short space of time, to a 
state t'o severe, clirotiic and intractable that the patient is permanently, partially or even 
completely, ilisabicd. Bctwccji these two extremes are seen the patients who have periodic 
rcctirrcnccs of acute attacks, exacerbations of a personal predisposition which otherwise is of 
only minor significance in their Jives. Prognosis in the individual case depends very much 
on there individual factors, on the assessment that is made of the constitutional aspect on 
the one side, the weight that must be assigned to environmental precipitation on the other. 

'fhosc in whom attacks of anxiety prove short-lived and reversible when external 
;;trcs,rc.s arc removed arc only infrequently seen in the clinic. It is probably true to say that 
the distinction between ihcncuroticalJy-ill subject and the individual with normal anxieties 
is (hat the former fails to recover emotional equilibrium; an emotional reaction tends to 
evolve into a 'process’. We have, moreover, been made aware recently of the difficulties 
in jKcdicting the outcome of neurotic illnesses. The formerly accepted criteria of 
stability, assets and achievements, in the pre-morbid personality, the presence of under- 
standable and severe precipitating factors, the possibility of modyfying environmental 
and social circumstances so as to case pressures on the patient, which were regarded as 
indicative of a good prognosis and their opposite as portending poor outcome, provide a 
basis only for imprecise predictions. An unstable individual lacking in persistence and with 
hysterical traits will sometimes appear to surmount an anxiety reaction within a short time 
whereas a stable, effective individual with many personality assets developing his first 
illness in the mid-forties may unaccountably progress to a chronic, crippling, phobic 
anxiety neurosis. The generally accepted criteria already quoted influence the progress 
of the disorder and are of value in prediction, but there are also unknown factors that will 
require more research to define. Many patients present for treatment after their illness has 
been in progress for months or years. It is possible that this long period of untreated illness 
serves to render the symptoms more firmly ingrained. There is much to be said for early 
treatment particularly Avhere specific neurotic habits or aversions have to be unlearned. 
Specific object phobias generally commence early in life, cause a circumscribed disability 
and carry a relatively benign prognosis; they respond favourably to behaviour therapy. 

TREATMENT. In the acute stage of an anxiety neurosis immediately following upon the 
impact of some severe stress or environmental pressure the simplest and most effective 
method of treatment is to remove the patient from these disturbing factors, sedate him with 
the aid of drugs such as chlordiazepoxide in doses of 40-50 mg. daily, together with doses of 
barbiturate adequate to secure sleep at night. Psychological help at this stage should be 
confined to support, reassurance and simple explanation. A period of almost complete rest 
is desirable in the acute phase and, if the manifestations of anxiety can be temporarily 
damped down, conditioning effects can sometimes be avoided. However the majority of 
cases seen by the psychiatrist present months or longer following the appearance of symp- 
toms when the patient is already suffering from a number of well-established and more or 
less severely disabling symptoms. For these patients aims of treatment are twofold. In the 
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first place the most severe manifestations of anxiety, and the associated depression, phobic 
symptoms, unreality feelings and panic attacks need to be brought under control by 
measures aimed directly at the disabling ^mptoms. 

Secondly, some attempt has to be made, when the acute phase has passed, to help the 
patient acquire some understanding of the vulnerable facets in his personality that have 
contributed to his breakdown and as far as possible the manner in which they have arisen. 
Although no specifically effective treatments exist there are a number of measures that will 
bring symptomatic relief. For patients with simple anxiety neuroses and minimal phobic 
symptoms the combination of a monoamine oxidase inhibitor with a tranquillizing drug is 
frequently very helpful. Phenelzine in doses of 15 mg. thrice daily combined with chlor- 
diazepoxide 10 mg. thrice daily often brings about a marked reduction of tension and 
depression, restores sleep, enables the patient to resume some of his daily activities and 
raises morale. The change may be evident widxm seven to ten days but tVi'o or three weeks 
may elapse before improvement sets in. 

In patients with severe phobic symptoms and unreality feelings, the associated anxiety 
and depressive symptoms will frequently show improvement on these measures but the 
phobic aversions, unreality feelings, panics and other disabling symptoms are rarely allevi- 
ated to a significant extent. In patients whose phobic symptoms are of less than two to three 
years’ duration and in whom there was a sharply defined onset for the illness, a course 
of thiopentone injections will often bring relief, and sometimes patients with symptoms of 
longer duration or with severe exacerbations of the illness are helped. In patients with 
extreme tension and recurrent attacks of panic, few other measures confer the same degree 
of short-term relief. Twenty millilitres of 2*5 solution of thiopentone are used and the 
treatment begins with the rapid injection of 3 ml. This causes a mild alteration of con- 
sciousness in most cases. Thereafter i ml is injected at one minute intervals, each injection 
being given as rapidly as possible. It helps to prevent blocking of the needle if a slight 
positive pressure is maintained on the plunger so as to keep the needle full of thiopentone. 
With this technique, the majority of patients go into a light sleep in which their cough and 
lash reflexes are maintained. This stage is achieved after about 15 ml. in most cases, but 
there is a considerable variation from case to case in the amount required to reach this stage. 

U the patient has a very low sedation threshold and falls asleep within two or three minutes, 
further thiopentone is withheld until he awakes and then a slow injection rate is proceeded 
with. The majority of patients awake spontaneously five to ten minutes after sleep has been 
induced by this technique. The same procedure is then adopted at subsequent injections. 
The treatment should not be administered to patients ndth cardiac, respiratory or other 
serious systemic disease and, although difficulties rarely arise with the techniques described 
means for dealing with respiratory arrest should alw'ays be dose at hand as a precaution. 
The spacing is two to three injections per week and improvement generally begins after 
three to four treatments. Some subjects become very drowsy and lethargic after tu’o or 
three injections and it is then advisable to allow longer intervals of time to elapse between 
injections. 

No deliberate encouragement is given to the patient to abreact, but where he spontane- 
ously initiates discussion after awakening, he is permitted to ventilate emotionally-laden 
topics. In some subjects a succession of traumatic experiences preceding the illness that had 
not emerged in the course of ordinary intendews may be described. However, the occurrence 
of abreaction appears to have little bearing upon the result of treatment. The majority of 
patients show some relief from symptoms of amiiety and, after three to five injections, 

Kl M , 
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:.ktt.tttoruil njixicty with its nssociatcd symptoms is usually alleviated, sometimes to a marked 
dryii'C. 'I'lu' opporttmity created by such relief should be seized for pressing ahead with 
ttraimcnt aloujt other lines. Deconditioning and desensitization procedures can with 
iidv.mf.ipc be initiated at this stage, 

1 Ifiwcver, although the majority of patients sho\v initial improvement on treatment with 
thinpentone and patients with symptoms of 6-12 months’ duration may achieve a complete 
refui:' dfUL std)jects with several years of continuous disability relapse in a high proportion of 
inr.t.inees. bxaggerated hopes should not therefore be encouraged in the chronic case even 
if a rcfuisHion has been induced, for this is all too likely to prove fleeting (King and Little, 
1050). 


f\<\rhotIicra/>y. In most patients with symptoms of a lasting nature, some form of psycho- 
higical help shoidd be given. All patients require a good deal of support, reassurance and 
r.implc explanation about the nature of the illness. In the acute stage of the disorder psy- 
choif)gical measures should go no further than this. After the acute symptoms have died 
down, the psychotherapy provided in a hospital setting will take one of many forms, from 
discussions in a group of similarly afl'ceted patients designed to develop better understand- 
inp of the symptoms and some reduction of health consciousness to treatment of a more 
formal and carefully-planned kind. In the majority of patients who present with free- 
floating anxiety, pharmacological treatment combined with psychological help of a simple, 
superficial kind will suffice. The majority of such patients make a good recovery in a matter 
of months. 

More intensive psychotherapeutic measures should be reserved for patients with 
anxieties of a situational or ‘agoraphobic’ kind and those in whom persistent, groundless 
fears of cardiac, venereal or other disease figure prominently in the picture; in these a 
chronic and severely disabling illness threatens unless symptoms can be relieved at a 
relatively early stage. Psychotherapy offers the advantage of giving the patient a chance to 
unburden himself of all his worries in turn, and to discharge his tension in talking to a 
sympathetic listener. In going over the same ground again and again, it is quite likely that 
environmental causes of anxiety or frustration will appear, of which the patient himself is 
hardly aware; he may then be given the courage to put them right. Furthermore, the 
penetration of the investigation into early years will help the patient to understand his own 
personality and to realize his wealmesses. 

Many patients acquire some understanding of the extreme dependence they have 
carried over from an earlier stage of development; this can then be used to promote some 
change in their attitude to relationships with others. The patients’ role in interpersonal 
relationships, including that with their spouses, is prone to be passive, clinging and 
demanding. Such immaturity in emotional development cannot be overcome by psycno- 
therapv alone but a beginning can be made. Attitudes of inflexibility and unadaptability also 
frequently come to light, and here again the patient can be aided to begin the task of easing 
theVip of the habitual, unsatisfying routine which has often for long restneted and circum- 
<;criLd his life. Approximately 60 per cent, of patients with situational phobias or Phobia 
of disease can beraabled, with the aid of combined pharmacological 
measures to return to work or household duty although some measure of restriction 
measure , • • j remains in many of these patients. The remaining 40 per cent, are 

mor“ It is pLible tha^! if treatment could be more often insti- 

tuted at an earlier stage, better results would be obtained. 
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Behaviour therapy, which is described later (see p. 184), is specially applicable to cases 
in which anxiety is directed to^^'ards some specific situation or object. The technique 
generally lecommended is that of desensitiTatvon by rtcipiocal inhibition of the phobia 
with deep mental and physical re]axation for which hypnosis may be required. Not all 
patients with situational anxiety are capable of co-operating and this method of treatment 
and the technique of graded exposure to the feared situations, at first in the company of 
some supporting figure who then gradually retires from the scene, may have to be employed. 
Behaviour therapy achieves good results with monosymptomatic phobias but success 
with agoraphobic cases is more limited. It is not yet certain that the 50 per cent, of patients 
who gain substantial relief represents a higher degree of success than that achieved by simple 
psychotherapy and other measures (Marks and Gelder, 1965). Behaviour therapy is not 
wholly distinct from psychotherapy in that the two types of procedure have certain features 
in common and may be combined in the management of individual cases. 

Psychoanalysis is far too time-consuming and expensive a treatment to be called for 
in the majority of cases, and is best reserved for those cases who are grave and chronic 
enough to merit this method of attack, who have a personality sufficiently endowed with 
intelligence and staying power to be likely to profit from it. One need not be an adherent of 
psychoanalysis to believe that prolonged individual therapy can be helpful. 

For the majority of patients, some individual but more superficial method along the lines 
described above will be found to be adequate. This may also be conveniently combined with 
treatment along medical lines. A maintenance dose of phenelzine 15-30 mg. and chlordiaze- 
poxide 10-20 mg. over a period of weeks or a few months helps many patients. Severe panic 
attacks should be combated with Amytal 50-100 mg. At the times when the patient comes to 
report progress, opportunity is taken to discuss his difficulties with him, to encourage him to 
face and deal with them, and to salve with reassurance his feelings of insecurity and insuffi- 
ciency. 

Measures of this kind will be found inadequate to deal with the very severe and chronic 
case; and for patients of this kind, in whom all else has failed, the operation of leucotomy, 
in one or another of its forms, may come m question. Where it has been thought necessary, 
and has been tried, results have proved very encouraging. 


Hysterical Reactions 

THE UNITY OF THE SYNDROME. The Concept of ‘hysteria’ has recently come under strong 
attack, from a number of authors andTrom a number of sides. It seems-very doubtful 
whether its status as a syndrome can still be maintained. The evidence will be summarized 
under the headings of genetical basis, personality background and follow-up studies. 


G^etical Basis. The earlier evidence is conflicting, while more recent evidence suggests 
that the genetical contnbntion is far from strong. Kraulis (1931) took a group of hospitalized 
patients who were psychopath.c in a general sense as well as being subject to hysterical 
symptoms; 9 per cent, of the parents and 15 per cent, of the children had hysterical re- 
acttons and there was a raised prevalence of abnormalities of personality among the sibs 
Much lower figures were given by Meinnes (1937) for the families of 30 hysterical patients 
Of the 60 parents two suffered from anxiety states and two from hysteria- of the r 
two suffered from anxiety states and none from hysteria Brown fro.,! f ’ u t,^ J ^ * 
19 per cent, of the parents and 6 pet cent, of theX oTws W 

toms causing social incapacity, paralyses, amnesic fugues, hysterical fitsl'eta. An inws Hpfion 
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of p,yclu,,„lhic «vln<Ucn mkI liars l,y von liacycr (1935) showed tlral, genetically 
thry c..n..lilnle< a hclerogcncona group; among the relatives hysterical and cyclothymic 
tfrUtr. f)iT:.atutIuy f-cpnrntccl, like strands that liacl been accidentally woven together in the 
prrr.ofin of (hr prohands. 

In morn mcent years we have the important study of Ljungberg (1957). Unfortunately 
no statement is rnadc of the criteria on which a diagnosis of hysteria in the relatives is made, 
a .Irltcinncy which is the more to be regretted as no estimate is made of the incidence of 
other types of neurosis than hysteria among the relatives. The incidence of ‘hysteria’ in 
the fath(;rs, lirothers and .sons of hysterical probands was respectively 2, 3 and 5 per cent., 
and in their mothers, sisters and daughters 7, 6 and 7 per cent, respectively, as against an 
estimated 0-5 [icr cent, for the general population. Fremming’s figure (1951) for the expec- 
tntiofi of psyehoncurosis in the general population is 179 per cent, for men and 2-65 per 
cent, for women, figures which those of Ljungberg do not greatly exceed. Among the 
parents and sibs of the twin pairs reported by Slater (1961) there was no single individual 
who had been diagnosed as suflering from a hysterical illness, and the incidence of abnor- 
m.'d pcn-^nnalitics did not seem to be Jiigh. TJiere was, however, an unexpectedly high 
number (7 per cent.) of individuals suffering from endogenous affective psychoses. 

'J'hc evidence from the twin series (Slater, 1961) was even more strildng. Among the 
12 M% and the 12 DZ partners of the 24 hysterical propositi there was no single individual 
who had been given a diagnosis of ‘hysteria’. However 3 of the MZ and 2 of the DZ partners 
had at some time been diagnosed as neurotic; and in all there were 5 MZ and 4 DZ partners 
who had had neurotic symptomatology in some form. Both the low concordance rates, 
and the equality of the concordance rates in MZ and DZ pairs, speak against setting a high 
value on the significance of a specific genetic contribution to the aetiology. 


Personality Background. Most recent studies of the genetical background on which a 
hysterical neurosis develops have failed to show that it is of a specifically hysterical type. 
Ljungberg, indeed, found that in 21 per cent, of his probands the pre-morbid personality 
had been of the hysterical type, essentially in respect of suggestibility. But there were 
other common modes of deviation, e.g. the psycho-infantile 10 per cent., and the psychas- 
thenic 8 per cent. More than half, 55 per cent, of the probands were of ‘non-deviating’ 
personality. Slater found, by comparing proband with co-twin, that the hysterical patient 
differed from his twin most often by being more anxious (9:0), more timid and shy (n .’i)? 
and endowed with less energy and initiative (11:4). The preponderance in respect of 
hysterical traits such as excitability, suggestibility, shallow affects, selfishness, histrionic 
traits, was less, and shown in a quarter of the cases, 3 MZ and 3 DZ pairs. A psychometric 
study by Ingham and Robinson (1964) also showed that hysterics could not be grouped 
into a single category. 

Chodoff and Lyons (1958) studied a carefully sifted group of patients with conversion 
reactions from which all neurological disorders had been excluded. The personalities of 
these patients were of all kinds: passive-aggressive, emotionally unstable, inadequate, 
schizoid, paranoid, etc.; but there was only one example of the hysterical personality. 
Ziegler, Imboden and Meyer (i960) also found that only a minority of patients with con- 
version reactions showed ‘hysterical’ personalities. On the other hand they noticed a striking 
association with depression; 30 per cent, of their patients had depressive symptoms, and 
when they examined a sample of 100 depressives, they found conversion symptoms m 28. 
Stephens and Kamp (1962) also found no predominance of hysterical personalities m 
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patients diagnosed as suffering from hysterical and dissociative syndromes; they thought 
the commonest personality deviation was of the passive-dependent type. 

FOLLOW-UP STUDIES. Follow-up Studies have shmvn that, unless the operational definition 
of 'hysteria’ is dra\vn in a question-begging way, any group of hysterics fragments over the 
course of time into a variety of syndromes. Thus in the study by Ljungberg, there was a 
hea\7 incidence of psychosis in the probands over a follow-up which extended in some 
cases as long as 15 years: 3 per cent, became schizophrenic, 2 per cent, manic-depressive, 
3 per cent, had epilepsy and 4 per cent, had other psychoses. The twin probands studied 
by Slater, who were followed up for an average period of 75 months, had to be rediagnosed 
in nearly all cases; temporal lobe epilepsy, other forms of epilepsy, schizophrenia, manic- 
depressive illness, anxiety-tension states and organic illness proved to be the primary 
condition in the bulk of cases. 

Ziegler and Paul (1954) took all the women who had been diagnosed as suffering from 
'psychoneurosis hysteria’ at the Boston Psychopathic Hospital from 1927 to 1932. There 
were 66 of these ^vomen, and 22 had been re-hospitalized later with a psychotic diagnosis, 
including 12 diagnoses of dementia praecox, 9 of manic-depressive psychosis and 2 of 
organic psychosis. The authors concluded: ‘These cases were thought to have a kind of 
uniformity Uventy-five years ago; now the extreme diversity in mental status raises the 
question whether the given criteria are not so imprecise as to be non-functional ; whether 
they do not create the illusion of defining an entity where there is none.’ 

If hysterics are selected by the presence of conversion symptoms in an uncomplicated 
setting, favourable recovery rates and some evidence of uniformity may be found. Out of 
the 90 patients with recent onset whom Carter (1949) succeeded in contacting after a lapse 
of 4 to 6 years, 70 per cent, were well; however two patients had become schizophrenic. 
However, in a follow-up of 3 to 10 years made by Gatfield and Guze (1962), 4 out of 24 
patients with conversion symptoms developed clear signs of neurological disease (tabes, 
motor paresis, basal ganglia disease, cerebral tumour), with a further case in which the 
fits proved to be focal. The autliors conclude that conversion symptoms arise with a variety 
of psychiatric and neurological conditions as cause; and that the prognosis is not good, 
many patients becoming chronic. 

Obser\-ational support for the existence of ‘hysteria’ as a unitary syndrome has been 
claimed by Purtell, Robins and Cohen (1951). The patients were diagnosed by the authors, 
and were compared with a control series. There were significant differences bettveen the 
two groups of patients, hysterics and non-hysterics, in the frequencies of a number of 
findings, e.g. the number of past hospitalizations, the variety of symptoms, the degree of 
social adjustment, etc. However, there is no evidence that the differences found were not 
the consequence of the criteria of selection; and no evidence that the hysterics constituted 
a homogeneous group. 

Guze and Perley (1963) avoid the difficulties by an operational definition which itself 
determines the e.xpected course of the illness. For them ‘hysteria’ is an illness which starts 
early in life, which occurs mainly in the female, and which is sho^vn by recurrent symptoms 
in many different organ systems. Conversion symptoms are included, but there are many 
others, pains of all kinds, menstrual disorders, anxiety symptoms, an excess of hospitaliza- 
tions and of operations, attention-getting and manipulative behaviour. So defined, this 
syndrome is a stable one (Perley and Guze, 1962) and in 11 out of 17 patients the diagnosis 
was confirmed on follow-up. In this sense, ffien hysteria is a serious illness which runs a 
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tno;-^ilv vc'i y young, who liad acute and temporary psychogenic reactions in the form of acon- 
versioti syndrome (like tlie patients investigated by Carter); and 14 suffering from a lasting 
personality disorder (resembling the patients accepted as hysterical by Guze and Perley). 

Analvsing the criteria which appeared to be in use by clinicians for diagnosing hysteria, 
Slater considered that the following emerged in order of frequency of application: (i) 
absence of relevant physical findings, (2) multitudinous symptoms, (3) evidence of psycho- 
genesis, (4) presence of a suspect symptom such as aphonia or amnesia, (5) behaviour on 
die part of the patient which is undcsired by the physician, such as attention-seeking, 
playing-up, self-pity and sclf-concern, histrionic behaviour, and either emotional over- 
reaction or belle indifference. 

It seems, then, tliat wherever we touch the syndrome of hysteria, whether the probe we 
use is a genetic one, or a follow-up study, whether we concern ourselves with pathology 
or personality or symptom-clusters, the syndrome fragments. If we are to introduce system 
and order, we shall have to do so at more than one level. We may do so with the following 


postulates. , . . 

The mental mechanisms of response to suggestion, self-suggestion and dissociation are 

within the repertoire of all manldnd. When a dissociative process, or the response to sug- 
gestion, takes the form of a symptom w^e may justly speak of the symptom being hysterical. 
This, however, does not justify us in saying that the patient is suffering from Tysteria . 
The commonest cause of hysterical symptoms in clinical practice is an acute anxiety state. 
Having diagnosed the nature of one or more of the symptoms shown by the patient, we are 
still left with the problem whether all the symptoms are of this kind or \vhether some are 
psychopathologically different; and we arestUl left with the need to formulate a diagnosis 

of the underlying state. _ i not 

The great majority of patients exhibiting hysterical symptoms are of normal, ana 

even particularly ‘hysterical’, personality. In the young, one commonly sees as the person- 
nlitv basis some degree of emotional immaturity. Hysterical symptoms appearing tor i 
f I? timTate the L of forty are very commonly associated with an unident, lied orgamc 
or arend?genous p^chesis, particularly a depression. Cyclothymic personahtl- 
wnot-P im seems to aid the manifestation of temporary hysterical mechanisms. 

m hysterical personality, so called, is a well-known but not very common polar 
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extreme of one mode of normal variation. It will be described in following pages. But the 
manifestations to which such personalities are predisposed, include a wide range of deviant 
modes of behaviour, in which quite other mechanisms than those of suggestion and dis- 
sociation are involved. 

The final position to which we are led is that it will be safe to use the term ‘hysterical’ 
in its adjectival applications, e.g. to a ^mptom or constellation of symptoms. ‘Hysteria’ 
as the name of a specific syndrome or disorder of the mind is a term we shall avoid as the 
malady so signified lacks definition, pathology, pathogenesis, unitary symptom structure, 
unitary course or outcome. 

DEFINITION OF THE TERM ‘HYSTERICAL*. In British psychiatry it is usual to call those states 
hysterical in which some motivation for the symptoms can be discovered. The criterion 
breaks down in practice for two reasons. Many patients are seen with symptoms which all 
would call hysterical, in whom no motivation for the symptom can be discovered despite 
intensive enquiry. Furthermore, intensive enquiry will frequently persuade the psycho- 
dynamically minded clinician that there is motivation for symptoms which few psychiatrists 
would accept as hysterical. ‘Motivation’ is not an observational datum but a judgement of a 
very high degree of subjectivity. Many hysterical symptoms are psychogenic, j.e. precipi- 
tated by a psychological rather than a physical cause, brought on by an idea which has 
assumed importance in the patient’s mind. Nevertheless, no one would call hysterical the 
reactive anxieties and depressions, the insomnia or dyspepsia that goes with mental tension, 
and such normal phenomena as fainting at the sight of blood. 

When one reviews the enormous range of what one has to call hysterical, the quality that 
emerges as the most plausible single feature constant to all cases is the tendency to dissoci- 
ation, to a breakdown in central nervous integration (Janet, 1893-4, 1907, 1910). This can be 
seen in unmistakable form in hysterical paralyses, anaesthesias, twilight states, losses of 
memory ; but it is also visible in the *belle indtfference\ which permits the hysterical patient 
to suffer distressing complaints without their normal emotional consequences. The quality 
of lack of genuineness, of dramatization and exaggeration, which attaches to so many 
hysterical complaints, even those such as headaches or disorders of visceral function which 
are not hysterical on the face, depends on the ability of the patient to dissociate himself 
from his symptoms, to regard them as being hardly a part of himself. So it is that a patient 
can confront his doctor with his symptoms, and put on him the whole onus of their cure. 

OCCURRENCE IN THE NORMAL. Hysterical symptoms are commonest at the two ends of life, 
before the organization of the central nervous system has yet achieved maturity, and after 
It has entered on its decline. The thwarted child, who flies into a tantrum, is behaving nor- 
mally for his age ; but exactly similar behaviour in the adult is regarded as hysterical. The 
same can be said of childish terrors, sleep-walking, day-dreaming and the telling of romances 
in which the teller himself comes to believe. Most of the ‘behaviour disorders’ of children 
depend on inadequacy, owing to immaturity, of mechanisms of central control, on emotional 
over-reaction, and the greater liability to breakdown of central integration (see Chapter XI 
P 634)- 've have to do with the release of hysterical tendencies by an organic impair- 

ment of these same functions. It is therefore only likely to occur when structural deteriora- 
tion is affecting those parts of the brain chiefly concerned with emotional and vegetative 
control, especially the frontal areas. So it is that some people fail to show hysterical traits 
even though some degree of senile dementia can be demonstrated clinically; in others the 
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a(>pf ^trance of n liy;uericnl symptom is the first sign of the advances made by an unsuspected 

osgiifite process. 

In athtlt life, the tendency to grossly hysterical manifestations is sulfieicntly small for 
tno-.t individuals to he safeguarded against any ordinary strain. The tendency to react to 
r.trrr.’.rn with hysteria in some form is however a quality in which there is much individual 
variativf, of a (junntitniivc kind. If it could be measured, there is no reason to think it would 
}U)t sltow a tiormal spread of variation from individual to individual. The occurrence of a 
hyr.trj ical syndrome will then, if the stress situation is not unusually severe, be found to be 
a^nciitted with an abnormal degree of constitutional instability, or if the constitution is of 
averiU'c stability ari.se only under circumstances of exceptional stress. 

There is no reason to think that men are any less liable than women to dissociative 
symptoms; nevertheless the diagnosis of ‘hysteria’ is more commonly made in women than 
in mctu ChodofF and Lyons (1958) have made the penetrating and witty comment that the 
traditional description of the hysterical personality is a description of women in the words 
of men. A patient will often be diagnosed as suffering from ‘hysteria’ if the symptoms, of 
whatever kind, are coloured by hysterical traits of personality, or bear soine suggestion of 
utuluc liveliness or exaggeration, not to speak of the histrionic. A male clinician will regard 
woman who breaks into tears, on what he thinks is insufficient cause, as hysterical; while 
lie will accept without mental criticism the behaviour of the man who puts on the show of a 

stiff npP'^'* 


I’HYSIOLOGICAI. UASIS. Experimental hysteria in animals has been chiefly studied by physio- 
logists of the school of Pavlov. It occurs, for instance, if an animal is trained to reart in one 
wav to a stimulus of one kind, in another way to a stimulus w'hich differs from the first only 
in degree, c.g. to bells of different tones. When these two stimuli in successive experiments 
arc aooroximated, the point is reached when the animal is stimulated in two different direc- 
tions at once. What appears then is excited or disorderly (‘hysterical’) behaviour and a state 
in which not only pre-existing conditioned reflexes are abolished, but new ones cannot oe 
Irarncd. Such neurotic states might persist for some time, though 

cessfully treated, for instance, by the administration of bromides. The liability of ft 
experimental animals to such disturbances, the severity and duration of ‘hs ■ 

were found to differ very much from animal to animal, and Pavlov was impelled to postula 
ronsttolal differeneJs between his dogs. Pavlov’s interpretation of his finding su^«^ 
that localized areas of stimulation or inhibition are set up in certain parts of the co - 
wffich then maintain their activity in isolation from the rest of the nervous system, 
nf titpreotvoed activity, such as tremors, panicky reactions, or an uncontrolle 
Sm J "iblrSy sort of stimulus! would then persist, despite their inappro- 

be regarded as ^ form 

Alternatively those “"cal incompntibihty 

analytic myestigation a . .Ug circumstances of the present and responses cond 

tiora" by «perien“s SELte past. The man with a phobia of crossing a bridge s ows 
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a specificity of response such as we have learned to associate with conditioned r^exes, and 
the psychoanalytic exploration of such a case nearly always shows some traumatic incident 
in past history which has determined the choice of this particular stimulus. Focal hysterical 
symptoms like this often respond to treatment by psychoanalytic means, treatment which is 
designed to bring repressed memories into consciousness, or, looked at in the Pavlovian 
way, to re-establish functional integration in the nervous system. 

Just as in experimental physiology, an ultra-maximal stimulus may initiate a neurotic 
response, so it may also abolish an old and well-established stereotypy. The acute hysteria 
of soldiers often responded to stimulation of the nervous system by the inhalation of small 
quantities of ether, by inducing the patient to relate the events of the past in a dramatic way, 
to re-live the past, and by psychological means to induce a state of excitement, in short by 
'abreaction'. This corresponds to the old observation of the paralysed hysterical patient 
who springs from her bed at the cry of ‘Fire!’. The abreaction of emotion was a feature of 
Freud’s first successfully treated patient, and abreaction in a less dramatic form plays a part 
in psychoanalytic treatment even today. 

ASSOCIATIONS. Any illness or neurotic state which arises in a person of hysterical tempera- 
ment is likely to take on a hysterical colouring, i.e. symptoms, themselves of another kind, 
may be exaggerated or dramatized, or may be accepted by the patient in an attitude of 
complacency. This effect is one which is independent of the nature of the primary disorder. 

Organic illnesses are very commonly a basis on which hysterical symptoms may flourish, 
and this may occur in either of two ways. Organic damage to the brain, especially in the 
frontal lobes, may create or greatly increase a natural disposition to hysterical manifestations. 
Hysterical symptoms occur (though not very commonly, according to Pratt, 1951) in ad- 
vanced cases of disseminated sclerosis, when plaques have formed in the brain as well as in 
the spinal cord, and in cerebral arteriosclerosis; they may occur also with cerebral tumour 
general paresis, meningovascular syphilis, and as transient features in the acute encephalo- 
pathies. They are not infrequent in early idiopathic epilepsy. They are, on the other hand, 
rare in chronic encephalitis, and m lesions confined to the parieto-temporal or occipital 
lobes, or to the hypothalamus or other parts of the brain. Hysterica] symptoms are frequent 
in some types of mental defect', and persons of dull and backward intelligence seem to be 
more liable to dissociative symptoms than are the superior or average. The appearance of 
hysterical manifestations secondary to an organic lesion is of great clinical importance 
when the underlying lesion cannot itself be clearly demonstrated. This is frequently the 
case after cerebral traumata. The occurrence of hysterical symptoms in an unhysterical 
personality during convalescence from severe concussion may at times be a reliable sign that 
some material degree of damage has been done to the brain. 

The second way in which organic lesions may predispose to hysteria is by providing a 
focus for the development of a constellation of ideas. A partial organic paresis of a limb 
may, for instance, come to be exaggerated by a disability of a hysterical nature. This 
mechanism is of very frequent occurrence in cases coming under the Workmen’s Compen- 
sation Acts, and among pension neurotics in general. 

The endogenous psychoses may also prowde a basis for the release of hysterical pheno- 
mena. This is seen not infrequently in involutional melancholias and at times also in schizo- 
phrenia and the manic and depressive states of cyclothymia. The hysterical symptoms are 
as a rule transitory and readily distinguishable from those of the more primary condition 
Hysterical symptoms are very frequent in neurotic reactions to which one would be 
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K^niplrcl ta f;tve a dilTercnt name; above all anxiety symptoms are often accompanied by 
hvf.trricii! oncfi. 'I’licre is to some extent a reeiprocal relation between these two. The case 
which bri;in;i in an acute form as a nervous breakdown under stress, and in which anxiety 
r.ymptotn*! take up the whole of the foreground, may in course of time take on a more and 
mare hyr.terical appearance, while the manifest anxiety recedes; and the patient whose 
conversion symptom is nlmlished by suggestive therapy may relapse into a state of anxiety 
such as. he had not previously shown. In the acute neurotic reactions produced by battle 
(Wferirticc the war, symptoms of both kinds were more often seen combined than in 

pure culture. As the advantage to be gained by illness became more and more important 
to the patient, the syndrome usually drifted, failing recovery, more and more to the hysteri- 
cal side, In the psychogenic or reactive depressions, also, some hysterical symptoms are 
quite often scon. Of all forms of neurosis the obsessional neurosis alone seems to show little 
tendency to complicate itself with hysterical symptoms; and though occasional patients are 
seen in whom both obsessional and hysterical phenomena appear, they are uncommon. 


piu-dlsi’osition: 'J'iii-: 'hysterical’ personality. We have already discussed (p. 103) the 
genctical contribution to predisposition, and the aetual evidence relating to the personality 
trails associated with hysterical illnesses. As has been seen, there is no great specificity in 
cither. Nevertheless, there is a mode of variation in personality, which brings persons at 
one of the extremes (corresponding fairly closely to the ‘sub-solid’ extreme in Sjobring’s 
nomenclature) into a class which is of great social and clinical interest, and one which in 
British psychiatry is designated as ‘hysterical’. People of this kind are probably more than 
normally liable to dissociative symptoms, and are therefore predisposed to hysterical 
manifestations in our sense; but they are prone to a great variety of other modes of be- 
haviour which cause them to be a nuisance rather than cause them to be ill. 

The traits of personality we have in mind are in large part covered by the ideas of 
aifcctive immaturity and affective instability. It is what has the appearance of childish 
behaviour in the adult which tempts one to call him hysterical. In the child, as in the patient, 
w'c see reactions which are brisk and appropriate to emotional stimuli, but superficial and 
with little staying power. Quick but evanescent enthusiasms, infatuations, easy laughter 
and tears, moods like April showers show the rapidity of response, and, underlying it, the 
lack of depth of emotion. Like the child, the patient tends to be egocentric. The whole 
external world is seen only in the light of his own interests. In affection he tends to be 
possessive ; a clear grasp is maintained of his rights and of the duties of others. 

A personality of this type is largely immune from any serious disturbance, and feels 
at home in the stormiest situations. The passionate scenes, the accusations, tears, protesta- 
tions and reconciliations which exhaust his partner, are for him a welcome stimulation. In 
a few minutes they are forgotten, and he then cannot understand how the other should 
be so slow to forgive and forget. The seriously histrionic personality will exaggerate such 
scenes to their fullest extent, so that a stagey dramatic quality emerges, which only Aeir 
author himself finds completely convincing. Everything is valued in superlatives. 
Describing his own illness, a characteristic phraseology is used: his headaches are ‘terrible , 
his nerves are ‘shattered’, his relatives have behaved ‘abominably’ or ‘like angels’. 

In the shallower personalities of this type there is an incapacity for insight which plays 
havoc with social relations and with possibilities of therapy or education. Attempts at 
psychotherapy which depend on developing insight are met with either active resijance 
or by psychological blindness. The capacity for self-deception is often shown in a readiness 
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for outright lying. One may never be able to say how much of the symptoms have been 
deliberately assumed and how much the patient has hoodwinked himself into them. The 
opportunities for error on the part of the clinician are multiplied; even genuine organic 
symptoms may be lent an unreal stamp. 

The potentialities for conflict with society are also enhanced. Von Baeyer (1935) and 
Cleckley (1941) have made valuable studies of antisocial people of this stamp. Cleckley, 
indeed, was so impressed by the abnormality of the mental state of these patients that he 
postulated a malignant psychological process and called it ‘semantic dementia’. There seems, 
however to be no need to explain the downward path taken by these individuals as due to 
an inherent change, when it can so easily be seen as a psychological chain-reaction, each 
stage facilitating a descent into the next. The pseudologic swindler is well known to the 
criminologist. He is characteri2ed by his lively imagination, the plausibility of his conceits, 
adorned by a wealth of circumstantial detail, the capacity for adaptability to circumstances 
whlchwillofteti bring him. through scrape after scrape, and the capacity for auto-suggestion 
which permits him to gain a belief in his own lies, and to live completely in the situation 
he has created for himself. 

The temperamental quality which, run to an extreme, brings its holder into such 
trouble, in a milder form adds to the richness of human variety and human intercourse. 
Able men and women may show such traits, and derive much advantage from them. One 
flnds them in the occupations where the talents of a showman are employed, in the demago- 
gues, the reviv’alist preachers, players on stage or screen, popular lecturers, dance-band 
leaders, high powered salesmen; and people of the right quality are attracted to these 
occupations by the glare of publicity in which they are conducted. It is, however, difficult for 
such a personality to be contented for long, whatever his success. No life situation can 
meet all the demands he makes, least of all his own. Whatever his attainments, he is per- 
suaded they are still greater than appears. Sometimes he is unable to persuade himself that 
his exploits have obtained the recognition they deserve. The fault then must lie in the 
blindness, stupidity or ill-will of others. From this springs the paranoid quality which we 
may find combined with the many other colourful strands which go to the make-up of 
these complex personalities. 

PRECIPITATION, There is little that is specific about the precipitating causes of hysterical 
illness. The sudden breakdown of the previously normal personality may occur under 
almost any sort of sharply imposed emotional strain — an accident, a disappointment, an 
overvvhelming stimulus such as the explosion of a bomb, the excitement and fear produced 
by the experiences of the first night of marriage in the emotionally immature bride. As a 
general rule, even these acute episodes will luive been heralded by a previous period of 
mounting emotional tension. In the majority of patients, this prodromal phase can be clearly 
shown, and it often passes by infinitesimal stages into the full-blown hysterical state. 

A workman falls from a scaffold, and is almost unhurt but frightened. His cautious 
foreman has him taken to hospital. There he has to wait, for examination, for an X-ray 
before he is allowed to go home. His doctor thinks it best he should take a few days off His 
original feelings of being shaken and dazed gradually develop through symptoms of per- 
sistent headache, fear of returning to work, under the eventual spur of possibilities of 
compensation, into hysterical tremors, multiple pains, and a disabling conversion hysteria 
Motivation for illness, which was of no effect originally, becomes the factor which prevents 
normal processes of recovery. Prolonged and repeated examinations, an excess of medical 
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attention, (lotibiK nho.ii the dingrmsir., every factor which helps to concentrate his attention 
t»n htr. i.ytnptoins'., aids in the progress of the illness. 

'I'he only tyjic of stimulus which seems to be rather particularly associated with later 
hysterical inanifestations is that which involves some disiurbance of consewusness. Thus it 
was ft>tind in the last war that hysterical fugues were rather commonly precipitated by an 
initial very mild concussion or dazing from an otherwise insignificant head trauma. Where 
consciousness is already impaired, as for instance in toxic confusional and amnesic states, 
hysterical symptoms arc facilitated; even a very partial and temporary disturbance of 
consciousness might be sufitcient to start a hysterical dissociation, which thereafter might 
become self-maintaining. 


In the onset of many hysterical st.atcs suggestion has played an important role. This 
may have been either direct or indirect. As an example of the less direct type of suggestion, 
the accident neurosis m.ay be quoted. The hypothetical workman who fell off a scaffold, 
cited above, will have derived from his foreman’s concern the idea that he might have done 
himself serious dam.agc, an idea which is reinforced by his doctor’s telling him to take a 
few days ofi' work, and by the extent of the examinations made in hospital. Some of the 
questions he has been asked by the doctors he has seen will have suggested the likelihood 
of such .sym])toms as headaches. On the other hand, the appearance of a tremor of the hands 
may have occurred in the first instance without suggestion, being an anxiety symptom, but 
be perpetuated by hysterical mechanisms (Kretschmer, 1948). Direct suggestion is often 
employed diagnostically, and the classical stigmata of hysteria, anaesthesia of the palate and 
conica, narrowing of the visual fields, glove and stocking anaesthesia, are only seen in hysterics 
when the doctor who is examining them has himself implanted the idea (Babinski, 1901). 

A hysterical dissociation of consciousness, and the appearance of hysterical amnesias, 
anaesthesias, etc., can be brought about in suitable subjects, not all of them of a constitu- 
tionally highly hysterical type of personality, by hypnosis, which depends for its initiation 
on direct suggestion. Professional hypnotists sometimes give public exhibitions of their 
powers as a means of livelihood. A subject, self-selected from the audience, is by direct 
suggestion, put into a trance in which he is oblivious to the rest of the environment but 
attendant only on the commands of the hypnotist. Anaesthesias, super-normal rigidity or 
flaccidity of the muscles, feats of balancing, etc., can then be demonstrated, and commands 
given which would be carried out later at a signal after the hypnotic state had been ended — 
the so-called post-hypnotic automatism. It seems to be established that hypnotism can 
produce in the suitable subject a physiological state which is not otherwise obtainable. 
Thus a sufficient anaesthesia has been obtained to allow a painless childbirth, or the per- 
formance of a surgical operation. Changes of temperature by hyperaemia of one of a pair 
of extremities have been produced; and on occasion a hysterical twilight state has been so 
deepened that the subject was no longer responsive to the hypnotist, and has ‘slept’ for 
two or three days on end, so that tube-feeding had to be used. These phenomena all signify 
a splitting of consciousness, which may go down to a considerable depth, when visceral 
control is affected. 

Hypnotism is used, not very frequently or verysuccessfully, for the treatment of hysterical 
states. It is of considerable interest psychologically, and might repay more intensive 


study than it has received. 

One of the reasons why hypnotism is not frequently used in treatment is that doctors 
yejy much in their powers as hypnotists. It is essential that the hypnotist believes 
implicitly in his own powers, as if he does not he is not likely to be convincing to others. 
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It seems to be true that the most successful hypnotists are themselves of a somewhat 
hysterical type of personality. Those who have reason to doubt their hypnotic powers 
may employ aids of a chemical kind in introducing the hypnotic state, particularly such 
general sedatives, hypnotics and anaesthetics as ether, nitrous oxide, and the rapidly acting 
barbiturates such as Amytal and Pentothal. A prolonged period of over-breathings causing 
alkalinity of the blood, also produces that slight impairment of consciousness which favours 
dissociation. Hysterical patients may bring this about in themselves, and hysterical fits 
most commonly begin with a stage of over-breathing. 

CLINICAL FEATURES. It would not be profitable to detail here all the symptoms which may 
result from dissociative processes. Some of the most common are disturbances of sensation, 
anaesthesiae and paraesthesiae, disturbances of motility, ataxias, spastic and flaccid paraly- 
ses, choreiform and athetoid movements, tremors. It is a common tendency to regard all 
such symptoms as hysterical, once investigation has failed to show any organic basis. This is 
quite often an error. Torticollis, facial tics, stammers, are very seldom hysterical; and such 
things as Parkinsonism are not infrequently mis-diagnosed as hysterical in their early stages. 

More interesting than these bodily manifestations are the mental ones. These involve, 
in some form or another /Tdisfurbance of wHcioushess.l which may be at different levels. 
The most superficial form, and one which has attracted much attention from the dramatic 
form the symptoms take, is seen in the double a n d multiple persona lities, which have been 
described by Morton Prince, McDougall and others. The patient describes herself at 
different times as being one or another of several different personalities. These different 
personalities may be endowed with superficially different character traits, and may or 
may not be aware of each other’s e.xistence. Thus a girl who is by turns ‘Mary’ and ‘Mar- 
garet’, may be quiet, studious and obedient as Mary, and unaware of Margaret’s existence. 
When she becomes Margaret, however, she may be gay, headstrong and wilful, and refer 
to Mary in contemptuous terms. It seems that these multiple personalities are always 
artificial productions, the product of the medical attention^ that they arouse. 

Spontaneous hysterical splitting of the personality is more common, but probably not 
more genuine. From time to time in the newspapers js recorded the story of a man who 
has disappeared from his usual haunts, and is discovered months or years later, living in 
a different totvn, under a different name, following a different occupation. When he is 
discovered, he claims a compleleJoss^f^ei nory iov his previous existence, and cannot be 
proved a liar. As a general rule, it may be assumed that in some way his earlier life was 
intolerable (very often his marital situation), and that he ran, away from it to start again. 

Such incidents have begun with a hysterical fug ue, and hysterical fugues are so common 
that there are few psychiatrists who have not met many examples. In war they were 
frequently precipitated by emotional experiences of a highly traumatic kind, severe shelling 
and bombing, after psychological powers of resistance had been reduced by physical 
exhaustion, loss of confidence and by surrounding chaos and disintegration; under these 
circumstances they often occurred in fairly well-integrated personalities. They were also 
however, common, and then in personalities of a more hysterical stamp, while the soldier 
was on leave but on his way back to the front, or in similar circumstances when motivations 
of a quite obvious kind were playing a role. In peace-time, fugues are nearly always an 
escape from a disagreeable situation, which has quite often only arisen because of some 
petty crime by the patient. More often than not they arouse the suspicion of the psychiatrist 

' And also literary interest. There are many novels on this theme. 
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th:it iif>t .nil llic mcmoiT-ioKs is genuine. In the fugue state the patient may wander from 
hi tmual cnviroiuucnt, travel to strange towns, spend the night in doss-houses or under 
hfuU;c.;. and linally, wlicn the money in his pocket has all been spent, be brought to the 
doctor in a dirty, tinsliaven, physically exhausted state. Nevertheless, if he has been 
oh -.nvrd during his dissociated stale, hisbehaviour hasshown signs of being fairly well integ- 
rated ; while he has money in his pocket, for instance, the subject of the hysterical fugue will 
ntit go for loitg without food and drink. In this way these states can be distinguished from 
the fiunie states occasionally seen in epileptic, schizophrenic and depressed patients. 

In the neurotic casualties of war, fugue stales were often observed in association with 
nmnesic in the recollection of the past, although these were also observed independ- 
ently. Soldiers arriving in hospital after breaking down in battle, were often unable to 
f cm'cttdK’r the events of several days together, those days in which their nervous break- 
down had occurred. 'I’hesc memories could be recalled under hypnosis, or barbiturate 
tr.ircosis and suggestion, and were then found to be always of a painful kind, and often 
of a nature to undennwe the patient’s feelings of sclf^espect. It is a hysterical trait to 
think belter of oneself than a true insight would allow, so that the hysterically disposed 
arc particularly susceptible to emotional traumata of that kind, as well as particularly 
likely to react to them (as to anything unpleasant) by a process of forgetting. 

'I’he hysterical fugue bears resemblances to somnambulism, which is however to be 
regarded as a normal phenomenon, at least in childhood. Certain theories of hysteria 
(Sollicr) arc based on the similarity of hysterical states t o sleep and dream. Sleep-walking, 
as its name implies, is a state of dtssociatecl. consciousness, in which phenomena of the 
sleeping and the wmking states arc combined. The degree of complexity of behaviour, as Pai 
(1946) has shown, may vary very widely. Muttering, calling out or even talking, fragmentary 
or almost coherent, may take place in sleep; and in isolated instances the somnambulist 
may be brought to carry on a rational conversation. As in the hypnotic state, some of the 
highest corjical centres must then be.active, while_others, notabl y those iny ojy.edjn.self- 
mvarcncss and self-criticism, are isolated. Motor activity, getting out of bed and back 
air'ain at the simplest level, up to going for a long walk, or even taking up some occupaUon 
at the highest level, also occurs. These phenomena are not to be clearly distinguished from 
the necessary' activity of a simple kind that takes place at all times in sleep. In normal sleep 
there is a good deal of bodily movement, stimulated by feelings of bodily discomfort and 
of a kind to remedy them. Many people, moreover, disturbed by a full bladder at night, 
are able to cope with the situation without properly waking up at all. 

Hysterical amnesia is sometimes seen as a part of a more widespread disturbance 0 
intell^tual functions, hysterical pseudodem entia, Here the patient will claim a loss 0 
memory for large sections of his past life, refuse to recognize relatives, deny all kno\yIedge 
of say arithmetical methods. Nearly always there is much that is not genume in tn 
symptoms, which are used in the most consistent way to defeat investigation ; as with t 
hysterical fugue, there is very often a discreditable incident to be concealed. Sometim 
the defence is very successful, and we have known an embezzler avoid a severe pris 


cf^ntcncc by its incsns. . ^ j Uir thp 

Hysterical pseudodementia is an ill-defined syndrome most typically represented by 
Gansi state (1898) ; many clinicians regard the two as coterminous and identical. Hon e > 
typical Ganser states are rare^Goldin andMacdonald 1955). These authors 
Xfinition‘^‘a “Gansef reaction” is a hysterical pseudo?tupidity which occurs almost e 
sively in gaols and in old-fashioned German psychiatric textbooks . It is rare n g. 
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and the experienced prison psychologists consulted by Goldin and Macdonald could muster 
between them only a single dubious case. Ganser’s criteria included the giving of approxi- 
mate answers (‘How many legs has a horse?* ‘Three’) and apparently foolish answers which 
yet show that the patient has understood the question (‘Where are you?' ‘Berlin, in Russia’). 
Ganser insisted that these responses were not simulated, and that the patients were genuinely 
ill and were not trying to deceive him ; frank malingering accordingly should not be classi- 
fied as a Ganser state. He said they tried to find an answer, but had difficulty in focusing 
attention. Other symptoms were auditory and visual hallucinations, disorientation, a twilight 
state of fluid character and short duration, and amnesia for the whole episode after reversion 
to normal. Ganser thought the condition was hysterical, with or without added psychosis. 

This is now the general view. States of hysterical pseudodementia, loosely defined, are 
not very uncommon; they are nearly always an ephemeral episode in the course of a psycho- 
sis (epilepsy, schizophrenia, organic cerebral disease). Organic symptoms that take on 
hysterical colouring under the influence of emotional stress are, of course, seen in many 
circumstances. In shipwreck suiv'ivors during the war, Anderson (1942&) reported the 
occurrence of massive hallucinations, such as of a shore in sight, which were experienced in 
common by several men ; the phenomenon was hysterical, but predisposed to by the effects of 
exposure, starvation and thirst in causing some impairment of normal consciousness. 

Hysterical trances occur spontaneously, but bear every resemblance to the similar 
trances brought about by hypnotism. Emotional experiences of a highly complex kind 
may occur, e.g. of a religious kind, including massive and complicated vi sual and auditor y 
hallucin ations, i nternally co herent, and the receipt of ‘ messages* s upposedly fmm God 
or His angels. Like all hysterical phenomena, these show the common feature of being the 
type of manifestation which one associates with a high level of consciousness. The messages 
which have been received, by accepted saints among others, usually after periods of fasting 
and vigil, are not chaotic or disorganized, but bear the stamp of the personality of the 
recipient, and may contain elements of genuine and exalted mysticism. Vegetative 
phenomena, occurring by mechanisms which we are not yet in a position to understand, 
may also occur. The evidence which relates to the production of the stigmata of Christ 
by ardent though simple-minded believers, to the ability to live for days without nourish- 
ment but also without gross metabolic disturbance, the ability of students of Yoga to 
reduce animation to a remarkably low level, or to handle fire, is not of a kind to satisfy, 
as yet, the scientific enquirer; but there is certainly a case for enquiry. Little would be 
gained by calling these phenomena hysterical, because neither the psychological mechanism 
nor its physiological correlates are really understood at present. But they are no doubt 
closely related to the dissociative symptoms of the hysterical patient. 

The phenomenon of chronic addiction to invalidism and to medical or surgical disorders 
which are deliberately simulated by the patient, has received a good deal of attention in 
recent yearsand iswell known todoctofs who work ingeneral hospitals. It isalmost invariably 
found in individuals with many grossly hysterical traits of personality whose special craving 
IS for the sympathy and concern and the sense of participation in high drama that treatment 
in hospital provides. The syndrome has become known by the unfortunate eponym of 
Munc ha usen syn drome (Asher, 1951; Hawkings, Sim and Tibbcts, 1956; Roth, 1962). 
The commonest of the simulated illnesses are pyrexias of unknown origin, haemorrhages 
which may bring haemoglobin down to dangerous levels, acute abdominal emergencies, 
cutaneous artifacts or deeper wounds which become infected and necessitate amputation 
of a limb, multiple abscesses from which Eschertckia colt is usually cultured, and more 
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rnt’fly, nrurotoj'ical dir-ordcrs. J^he blend of conscious and unconscious mechanisms in the 
p.-ychoKcne:-!!’. of hysterical symptoms is particularly well illustrated by this phenomenon. 
'I'he physical syrnptom.s and signs are consciously feigned but the reasons which impel 
the patients to seek these morbid satisfactions arc concealed from them. In one of our 
p.uicnts, a midillc-agcd nun, a succession of physical illnesses was successfully simulated 
ov’er a period of more than 25 years. "I’lic conditions for which she received investigation 
and treatment included multiple haemorrhages, acute abdominal emergencies, pyrexias of 
Ujikmnvti origin, suspected hyperthyroidism, multiple abscesses and septic arthritis of 
several joints from cacli of which a pure culture of E. coli was obtained and which sub- 
secpiently led to the amputation of a thumb. In the course of her last admission to hospital 
there were found in her locker, syringes, needles, catheters, textbooks of medicine and 
hundrctls of tablets of various kinds, including thyroid extract. She was the child of cold 
anil remote medical parents, largely absorbed in their work. Her case-history was in 
fact reminiscent of the account of two psychoanalysts, man and wife, busily engaged the 
whole day long in their work; when their only child was asked one day what he would like 
to bo when he grew up he instantly replied, ‘A patient’. 

'Phis account will have given some impression of the immense variety of hysterical 
manifestations. It is a point of some interest how much the favoured type of manifestation 
has varied during the course of human history from age to age, from the hysterical fits 
and casting-out of devils of the pre-scientific era, the pilgrimages of the flagellants of the 
Middle Ages, and such other communal psychoses affecting primitive communities as 
were seen in the witch-hunts of the seventeenth century (e.g. the Salem witches), down 
to the days of neurasthenia and railway-spine at the time of Beard. The prevalence of a 
disposition to hysteria probably remains unaltered through the centuries, but its mani- 
festation is responsive to the 'Zeitgeist’, and above all to the preoccupations, interests and 
theories of the medical men of the time. Under the influence of Charcot and his school 
were seen the ‘attitudes passionelles’, now never observed, ‘traumatic neurosis’ after 
Oppenheim and other neurologists, in the 1914-18 war ataxias, paralyses, astasia-abasia; 
and in the last war ‘effort syndrome’. 

DIFFERENTIAL DIAGNOSIS. In accordance with the principles with which we concluded the 
introductory part of this section, we may say that the clinician who makes a diagnosis of 
‘hysteria’ will always be in error. All that he is entitled to say, even after the most complete 
examination of past history and present status is that certain named phenomena, e.g. 
particular symptoms, are hysterical and that hysterical mechanisms are in evidence. Even 
then, all that is said thereby is that the phenomena named are to be explained by normal 
psychopathological mechanisms and do not presuppose a basis in pathology. The demon- 
stration that one or several symptoms are due to dissociation does not enable one to conclude 
that all the rest must be so too. When a conclusion has been drawn that some or all of the 
presenting symptoms are dissociative, it is still necessary to make up one’s mind about the 
aetiolog}^ and the basic state. This may at times be found to rest on a markedly devian 
personality; but very much more often the personality will be found to be normal, an 
the state on which a hysterical superstructure has been reared will prove to be an anxiet} 

state a depression, or an organic change. . 

Often it is not easy to establish that the symptoms are hysterical, and a full examinat 

of the past history and the present clinical state will be required. Clues will be obtam 
during history- taking in indications of a hysterical type of personality and behavioui patt 
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in the past which indicate a tendency to hysterical reactions. A carefully taken account of the 
present illness will show ih^x pathogenesis has proceeded via the intermediation of consciousness. 
Finally the symptom itself may be found clearly to have a strong personal significance 
to the patient, to be perhaps an effective defence against some environmental threat, or 
to have a symbolic meaning connected wth events in the past history. In clinical examina- 
tion the findings will be such as could not be simply explained by an organic lesion. A 
paralysed arm, for instance, may be paralysed only for deliberate and voluntary movements, 
but still react normally in automatic movements initiated by a voluntary movement of 
the opposed arm. A hysterical anaesthesia will not correspond to the distribution of an 
anaesthesia caused by interference in any anatomical pathway. Hysterical fugues, amnesias, 
twilight states wll show a disturbance of consciousness which is self-contradictory, i.e. 
leaving some functions, in which the highest levels of consciousness are involved, unaffected. 

Despite indications of these kinds differential diagnosis may be made difficult by the 
simultaneous occurrence of symptoms directly referable to an organic lesion. As has been 
said, organic sjmptoms are often overlaid by hysterical elaborations and exaggerations, 
and it may then be very difficult to say where the organic disability ends and the functional 
one begins. This is especially true in diseases of the digestive system (nervous dyspepsia, 
achalasia, ulcerative colitis), of the cardiovascular and respiratory systems (cardiac neuroses, 
angioneurotic oedema, hay fever, asthma), and the skin (‘dermatitis’, hyperhidrosis). As 
an example of the interlocking of psychological and physical mechanisms, anorexia nervosa 
is discussed in an appendix to this section. Furthermore, organic brain disease may itself 
predispose to hysterical reactions. Mistakes of both kinds are common, both the wasteful 
expenditure of time and trouble on the investigation of hysterical conditions along standard 
medical lines, and the recognition of a hysterical overlay while its underlying organic cause 
is missed. 

COURSE, PROGNOSIS AND OUTCOME. The majority of hysterical symptoms clear up spon- 
taneously soon after their first occurrence, as the situation which had produced them alters. 
Nevertheless, many hysterical illnesses continue for years. Ljungberg found that, though 
62 per cent, of patients had recovered m the first year, 20 per cent, were still ill fifteen years 
later. In the series reported by Slater (1961) the outcome tended to be even worse. 

Reasons for the continuance of symptoms may be many, and lie either within the patient 
or in his environmental circumstances. Gross and long-persisting hysterical symptoms are 
nearly always found in association wth personalities of a markedly hysterical structure; 
but the commonest finding then is that one symptom has passed off only to be replaced by 
another. The type of circumstance which is most likely to lead to long duration is one which 
provides the patient wxthsignificant gain from his illness. This gain need not be commensurate 
with the suffering which the illness itself involves. Among the long-standing pension 
neurotics left behind by the 1914-18 war there were many who drew a few shillings a week 
on account of their disability, but were effectively prevented by it from maintaining them- 
selves at a very much higher standard of Irving. The long persistence of a hysterical symp- 
tom itself aids its further continuation. A conditioned state of the central nervous system 
has been set up which can only be abolished by energetic and appropriate interference. An 
important factor leading to chronicity is the existence of a partner, consort, sib or parent, 
who believes in the patient’s illness and constantly supports it. 

Nevertheless hysterical conditions are such that, notwithstanding their duration or the 
unfavourable qualities of the personality in which they have arisen, possibility of cure is 
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nevrr rnttrciy nl»Dlishcd. Krncpclm and others have pointed out the relative youthfulness of 
hysterical palient-s and have concluded that the tendency to hysteria diminishes with 
itiCfcasmt: at:c, Kracpelin's hgiircs refer toadmissions toa psychiatric hospital ; but themaior- 
ity oi tiulder hysterics arc never hospitalized; indeed only a minority are ever seen by a 
psychiatrist. U scerns, however, to be true that a full social adaptation after a stormy 
liVi^terical phase not infrequently occurs after the age of thirty, even in patients of markedly 
hysterical )H'rsotiality. 


1 lU A I Mt'.N 1 . 1 he liCiUmcnt of hysterical illnesses will depend on a thorough understanding 
of the personality of the patient and of the circumstances which have conspired to produce 
illness. As a ride, therefore, it will not be begun until after a careful history has provided 
the physician with an idea of the patient’s strengths and weaknesses of personality, the 
extent to which certain modes of reaction arc ingrained or subject to variation, the present 
sources of emotional stress, etc. There arc certain exceptions to this general rule. It is not 
possible to get into suflicicut contact with a patient who appears to be mute or amnesic, 
unless the mutism or amnesia can first be disposed of. In such patients, a few sessions of 
ircalmcnt by hypnosis or by suggestion under narcosis may well precede psychiatric explor- 
ation, and the obtaining of the Iiistory will very likely be best continued while the patient is 
under control of this kind. 

When the history is complete, and the available facts have been analysed, the physician 
will be able to assess the nature and extent of the therapeutic problem. In rare cases it may 
then be seen that hysterical patterns of behaviour have been so lifelong, the patient’s 
capacity for social adaptation so defective, that treatment is practically hopeless. As a rule, 
however, it will be found that the main part of the disability is due to certain symptoms, 
and other symptoms are of less practical importance. These most important symptoms, 
moreover, will probably not be ones which are entirely habitual, but to a certain extent 
facultative, and due to a particular constellation of emotional factors. Alternative satisfactions 
for the patient's psychological needs will be available, and an alternative mode of reaction 
can be suggested to him which, while still fitting his personality, will be less disturbing 
socially or less disabling. In treatment it is important to keep one’s aim within what is 
practically attainable and not to attempt to educate the patient into a way of life which 
is entirely foreign to him. For this reason the belief of some psychotherapists, that they 
should be content with nothing less than the remodelling of the patient’s personality and 
the abolition of all hysterical tendencies, seems to us the equivalent of throwing away the 
substance for the shadow. 

In the course of the therapeutic analysis, an understanding will be obtained of the en- 
vironmental factors which have aided in the causation of the illness. Very frequently these 
or some of them, will be of a remediable nature. The attitude taken towards the patient s 
symptoms by his immediate friends and relatives will often fall into this category; and a 
considerable amount of explanation and persuasion may have to be given to a husband or 
wife, parent or child. At other times, contact may have to be made with teachers or em- 
ployers, a change of work may have to be arranged; and in general there is considerable 
scope for treatment along social lines. Manipulation of the environment so as to exclude its 
more traumatic features is needed more often than not. 

In the course of study of the patient’s case, the physician will gain a great measure ot 
insight into the factors that determine his usual modes of reaction. If a certain amount ot 
this insight can be passed on to the patient, so that he too may know where his weaknesses 
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lie and thereby be guarded against them, it is all to the good. In general, however, treatment 
in this way comes up against the barrier of an incapacity for insight, often showing itself in 
an apparent unwillingness to accept the most obvious explanation, which is a constitutional 
trait of an intractable kind. It wll be fotmd necessary to wrap up the insights which the 
patient must have in a sugar-coating of some sort in order to make them acceptable. 

Treatment of the disabling symptoms themselves will nearly always be by one or another 
means of suggestion. With insufficient previous preparation, suggestion will often bring 
about a cure, followed by immediate relapse. It is therefore desirable, before even any 
specifically directed suggestion is begun, to have a course mapped out for the patient during 
convalescence and after recovery and return to normal life, which he understands and has 
accepted. He must in fact be willing to get well before he is asked to give up his symptom. 
This will often involve negotiations, which may even take on a bargaining character, especi- 
ally if concessions are going to be demanded of the patient’s relatives. 

The longer the disabling hysterical symptoms have lasted, the more carefully planned 
the scheme of treatment will have to be. In acute hysterical reactions, such as were seen in 
great abundance during the W’ar, quite simple suggestive, or merely restorative, measures 
often brought about a permanent cure. Thus a man who was brought into a field aid-post 
with a gross tremor, or an amnesic state, after being dazed and then terrified by mortar fire, 
very frequently made a complete recovery with a heavy dose of sedative and twelve to six- 
teen hours’ sleep. Only when a motivation for illness became established, after being sent 
dotvn the line, did treatment begin to become difficult. 

Suggestion, which plays such a central part in the treatment, may be given in many 
ways, over a long time and in small doses in the course of conversations in which explanation 
and persuasion are also playing a role, or in single intensive sessions. If the latter method is 
used, then every effort is made to increase the patient’s momentary suggestibility up to a 
maximum. This may be done by hypnosis, by a very light narcosis under ether inhalation 
or intravenous barbiturate, or by the building up of a situation of emotional tension which 
is brought to a dramatic climax (as in some religious meetings). Any symptomatic improve- 
ment obtained must be grasped firmly, and the patient cannot be allowed to slip back. If, 
for instance, he has been paralysed and can be brought to walk, he should do so publicly, so 
that he is committed to his improvement. Where the hysterical syndrome is attributable to 
a single traumatic incident in the past, abreaclive procedures will often be effective ; under 
suggestion the patient is brought to relive this buried incident and to bring out all the 
emotion it caused at the time. This by itself is often enough, but it may also be necessary for 
him to look at this emotion in the cold light of day, as it were, and be able to discuss it in 
reassuring circumstances. Treatment by methods of psychological exploration, such as 
psychoanalysis, depends for its success as much on the discovery of such incidents in a 
forgotten past as on the elucidation of the factors in the present situation which aid the 
continuation of the illness. 


Depersonalization 

There are many vivid and arresting descriptions of the experience of depersonalization 
in the writings of mystics and saints and such an experience was probably the starting-point 
of Wordsv Orth’s ‘Ode on the Intimations of Immortality from Recollections of Early Child- 
hood’. The phenomenon began to attract the interest of non-medical psychologists towards 
the end of the last century and the earliest theories are to be found in the writings of Krishaber 
(1872), Ribot {1882) and Taine (1870) who attributed the phenomenon to a disturbance of 
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r.rnHc ju'rcfption. Janet (iQoS), whose book Obscssiom and Psychasthenia contains some 
exirllrnl nccoiints of tftc {ihenoincnon, considered that hyperactivity of memory in a 
seUim: of narrowed consciousness was the essential factor in causation. The experience, in 
hii. view, ai o Ur from tiic contrast l)clwccn recollection of the former healthy personality and 
the j'rcrent state, 'riworics aloni^ psychological, psychodynamic and organic lines have 
C()fUimic<I to proliferate throughout the past seven decades. 

A turning-point of psychiatric interest in the phenomenon was marked by the publi- 
c.ition of a classical monograph by Schilder in 1914 and a later Avork in 1935. He described 
depcmonalization as 'a state in which the individual feels himself changed throughout in 
comparison with his former state. This change extends both to the self and the outer world, 
and Ic.ads to the individual not acknowledging himself as a personality. His actions seem to 
him automatic. lie observes his own actions like a spectator’. 

In another work (Schilder, 1928) this description was expanded. ‘To the depersonalized 
individual the world appears strange, peculiar, foreign, dream-lilce. Objects appear at times 
strangelv diminished in size, at times flat. Sounds appear to come from a distance. The 
tactile ciiaractcristics of objects likewise seem strangely altered, but the patients complain 
not only of the changes in their perceptivity but their imagery appears to be altered. Patients 
characterize their imagciy^ as pale, colourless and some complain that they have altogether 
lost the power of imagination. The emotions likewise undergo marked alteration. Patients 
complain that they arc capable of experiencing neither pain nor pleasure; love and hate have 
jicrished with them. They experience a fundamental change in their personality, and the 
climax is reached with their complaints that they have become strangers to themselves. It is 
as though they were dead, lifeless, mere automatons. The objective examination of such 
patients reveals not only an intact sensory apparatus, but also an intact emotional apparatus. 
All these patients exhibit natural affective reactions in their facial expressions, attitudes, etc., 
so that it is impossible to assume that they are incapable of emotional response’. 

A number of distinct components of the phenomenon may be defined, in this as in other 
descriptions. For the alienation of the outer world the term ‘derealization' w^as coined by 
Mapothcr. There appears to be a subjective distortion of perception, for not oiffy may the 
size of objects appear to be altered but their shapes may be twisted, colours dimmed an 
faces changed, unfamiliar and frightening. Some patients complain of an unearthly stdlness 
in the world. One of Mayer-Gross’s (1935) patients once said ‘The w^orld looks perfectly sti , 
like a post-card. It is standing still; there is no point in it. A bus moves along without pur- 
pose. It does not feel real. Ever^^hing in vision is dead; branches of trees are swa5ang 

"^^Many padents complain of a subjective experience of bodily change. The head may feel 
large or numb, or the body below the neck feel dead and lifeless. Some patients use biza 
terms to describe their experience. They refer to their heads ‘filled with cotton-voo 
their bodies ‘made of marble’. A quasi-delusional form of expression may be 
convey the experiences but, unless a transition to schizophrenic illness is taking place, tu 
enquiry reveals that these descriptions carry an implicit ‘as if’ qualification. ^rn 
feel heavy, swollen, or the hands held up before the patient arouse a sense of unfamiliai t) 

the ‘automatent' experience the patient feels as if he were a 
soectator of his own activities. Movements appear forced, affected, puppe - 1 ' , « , 

/soecial act of will. His voice sounds unfamiliar, and he is bereft of spontaneity 1 h g 
^ P ■ Closely associated -with these features is a compulsive self s 


speech and action 
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which appears from descriptions given by the patients to aggravate the situation in a vicious 
circle. Schilder was inclined to attach special importance to this self-scrutinizing tendency 
which he considered to be fundamental to the W’hole disturbance. Bizarre hypochondriacal 
ideas are quite often expressed by patients whose attention appears set in a state of self- 
observation. Despite the complaints of robot-like behaviour devoid of all feelings of fulfil- 
ment or satisfaction, objectively patients appear to carry out tasks in a normally prompt and 
efficient manner. The loss of the specifiefeeUngs that accompany action {‘ahtionsgeftihle') has 
been held by Loewy (1908) to be the central feature of depersonalization phenomena. 

The patients’ inability to feel emotion even tow'ards those dear and close to them is a 
distressing component of the syndrome but, as it is quite often found independently of the 
other features, it is probably less specific than ‘aktionsgefuhle' for depersonalization. 

The patient finds the experiences difficult to render into words. There is a continual feeling 
that the personality is not involved in events and a quality of estrangement from and unfam- 
iliarity with the self that makes the individual fearful or uncomfortable when left alone. He 
has feelings of doubt about his own identity. His reflexion in the mirror appears unfamiliar 
and feelings of unreality may be heightened when he hears his own name spoken. He fears a 
sudden failure of memory, a lapse into blankness and total loss of identity. The physical 
experiences include feelings of floating in space and of blunted sensation all over the body 
which leads some patients to touch, punch or prick themselves repeatedly in an attempt to 
provoke a sense of reality. The experience is like a dream from which some vivid, dramatic 
event might at any moment bring awakening. 

Most of the patients presenting in clinical practice with depersonalization symptoms of 
the kind described will be found to be suffering from an anxiety neurosis very often with 
prominent phobic features. The feelings of anxiety rarely become manifest in objective 
disturbances of conduct, but there is a fear of some sudden violent explosion of conduct with 
loss of control and lapse into madness. These feelings, as also the sense of unreality and 
detachment, are aggravated in unfamiliar surroundings and by being away from the 
protection and security conferred by close friends and relatives. Patients are therefore 
disinclined to leave the home and family circle and attacks of panic may break through if 
excursions far from home are attempted. These patients with situational anxiety belong to 
the group of phobic anxiety-depersonalization cases (see p. 94), although intense and persistent 
unreality feelings are found in only a minority. 

Another group in which depersonalization may dominate the clinical picture is made up 
of immature, markedly obsessional, introspective young people in whom depersonalization 
often begins abruptly. These cases are relatively rare and their representation in the litera- 
ture of depersonalization is out of proportion to their numerical importance. This is probably 
because of their psychopathological interest, the Wvid and differentiated descriptions of 
their experiences many of these patients provide, and the long duration of the symptoms. 
The term primary depersonalization syndrome' can perhaps be applied to this group, for the 
depersonalization does not appear to be secondary to some other psychiatric disorder, 
although difficulty in establishing personal relationships and in negotiating adolescence in 
general, and an abnormal degree of self-absoq>tion, w ithdraw’al into phantasy or rumination 
about fate, time and death are common features. There may have been fleeting attacks of 
unreality feelings previously, bm the illness is generally of abrupt onset. The adolescent 
cases described by Meyer (1959, 1961) probably belonged to this group, as also a number of 
those studied by Shor^•on et al. (1946), «ho considered that depersonalization occurred in 
the form of an independent sjmdrome. 
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Many of the of ‘priinnry depersonalization syndrome' and the far more common 
ol depersonahzatton in the selling of an anxiety neurosis, liave, in recent years, been 
efannifit^d liiuler the heading of 'pseudo-neurotic schizophrenia', particularly by North 
Amrriean authors. ' 1 ‘he ineHahility of the patients’ experience, the difficulty of arriving at 
r.atiT.faelnry explanations in terms of psychopathology alone, and the long drawn out nature 
( 4 * the illness have all contributed to the adoption of this nomenclature. There is, however, 
no evidence that depersonalization sustained for months or years without complicating 
psychotic features bears any relationship to schizophrenic illness. 

W hen tlcpcr.sonalization docs occur during the evolution of unquestionable schizophrenic 
psychosis it is llccting in character, the clinical events march swiftly and delusional and 
hallucinatory experiences arc never very far off. Moreover, even prior to the stage of actual 
dclusi(UL careful exatnination reveals perplexity, affective incongruity and a tendency to 
malic ncar-dclusional misinterpretations of events in the patient’s environment as well as of 
his subjective experiences. It is of interest, moreover, that in a recent phenomenological 
enquirj' into schizophrenia and related illnesses (McClelland et al, 1968), depersonaliz- 
ation was found to be associated with the non-nuclear rather than the nuclear cases. The main 


constituents of the former were cases with cerebral lesions and schizophreniform illnesses 
following some severe stress in which a strong colouring of anxiety or depression were usual. 

Depersonalization is often held to have affinities with obsessive-compulsive states but 
the relationship, if any, is a complex one requiring further elucidation. Unreality feelings 
arc found in only a minority of true obsessive neuroses and are rarely more than a transient 
experience that comes on at the peak of bouts of intense rumination or ritualistic behaviour. 
They may occur in any kind of personality setting although the long-sustained depersonaliz- 
ation syndromes of near-adolescence appear to develop mainly in individuals with conspicu- 
ous obsessional personality traits. In hysterical subjects depersonalization presents in a 
particularly florid and differentiated manner and the experiences described are of great 
psychopathological interest. However, the term ‘hysterical depersonalization syndrome’ is a 
misnomer in that it confuses a description of personality with the diagnosis of a syndrome or 
illness. These patients are usually subjects with prominent hysterical personality traits who 
have developed an anxiety neurosis (often with marked phobic features) following a severe 


and clearly defined stress. 

Depersonalization occurs in only a small minority (10 to 12 per cent.) of the patients with 
depressive illness and is generally confined to the complaint of blunting or deadness of 
feeling which is the least specific part of the depersonalization syndrome. When deperson- 
alization is prominent and presents in its complete form, the diagnosis of depression requires 
careful reconsideration. Attention has already been drawn to the evidence (p. 94) that it is 
with the affect of anxiety and not with depression that depersonalization is most closely 


associated. 

Relatively little is known about depersonalization as it occurs in the course of everyday 
experience or in situations not easily accessible to clinical observ^ers. The menacing and intoler- 
able circumstances in which those arriving in Nazi concentration camps found themselves 
evoked feelings of depersonalization in the majority of inmates and these persisted for some 
weeks after their arrival (Krai, 1951). Similar experiences have been reported by sunuvors 0 
shipwreck, those rescued from drowning or those who have narrowdy escaped death in other 
circumstances. The following account of an experience in a situation of danger given to us 
by a psychiatrist exemplifies in a particularly clear manner the relationship betzveen feah 
anxiety and depersonalization. The man in question was driving at some speed on a wet roa 



PERSONALITY DEVIATIONS AND NEUROTIC REACTIONS 123 

surface and as he cornered fast the car skidded. He immediately experienced a dream-Hke 
detachment and found himself steering mechanically and aware of his actions as if he were 
contemplating some unfortunate victim from a distance. After spinning round several times 
and narrowly avoiding oncoming traffic the car finally came to a halt facing in the opposite 
direction. The driver felt quite calm but w’hen bystanders spoke to him their voices seemed 
muffled and the surrounding countryside appeared still, remote and unreal. His own voice 
sounded unfamiliar. He drove on feeling quite calm, arrived at his clinic and rang for his 
first patient. As the patient entered the psychiatrist’s depersonalization suddenly lifted and 
he became aware that he was perspiring and trembling severely and his heart was pounding 
at a rapid rate. 

Transient unreality feelings are also experienced quite often by the bereaved and by 
persons given to rumination about abstract problems of life and death. Only a small number 
of such subjects develop an actual illness which brings them under psychiatric observ'ation. 
In all these situations there is a strong undercurrent of anxiety and this is also true of the 
depersonalization that develops in association with the perceptual distortions, hallucinations 
and heightened arousal promoted by hallucinogenic drugs. 

Some transient experiences of depersonalization in normal subjects begin in states of 
fatigue or during a period of relaxation after intense emotional experience (Roberts, i960; 
Sedman, 1966). Little is known about the psychopathology of this phenomenon. 

There have been numerous attempts at a unifying explanation of depersonalization 
phenomena. Among the views expressed by psychoanalysts have been a flight from the fear 
of psychic castration, erotization of thinking with a consequent clash of homosexual and 
heterosexual tendencies and a narcissistic self-scrutiny that seeks to compensate for deficient 
affection and admiration in childhood. None of those views is very fruitful for clinical 
understanding or investigation. The view that depersonalization is an abortive form of 
schizophrenia (Galdston, 1947; Nolan Lewis, 1949) implies that a wide range of neurotic dis- 
turbances have affinities with schizophrenia and is also unacceptable because this psychosis 
so rarely develops in depersonalized patients. Ackner’s view (1954) that depersonalization 
reflects ‘relative failure of integration of experience into the total organization of psychic 
functioning’ is difficult to follow' in view of the rarity of this complication in most forms of 
psychiatric disorder Many workers have referred in some perplexity to the widely different 

... , f— TT_ . 


of consciousness (or ‘arousal’) that is closely related to anxiety and has the effect of attenu- 
ating its influence upon behaviour has a little in common W’ith the view of Oberndorf (1950) 
that it is a defence against anxiety arising from threats to the ego (from the id or super-ego) 
and also with Mayer-Gross’s concept (1935) ® ‘preformed functional response of the 

brain’. According to this view the factor held in common by most of the clinical settings of 
depersonalization is severe anxiety. It would therefore be expected to be commonest in 
disorders in which anxiety frequently mounted to the level of panic. If a close functional 
relationship between anxiety and depersonalization exists, it would be reasonable to e.xpect 
that there would be a correspondingly close relationship between them in a neurological 
sense. Anxiety is in fact prominent in depersonalization associated with organic disease, 
as in temporal lobe epilepsy, as well as with the functional variants and it seems likely that 
the two types of phenomenon utilize a common final pathway. These recent hypotheses 
about depersonalization have some heuristic value and are open to further critical evaluation. 
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Thv trcatfncnt of t!cpcrsnoa!i'/ation syndromes is that of the underlying p 
di'.ofdfT .'(Oil li.'is tJjeft’forc been mainly dealt with in the section on anxiety ncuros 
fate of ‘prifnary depersonalization syndrome’ treatment is difficult. Daviso: 
demonnfratton that tetnporar)' relief could be conferred by intravenous injections ( 
drinr and that this was accompanied by a slight increase in frequency of the alpha i 
the M.l'i.Ci., is of considerable interest. It docs not, however, provide, for the ] 
pt actictiblc foitu of therapy and carries a risk of addiction. In cases with prominer 
a course of thiopentone injections may prove beneficial (sec p. 94). 


Anorexia Nervosa 

I ills is a condition almost confined to women in the years of adolescence and e< 
life, although it also occurs rarely in young men; it may occur as early as fourfe( 
seldom seen after the age of thirty. In its most typical form it begins as an attempt 1 
for the sake of .siitnnc.ss by a healthy well-nourished girl, and in its earliest stag 
probably be fairly easily reversed. 7 ’he psychiatrist does not see the patient until 
lost some fifteen kilograms, and by her refusal to take any more than a few bites 
a <lay is causing her relatives the greatest anxiety. Both mental and physical 
arc tiicn in the foreground, and prolonged treatment will be called for before recove 
The comtiiutional factors in aetiology are important. The patient will havi 
signs in earlier years of hysterical tendencies, often, also of obsessional traits, ai 
may be a family history of psychopathy or neurosis. There are, however, const 
factors of a physical type, which have remained latent until the anorexia is well ac 
but then disclose themselves. These are shown in a pattern of somatic reaction i 
almost unique, and which may one day be found to have some physiological basis, 
hypothalamic lesions will, in rare instances, produce severe anorexia (White an 
1959) while injury to the ventro-medial nuclei tends to produce over-eating and 
It is possible, therefore, that anorexia nervosa arises from a functional disturbanc 
balance of activity of the two main centres concerned with the control of appetite. 

Psychogenic factors also play an important part.The dynamic situation within th( 
is nearly always found to be out of the ordinary, most typically with an over-pr 
dominant and obsessionally rigid mother, who is being driven into extremes of 
by her daughter’s behaviour. Minor psychological abnormalities are relatively c 
round about puberty; some patients being conspicuously tomboyish, others s 
prudishness or disgust with matters relating to sex including the development ( 
secondary sexual characteristics. A proportion of the patients are obese in the pre-a 
period and many have a strong interest in food. A history of feeding difficulties ir 
hood is relatively common (Kay and Leigh, 1954). The illness nearly always arises 
some conflict situation, e.g. an engagement to marry which the patient secretly does 1 
willing to carry out, impaired relations with the parents, a disappointment over a 
some similar situation which it will often need painstaking investigation to disclose, 
patients put up considerable resistance to psychotherapeutic exploration and, by di 
the physician’s attention onto their prominent physical symptoms, for a long 

successfully prevent it. • u 1 

Physically the patient is invariably thin and sometimes has lost so much weight t 
skin seems to be lying loosely over bones only just beneath the surface. Loss of weigh 
to five stone or even Jess is common. The skin itself is dry and papery, without normal s 
ness and elasticity, and it may show a prominent growth of downy hair on the extrf 
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and trunk. The basal metabolic rate is greatly reduced, blood pressure is low, and the 
circulation in the extremities is poor; hands and feet are cold and may be blue. There is 
amenorrhoea, which has usually lasted from very early in the illness, and is sometimes 
reported to have antedated the most obvious signs of loss of appetite. There is an obstinate 
constipation, probably attributable to the small intake of food and fluid. 

The anorexia is profound. The patient has no desire for food of any kind, and most foods, 
especially the more nutritious, are regarded with repulsion. The strongest resistance is 
made to taking an adequate diet, even to taking food at all. The doctor wll often obtain 
promises from the patient to take a sufficient meal; but, though she says she tries, she really 
makes no effort to eat. All her efforts are in the opposite direction. Much cunning will be 
shown in disposing of food by other ways than eating it. Hiding-places will be found where 
it can be concealed until it can be disposed of down the lavatory. Many patients can make 
themselves vomit at tvill, and so get rid of even such food as they have eaten. If anjlhing 
is taken voluntarily, it will be something without nutritive value, such as sips of water 
and fruit or salads. Milk and fats are especially abhorrent. 

Despite her physically reduced state, the patient nearly always sho%vs a remarkable 
degree of energy^ alertness and initiative. Up to the time of admission to hospital, she will 
frequently have been engaging in usual social activities, even dancing, swimming and 
playing tennis. In many cases she does not herself feel ill, and her anorexia is hardly so much 
a symptom to her as a guiding principle of her life; in others there are complaints of 
symptoms of a non-specifically neurotic kind. 

The differential diagnosis is from the secondary anorexias. There is no depression, nor 
any symptom of a schizophrenic kind; and it is hardly possible to mistake the condition for 
a psychotic state. The exclusion of organic disease, such as carcinoma of the stomach, or 
tuberculosis, is also easy, as no signs will be found of these diseases, and the characteristic 
well-being combined with anorexia and amenorrhoea are rarely seen in organic disease. 
In hypopituitarism there is very rarely gross loss of weight nor anorexia, and the signs of 

i-uuie oil siowiy ui cnudtiood, or abruptly alter the puerperium. In the anorexias secondary 
to other psychiatric disorders the complete syndrome described above is rarely seen. A 
further feature is that onset of such secondary anorexias is usually long after or before 
puberty (King, 1963). 

For effective treatment to be undertaken, it is essential that the patient be admitted to 
hospital and placed under the closest nursing supervision. It is much belter if a nurse can 
personally assist at every meal and by persuasion and persistence see that an adequate 
amount of it is taken. The first meals will be the most difficult, and once the patient’s 
routine refusal can be overcome the battle is half over. Failure with such simple measures 
is nearly always attributable to insufficient or insufficiently-skilled nursing. At the same time 
psychological exploration is called for, and when the facts have been elicited, an attempt 
must be made to get the patient to see her illness in a less peculiar light and to solve the 
problems which have caused breakdown. Adjuvant measures, the giving of a liquid diet 
which can more easily be measured and controlled, the giving of insulin, or of a course of 
modified insulin treatment, even at times tube-feeding, should not often be called for. 

A considerable advance in treatment in recent years has been through the use of 
phenothiazines. Chlorpromazine in effective doses (300-1,000 mg. daily) produces a 
tranquil state in the patient, in which she trill accept adequate nourishment. High calorie 
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can, howevei 
cause in som 

huh'nK effective trcaitnent, the outcome in anorexia nervosa is surrounded by dangen 
Patient:! ttnt infrequeiilly die of inanition or intcrcurrcnt disease such as tuberculosis; an( 
of thnre whose lives are saved Init who Itavc still resisted therapy, some pass into a chronii 
state in which a [)arlial anorexia is maintained. In a recent follow-up study, Kay anc 
Hchapira {u)Gs) found evidence to suggest that the prognosis for survival in this disordei 
nuiy have iinptovcd in recent years, lluis, whereas there were 6 deaths among 38 cases 
lollowcd up in 195 ‘ 1 > *5nly i of 27 recent cases died. Nevertheless, some degree of chronic 
disability remained, in many cases, years after discharge from hospital. A good initial re- 
spon.se to treatment in hospital was a favourable sign, but relapse had occurred in some 
instances even after a satisfactory initial gain in weight. In 60 per cent, of patients some 
diisturbancc of appetite continued, while more than half either remained underweight or 
showed a marked fluctuation in weight. The menses were irregular or completely absent in 
nearly 60 jicr cent, of the female patients traced three or more years after admission. In some 
patients amcnorrhoca appears to persist despite satisfactory gain in weight. However, 
normal menstruation with pregnancy and lactation was found to occur in some instances 
after many years of amcnorrhoca suggesting that permanent endocrine damage is rare. 
Approximately a third of tire patients had achieved a good recovery with a few residual 
.symptoms, though sexual frigidity and difficulties in social adjustment were common. A 
further third were underweight and showed more or less severe neurotic symptoms; 
menses were irregular in a few cases. In just under a third of the cases the patients were 
markedly underweight, amcnorrhoeic and still largely preoccupied with food and often 
with the functioning of the bowels. As some degree of chronic disability is so common 
and the disorder, even with modern treatment, occasionally proves fatal, leucotomy may 
have to be considered in a few of the most difficult and resistant cases. However, if effective 
treatment can be begun early, a satisfactory degree of improvement may be anticipated m a 
high proportion of cases. 


Obsessional States 

DEFINITION. The essential nature of the obsessional or compulsive symptom lies m its 
appearance as a mental content, an idea, image, affect, impulse or movement, with a sub- 
jective sense of compulsion overriding an internal resistance. This resistance from the healthy 
part of the personality, in which the symptom is recognized as strange or morbid, is the 
essential characteristic by which truly compulsive phenomena can be distinguished from 
other phenomena of a related or similar kind. If the personality as a whole identifies itself 
with the idea, e.g. the idea of contamination, we have to deal with a delusional idea rather than 
with a compulsive one. Over-valued ideas fall somewhat between these two forms of symp- 
tom; they are accepted without struggle by the patient, but not without intermittent doubts. 

Compulsive symptoms tend to take on z precisely determined form, and to be repetitive, 
especially if they consist in a movement or have a motor component, as with a gesture. 
Thus there is a resemblance to other phenomena showing some but not all of these qualities^ 
We may compare the compulsion with motor tics, which occur without the mediation 0^ 
consciousness, but often arouse an internal sense of compulsion and futile resistance, 
mav also be compared with formalized repetitive experiences without this subjective 
action, such as mannerisms of various kinds, the ‘doodling’ of the absentminded man, 
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rituals. In the individual patient these phenomena, of a related but not strictly compulsive 
kind, may be combined with typical compulsive symptoms. 

If we consider obsessional illnesses from a purely symptomatological point of view, we 
have to take into account the fact that compulsive symplotns can be found in normal people, 
in persons suffering from functional and organic psychoses and from neurotic reactions. 
When we consider matters from an aetiological viewpoint, we note that there is a group of 
persons, commonly called obsessional, showing a constitutional syndrome, a well-marked 
constellation of character traits, who tend to suffer from a variety of illnesses, in which 
compulsive symptoms are usually prominent. It is necessary to keep these two aspects 
distinct, and in the section below we shall confine our use of the word ‘obsessional’ to the 
constitutional syndrome in rather the same way as Kahn used the word 'anankastic’, and 
our use of the word ‘compulsive’ to the symptom. 

OCCURRENCE IN THE NORMAL. Phenomena of a kind related to the compulsive are frequently 
observed in children in pre-pubescent years. Much of the play of children takes on a formal- 
ized and repetitive quality. Children will walk along the street making a hop at every fourth 
step, or treading on the paving-stones and not on the cracks between, or tapping with a 
stick in a rhjmhmic way on the palings they pass. Coming to their own home, they may have 
a particular ritual for entering, by taking two steps up and one do%vn in climbing the steps 
to the front door. These modes of behaviour become associated with fantasy and ideas of 
good and evil. The cracks between the paving-stones represent deep gulfs into the earth; 
to step on one of them would be to fall. To enter the home without the climbing ritual would 
somehow be bad or unlucky. The child may be perfectly prepared to admit that these ideas 
are nonsensical, but they still have some sort of validity. After a time the force of habit 
may assert itself, and the compulsion to continue in a set ritual may become so strong that 
it is imperative even against the strongly expressed demands of the parents and the wishes 
of the child to regain his liberty of action. This is a common mode of onset of the obsessional 
neuroses of children. As a rule these childish habits are outgrown, and have little signifi- 
cance in the later development of personality. 

Very similar to the compulsive symptoms of the normal child are the superstitions of the 
adult. Some harmless and meaningless act, such as the spilling of salt at table, conies to 
take on in popular tradition a symbolic meaning for good or ill. The irrationality of the idea 
will be admitted, but a sense of discomfort accompanies an infraction of the requirements 
of the superstition (e.g. that a pinch of the spilt salt should be thrown over one’s left 
shoulder), and the superstition-ridden will affirm that, really, it is better to be ‘safe’. Such 
a superstition is genuinely compulsive m nature, but it has arisen from mental mechanisms 
common to all normal people, the association of a symbolic value and an affective tone to 
an. idea or an act by a process of conditioning, and without rational justification. 

Childish rituals and superstitious acts resemble in many ways the rituals of animistically 
religious primitive peoples. They also live in fear and try to govern their threatening world 
by strict rules, which will prevent chance events from disturbing the regularity of their 
narrowly ordered environment. Superstitions are relics of the magical beliefs of our 
ancestors, and under some circumstances civilized man will revert to the mental attitude 
on which they are based. Goldstein has shown that brain-injured patients wth personality 
defects also have an extreme 'organic ^derliness' which borders on compulsive behaviour. 
This can be interpreted as a defensive mechanism, allowing them to master their re- 
stricted environment in spite of their defect. 
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Aiiotl.tr r.yinplom experienced at some time by most normal adults, which bears a 
close resemblance to the compulsive, or is perhaps genuinely compulsive in nature is the 
r.itnple pmbttnce of some couieut of the mind when it has ceased to serve any adaptive 
purpose. One of the commonest forms this takes is the way a tune will run in the head, 
altliough the .subject docs his bc.st to turn his mind to other things. Tunes or snatches of 
rhyme arc particularly jironc to have this cfTcct, no doubt owing to their rhythmic quality. 
'Fiiis ([uality is one that is met widely in compulsive symptoms. However, it need not always 
be prc.scnt. IHosl brain-workers arc familiar with nights when they have difficulty in getting 
off to r.lecp, owing to a compulsive turning over in their minds of recollections of the day 
past, or plates for the morrow; any event or prospect which has an affect of frustration, 
irritaliott or tension bound up with it is particularly likely to act as a focus for rumination.^ 


I'lfY.^^tOLOGiCAL RA.sts. It is worth bringing these tliree aspects of compulsive symptoms in 
the ttormal, i.c. the frequency of occurrence in children, their rhythmic or repetitive nature, 
their iitcrcascd incidence in states of fatigue and hypnagogic states, into relation with 
ncurolo»icnl fwdhigs. 'I’lius compulsive symptoms, often in association with oculogyric 
crises, occur in association with epidemic encephalitis, while Hillbom (i960) has described 
the occurrence of severe obsessive-compulsive neurosis in patients suffering from brain 
injuries with epilepsy following gunshot wounds of the head. Some workers have also 
described a higher incidence of E.E.G. abnormalities in severely obsessive patients but the 
anomalies reported arc of a subtle and borderline kind and further evidence relating to 
this problem is needed. There is therefore evidence to suggest that, underlying the three 
aspects of compidsivc symptoms described above, there is likely to be a unitary disturbance 
of cerebral function, 

ASSOCIATIONS, Compulsivc symptoms are occasionally seen in organic states, but probably 
with a greater than chance frequency only in the late stages of encephalitis lethargica. 
This disease has the capacity to release such symptoms even in those not predisposed. There 
can be no doubt that the relation is a causal one. In cases that have come under our observa- 
tion the compulsive symptoms, which were of the form of ruminations (A^ffiy am I? , 
‘^^^ly are men men?’), occurred only during the actual occurrence of oculogyric crises. 
They have, however, also been observed in the post-encephalitic apart from the crises. It 
has been suggested that they are due to an abnormal state of wakefulness', the peculiar 
division of personality, one part initiating the compulsion, the other resisting it and trying 
to free itself, is facilitated by an uneven spread of wakefulness in the central nervous 
system, as one also sees in the hypnagogic state. 

Better knowm than in the organic states, are the compulsive symptoms seen in the endo- 
genous psychoses. In involutional melancholia they are frequent, but usually anchored m 
the basis of an obsessional personality. In schizophrenia compulsive symptoms arise not 
uncommonly without such a basis, apparently owing to the localized effect of the process on 
one aspect of mental function. It has often been debated whether these symptoms are 
related to the similar ones seen in true obsessional states, and it is generally suspecte 
that their pathogenesis is different. The schizophrenic may feel himself compelled to carry 
out certain rituals under the influence of an extraneous power; in these cases the forma 
disorder of thought distinguishes itself from that seen in the similar obsessional symptom, 

1 Described in French psychiatry as 'vientisme' (Dumont de Monteux, 1867). See G. Heujer 
and A. Lamache (1929). 
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in that the subject has no insight into the irrationality of his act. The delusional nature of 
the phenomenon can usually be elicited. Again, the catatonic patient may engage in a series 
of mannerisms so complicated and formalized that it closely resembles an obsessional 
pattern; but he will often be able to report that it is carried through without any sense of 
internal resistance. 

Much has been written about the theoretical possibility that delusional ideas in paranoid 
schizophrenia may be first present as compulsive ideas and later become delusions, through 
loss of insight and the abandoning of resistance to their ovenvhelming pow’er. In fact, in 
the life-history of individual patients, this development happens very rarely if it happens at 
all. Stengel (1945) thinks that the desires and fears which the obsessional idea served to 
suppress and control may appear in the form of delusions. The compulsion itself is not 
projected, but something that was represented by the compulsion in a distorted and 
unrecognizable form (see also Chapter V, p. 283). 

Compulsive symptoms are quite common in manic-depressive psychoses, especially in 
depressions. They are then often monosymptomatic. A depressed woman, for instance, 
may complain that she feels the impulse, whenever she sees the carving-knife, to pick it up 
and cut her infant's throat. The idea is inexpressibly horrible, and arouses acute feelings of 
anxiety. Patients with this sort of symptom often show the extraverted, cycloid type of 
personality usual in manic-depressive disorders, without notable obsessional traits. As 
the severity of the illness lessens, the compulsive symptom lessens too, and no permanent 
habit-pattern is set up. These symptoms bear a resemblance to feelings not uncommon 
in normal people, which are sometimes called ‘contrast ideas’, e.g. the impulse to shout a 
blasphemy in church, the feeling, when standing at the edge of a cliff, that against one’s will 
one might throw oneself over. 

From time to time one secs the rare cases of recurrent endogenous obsessional neuroses. 
These are people who, m time of health, show no noteworthy obsessional traits, but who 
have phases in which compulsive symptoms appear out of the blue and rapidly mount up to 
complete incapacitation. Any depression seen may appear to be entirely secondary, and 
the whole of the foreground of the picture may be filled by the compulsions. Nevertheless 
these illnesses remit and relapse m very much the same way as cyclothymic illnesses, may 
show just as much regularity of timing, and are probably to be included, from the actio- 
logical point of view, in the manic-depressive disorders (see Chapter IV). 

Compulsive symptoms are frequent in certain of the neurotic reactions, such as neuras- 
thenic and anxiety states; rare in others, such as hysterical reactions. Causally, however, the 
relationship is to be seen the other way round. Persons of obsessional temperament are 
liable to certain neuroses, and comparatively immune to others; and when one of the 
favoured neurotic reactions occurs, it is likely to be coloured by patterns of behaviour 
which are constitutionally determined. An obsessional temperament is likely to suffer 
from an anxiety neurosis, in which compulsive symptoms may then appear; but there 
is no tendency for anxiety to release compulsive symptoms in those who are not so 
predisposed. 

PREDISPOSITION. The role of genetical factors in predisposing to obsessional states was 
discussed on page 64. The suggestion is at the least a plausible one that the prevalence of 
obsessional personalities in the parents of obsessional patients is due to the fact that such 
parents cause their children to become obsessional by the tvay they bring them up. We 
must suppose that such forces play a part; but the fact that within a sibship one finds only 
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a muH.nty of oh^sc^ional iiuiivuliinls, even when both parents arc themselves obscssiona 
that uphntupnjt alone can hardly be the whole of the story. Compulsive symptorr 
arr ii.;ely to ilounsh in persona of a particular sort of personality, and the more mark 
the iH'rsonahty deviation, the more likely is it that symptoms will occur. The qualities c 
f{.i». perMinality are in themselves normal, and arc shown to some extent by the majorit 
of hv.ilthy indiviiltials, but in the obsessional neurotic they usually reach a rather extrem 
deitree. “rhese (inalities arc very distinctive and tend to be associated together, so that; 
rreo|'ni-,%d»lo jmiMlity pmdrowc is formed. There is a specificity about the obsessiona 
personality wliich is lacking from the merely anxious or neurasthenic. An excellent descrip 
tion has been given by J’ierrc Janet (190S), 

d’hc outstanding features of this type of personality are its rigidity, inflexibility and lad 
of adaptability; its conscientiousness and love of order and discipline; and its persistence 
and endurance even in the face of obstacles. A high ethical value must indeed be set on many 
of the charoctcr-trniis nf ihc ohscssioual~\\\s dependability and reliability, his punctuality, 
precision, scrupulousness in matters of morals, his capacity for self-effacement and even 
self-innunlation on the altar of a principle. If we are to try to cover all the traits he shows 
with one term, one might say that the obsessional shows an unusual degree of mental 
'inertia’ (but not inertness), taking the word from physics for a metaphorical use. That is to 
say, he is diflictdt to move, but set moving in a given direction, persists in it and is difficult 
to stop or to deflect. 

^’hc rapid and easy but superficial adaptability of the hysteric is not for him; and in fact 
we find that persons of obsessional temperament very rarely show hysterical symptoms. 
Swift variations of mood and energy are also foreign, and the path of the obsessional, lacking 
brilliance, is dull but dogged. Minor obsessional traits add a quality of worth and stability 
to a personality, and proved valuable assets to men of outstanding achievement (e.g. Dr 
Johnson). If, however, they are present in marked degree, they are usually so hampering as 
to prevent any remarkable feat of originality. Such a man finds himself most at home in a 
world in which all is ordered, and little left to personal initiative. The obsessional, pn?" 
excellence, is found in the ranks of the Civil Service, though, admittedly, usually in its lower 
ranks. He tends to find for liimself a religion which is cut and dried, and is more frequently 
found, for instance, among Plymouth Brethren and Scottish Presbyterians than among 
Catholics, and in the Catholics more frequently among Jesuit priests than those governing 
tliemselves with a less rigid discipline. Adherence to rules and regulations provides an in- 
ternal security which is otherwise difficult to attain; and this may show itself in a petty 
Sabbatarianism. The love of order and discipline is extended to others; and obsessional 
people tend to be strict parents and domineering masters. 

Coupled with this rigidity there is often an internal insecurity. High statidards are set 
for personal performance, and much anxiety is felt if these standards cannot be maintained, 
or are maintained with difficulty. Many obsessionals have their first nervous breakdown 
when given added responsibility or authority; or when they are given work of an unfamiliar 
kind. A common manifestation of an obsessional state is as a ‘promotion neurosis’. Axi 
obsessional librarian, for instance, who was called up into the Royal Air Force, prove 
brilliant in theory, passed all the examinations, was absolutely reliable in the upkeep of the 
machines, but broke down when he had to fly alone and to make quick decisions in a fig 

with the enemy. . . 

Persons of obsessional disposition are more than normally liable to several clis 1 

clinical syndromes. They are, first, liable to frank obsessional states, which will be more 
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fully described in the clinical section below. They are also subject to involutional depressive 
states, and to clinically closely similar states which occur in earlier years. They are very 
liable to anxiety neuroses, usually with anxiety symptoms clustering about the focus of some 
compulsive idea such as a groundless fear of disease; and they are liable to vaguer neurotic 
conditions in which symptoms of neurasthenia or hypochondriasis predominate. The 
occurrence of depersonalization is often stated in literature to be associated with the obses- 
sional personality (Shorvon, 1946). In fact depersonalization may occur in any kind of 
personality setting, but there is evidence to suggest that it has some correlation with 
hysterical traits (Roth et al, 1965) and it usually forms one component of an anxiety neu- 
rosis. However, the ‘intellectual obsessive’ type of depersonalization probably identical with 
the ‘primary depersonalization syndrome’ of other writers (Skoog, 1965) is prone to occur 
in young men with pronounced obsessional traits in their pre-morbid personality. This 
condition may, with its ruminative, self-scrutinizing features prove disabling over a period 
of years. It has figured prominently in the literature of depersonalization (see p. 119)* 

PRECIPITATION. These less specific neurotic reactions which occur in obsessional 
personalities are subject to the general laws which seem to hold good for neurotic reactions ; 
i.e. they occur under psychological and physiological stress of an exceptional kind, and once 
the stress is removed, they show a spontaneous tendency towards remission. The stresses 
are most usually of a kind to provoke anxiety, but may take a specific form, as the subject 
may be immune to some situations likely to produce anxiety in the average man, but liable 
to feel anxiety in situations which would cause most people little distress of mind. As has 
been said, these stresses may be of the kind to demand adaptation to a change of circum- 
stances, a relaxation of established habits, an increase in responsibility, or a situation which 
puts a demand on flexibility of attitude or confident self-reliance. 

True obsessional states are much less frequently traceable to environmental factors of 
these kinds, and are but rarely of rapid onset at a given point in time. For the most part 
they develop insidiously as the result of a vicious circle. The patient has, for instance, the 
compulsive thought that after touching any foreign object the hands are dirtied. This is 
countered by washing. After a single washing of the hands the thought recurs, and has to be 
countered by more washing. At every recurrence of the thought, there are symptoms of 
anxiety. As the number of washings increases, to the inunediate anxiety associated with the 
compulsive thought is added the normal anxiety caused by the failure of the counter- 
measures to abate distress and that caused by being caught in a net of such irrational 
behaviour. Further measures are invented to deal with these aspects ; a resolution is made 
that three washings on any single occasion roust be enough. These defences too break 
down. The magic power of the number three may be insufficient, and three times three 
washings be called for; or a phobia of a miscount may arise; or a doubt that the towel on 
which the hands w ere wiped was itself unclean. Very gradually over the course of years, or 
in minor or major exacerbations and remissions, matters may go from bad to worse, so that 
at last all normal activity is hampered and frustrated, normal life can no longer be coped 
with, and admission to hospital has to be arranged. 

The couree of the illness is, therefore, lately determined by endogenous factors and 
their immediate repercussions. Nevertheless, one also sees patients in whom remission'^ and 
relapses are attributable to environmental circumstances. Mild obsessional symptoms may 
only become troublesome after, say, the death of a relative, with the feelings of guilt that 
insufficient care and affection had been shown, or with some other similar stress The 
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<if the !utiuuion of stress may then not bring relief, because the 
p;!ttcrfi of bcliavjotir has become ingrained. 


new and gravi 


iTATutuis, by the time the p.aticnt comes for treatment, he is probably in middl 
life. I)tii the hhtory is elicited that he has suflcred since early years from minor forms o 
the symptotns of which he now complains. Intelligence is, more often than not, bette 
than average, and the patient is unlikely to be of the poorest economic class. His occupatioi 
will nif^st likely be one to some extent attuned to the obsessional disposition, such as clerk 
liluarian or skilled craftsman, but is rarely of a kind to demand brisk executive action 
'I'lir family history will show an incidence of obsessional personality, and perhaps of frank 
compulsive symptotns, far in excess of normal expectations. More often than not, one or 
other, or perhaps both, of the parents will have been of rigid and inflexible type, and the 
early environment one of strict puritanical discipline ‘with much insistence on rectitude, 
olicdiencc and cleanliness’ (Kringlcn, 1965). Neurotic symptoms have often been prominent 
in chihlhootl and, in some instances, these symptoms have been compulsive in character 
from the beginning, 'J’hcrc may be a history of actual nervous breakdown, an anxiety 
state, a mild depression or an obsessional state, earlier in life. Apart from this there may 
be a history of psychosomatic complaints, constipation, dyspepsia and even peptic ulcer. 

'I'hc presenting symptoms may not be of a compulsive type, but rather those of 
depression, anxiety, asthenia, which arc indeed seldom absent. Only on enquiry may their 
coimcxion with phobias, ruminations, compulsive rituals, etc., appear. The patient is 
probably of asthenic physique, with a narrow, lined, intense face, his whole manner 
spc.'iking tension and even agitation. The central symptoms will be a selection from a wide 
range, of which only the most common forms can be mentioned. For the best clinical 
description yet written the reader should consult Janet’s work of 1908, 

Compulsive rituals are perhaps the most frequent, and of these, those of washing one 
of the most typical. The patient is compelled to wash, usually the hands only but some- 


times as much as the whole body, after contacts of certain kinds, e.g. with strangers, or 
with objects that might have been in contact with strangers, or with a chair on which a 
fleck of dust has been seen, or after the performance of any excretory fimction, or after 
the occurrence to the mind of some compulsive thought, e.g. of a sexual kind. Clothes, 
and articles of furniture, or of the meal-table, may also be involved. The washings them- 
selves will probably be governed by a ritual consisting in several formal stages, each of 
which has to be performed with meticulous accuracy. Similar to the washing rituals are 
those of arranging. Clothes when removed have to be carefully folded, put away in assigned 
places, and when resumed have to go on in a certain order. Books and papers, pictmes 
and articles of furniture have to keep to a special position, generally of a geometrical 
regularity or symmetry; one patient flew into rages with his children if they moved the 
table or chairs in their living-room, another became acutely distressed in the doctor s 
consulting-room if the pens, pen-tray and ink-pot were not symmetrically disposed m 
relation to one another. Other rituals concern touching: before the spoon can be lifted it 
must be tapped four times on the table, before retiring for the night the light must e 
switched on and off three times. Yet others concern defences against phobic dangers; a roun 
of the apartment has to be made to ensure all doors and windows are locked against intruders, 
or the fire has to be raked out to the last particle to ensure against fire in the mg 
Where there are rituals there is usually also folie de doute, i.e. the doubt that the ritua 
has not been carried through according to prescription. Folie de doute may also exist apa 
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from this, and takes the form of endless recheckings. The book-keeper has to check and 
recheck the addition of columns of figures, the clerk to reassure himself again and again 
that the letters for posting have gone into the right envelopes, the postman to sweep out 
with his fingers the floor of the post-box to make sure that no letter has been left, even 
reopening the locked box to do so. One of our patients had the need to assure himself 
that he had observed every slightest sensation and movement that occurred in the process 
of masturbation. No other fantasy accompanied this act than this necessity for the intensest 
observation. If, as was nearly always the case, he felt he had failed in this, he had to wait 
in the greatest anxiety until the next day when his sexual powers should have recuperated 
sufficiently for another attempt. 

Then there are the phobias, usually associated with bizarre and imaginary dangers. 
One patient cannot see or handle any piece of string, however short or unsuitable for the 
purpose, because he might strangle himself with it. A girl is unable to travel in any public 
conveyance because she might look at the trousers of male travellers and see the shape of 
the concealed genitals. A young man was unable to tolerate company of any kind, even 
that of his work-mates, or to go into a restaurant or train, because his nose might go red; 
when friends arrived to share an evening meal, he went out into the garden and was found 
there stripped to the waist rubbing his nose with snow to prevent it from getting congested. 
Such phobias may take paradoxical forms. One of our patients feared that if he tvere 
required to lose a tooth he would be unable to stand the operation. This led him to dentist 
after dentist to put himself to the test, until he at last succeeded in getting his entire set 
of healthy teeth extracted. All these phobias have to be distinguished from simple anxiety 
symptoms which may show a superficial similarity, but differ by lacking a compulsive 
quality combined with insight and the subjective experience of an internal resistance. Thus 
the claustrophobic patient who is unable to travel in trains because of mounting somatic 
symptoms such as tachycardia and shortness of breath, more often than not shou*s no 
compulsive basis; the anxiety is spontaneous, not dependent on a primary compulsive idea, 
and is immediately felt in the somatic field. A further feature that differentiates the patient 
with an obsessional neurosis is that he generally suffers from a multitude of phobias and his 
preoccupations shift freely and frequently among the themes of disease, contamination, 
sex, violence, and death (see pp. 95-6, phobias in anxiety states). 

Obsessional ruminations also occur, and seem, of all obsessional symptoms, those most 
frequently combined with depersonalization and derealization. They may develop out of 
the contrast ideas already mentioned as experienced occasionally by normal persons. When 
called on to get down to urgent business affairs the patient is hamstrung by a repetitive 
and endless turning over of thoughts of an irrelevant kind, which lead nowhere. If he is a 
religious man, he may be unable to concentrate his mind on his devotions, because of the 
intrusion of sexual thoughts and imagery. Sleep may be prevented by a compulsive enu- 
meration of the doings of the day. Hypochondriacal preoccupations, and a compulsive 
pondering of somatic feelings and of bodily functions, are also common. These often develop 
in association with a compulsive self-scrutiny which is particularly prone to interfere with 
physiological activities such as breathing, swallowing and falling asleep, that demand a 
smooth coordination of voluntary and automatic, conscious and unconscious, functions 
(Skoog, 1965). Such disturbances are therefore specially frequent in patients who lose their 
sense of spontaneity and in whom self-scrutiny and unreality feelings then appear to aggra- 
vate one another in a vicious circle. Not infrequently rumination may take a pseudophilo- 
sophical form, as when the recurring thoughts are of the nature of questions such as ‘Why 
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{tpplfcttiofifi of (he theory have found their origin in compulsive symptoms. Other sym- 
l)uhV,ations arc valid only for the individual patient, and their intimate relationship to his 
past history has in many reported eases been uncovered by psychoanalytic exploration. 

Other, non-Freudian, psychiatrists and philosophers have paid great attention to 
otiscssional symbolism. E. W. Straus and E. von Gebsattel, for instance, have analysed 
in ilic most detailed way the distorted world of the obsessional and his attitude to such 
concepts as time, space, death and existence. Straus (1948) makes disgust the central 
theme of the psychology of the obsessional. 

DIKFERKiVTfAL DtAGiVosiS. Whcrc compulsive symptoms are shown, the first step in diagnosis 
is to decide whether these arise on the basis of an obsessional personality, or whether they 
represent something new. In the latter case a primary cause is to be sought for, in a possible 
organic lesion, or, more likely, in the upsurge of a manic-depressive or schizophrenic 
psychosis. Wlvcrc the symptoms can be demonstrated as mere exacerbations of pre-existing 
personality traits, diagnosis does not often give rise to much difficulty. It must be remem- 
bered, however, that obsessional personalities are peculiarly subject to involutional de- 
pression and to depersonalization symptoms; and in a particular case careful analysis 
may be required to estimate the relative importance to be attributed to symptoms of 
anxiet}’’, depression, and at times depersonalization, as well as to the more obtrusive 
compulsive phenomena. Both prognosis and treatment will often depend on this analysis- 

COURSE, PROGNOSIS AND OUTCOME. When One is concerned with a compulsive colouring 
to a melancholic or schizophrenic state, course, prognosis and treatment will be those of 
the more fundamental condition, and the compulsive symptoms in themselves will affect 
the outcome but little. Stengel (1945) has, however, published a number of cases in which 
compulsive symptoms appeared in the course of a schizophrenic psychosis, and found that 
the illness tended to run a benign course to a good remission. The change from obsessive 
neurosis to schizophrenic illness has been reported in a number of follow-up studies. 
Muller (1957) reported this change in 7 of 57 obsessionals, while Kringlen found that 6 ou 
of 91 patients with an obsessional illness were suffering at follow-up from a psychosis or 
borderline psychosis. However, the symptomatology in these cases appears often to carr} 
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a Strong stamp of the initial obsessional illness with the qualities of insight and resistance 
removed. They appear to have, therefore, some affinity with the many cases of indubitably 
obsessional illness in which insight fluctuates and in which a change (often reversible with 
the aid of physical treatments) from obsessions to delusions may be observed. The status 
of these cases deserves further study. Some such patients may suffer from ‘obsessional 
psychoses’ with a relatively benign prognosis rather than illnesses of a schizophrenic kind. 
The prognosis is that of the supervening state, when an involutional depression or a 
depersonalization syndrome arises in an obsessional personality. The obsessional is also 
liable to an anxiety state which appears without any notable increase in compulsive symp- 
toms. This condition, as has been remarked above, usually occurs in response to some 
situation of stress; but it may persist when the situation has changed favourably. As a 
general rule the patient will then settle down very slowly into that degree of placidity which 
is normal to him; but the process may take a long time and involve a length of social 
incapacitation which may do permanent damage to his career. Contrary to what is usually 
said about obsessional disorders, these states are very susceptible to handling on a super- 
ficial level. Psychotherapy, of no very intensive kind, principally devoted to an explanation 
and evaluation of symptoms, reassurance, and education in methods of meeting them, has 
often a valuable therapeutic effect, provided the therapist’s aim is not set too high. Social 
and environmental adjustments, especially if the situation of stress has not been abolished, 
may also be called for. Medical treatment of a sedative type will also aid in restitution. The 
prognosis, in fact, is good if effective treatment is adopted, though less favourable if 
nothing is done. In the latter case chronicity of an originally acute syndrome may supervene. 

The outlook in the true obsessional state is less favourable. In this the compulsive 
symptoms occupy the centre of the picture, and the whole of the anxiety and depression 
are secondary to them. The history will probably be found to extend back for years before 
the time when the patient is first seen, and will show a gradual ingravescence, the pro- 
gressive elaboration of rituals, an increasing incapacity to break away from abnormal 
patterns of behaviour and to maintain some social adjustment. These patients can be 
aided by sedative drugs for the countering of secondary anxiety, and are often suitable 
subjects for leucotomy. But social and environmental factors have rarely played an 
important part in causation, and so are not susceptible to therapeutic attack. The value 
of psychotherapy is almost solely in keeping up such useful activity as remains possible. 
Future expectations must be judged on the basis of the past. The outlook is not unfavour- 
able if the symptoms have been mild, and especially if there has been some fluctuation in 
their gravity with periods of comparative health. But in those patients whose illness has 
run an undeviating course, the outlook is at best maintenance in statu quo, more usually 
imperceptible decline downhill. 

From these chronic states must be distinguished the cyclic obsessional conditions, dis- 
tinguished by rapid onset, in a personality of comparatively non-obsessional but rather 
cycloid type, and often by a history of earlier breakdown from which recovery after weeks 
or months was made. When patients of this relatively rare type are seen, a confident 
prognosis of spontaneous recovery may be made. 

A study by PoIIitt (1957) provides a warning against taking too gloomy a view of the 
prognosis in obsessional states, and suggests that an episodic course is more common than 
is generally supposed. In an investigation of 150 obsessional patients followed up for a 
mean period of three and a half years, 100 had had previous attacks which had cleared 
up before the onset of the present illness; and 21 out of 30 (non-Ieucotomized) patients 
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y been touched on; and it will indeed often be 
incs suggested, i.e. superficial psychotherapy, en 
rurnf.d rr.'uljjjstnvcni and perhaps some sedation, especially in obsessional states in 
ntisicty is prominent. ^Vilh one exception, these measures should always be tried 1 
more drastic treatments, until the patient’s capacity for response, or his lack of it, has 
cv.ihiatcd. The exception arises when symptoms of depression are very marked. Depr 
symptoms in the obsessional personality, even when superficially they appear to be re; 
in nature, nearly alw.iys respond to treatment by convulsive therapy, and this shouli 
be withheld unduly long. Con\mlsive therapy will also be found of value in other syndi 
to which the obsessional pcrsonalityis liable, such as states in which there is some deprej 
but whose hypochondriacal or neurasthenic aspects are more prominent. 

In a proportion of typical obsessional patients, drugs of the imipramine group may 
to abate the symptoms, sometimes to a marked degree, even where evidence of an und 
ing depressive illness is lacking. Some 15 to 20 per cent, of patients will be found to res] 
in tliis way. Full doses of imipramine or one of its analogues (200-250 mg.) will be ne 
initially and, after a period of 4-5 weeks, dosage can usually be reduced to a mainten 
dose of 100-150 mg. daily. This may have to be continued for a period of months or year 
the presence of an exacerbation of symptoms the drug may have to be re-establishe 
full doses for a period. A number of our patients have maintained a satisfactory adjustii 
on medication along these lines over a period of years. 

Obsessional patients are rarely benefited by conventional psychoanalysis, as Sigm 
Freud himself pointed out. However, as already indicated, psychotherapy along sin 
supportive and explanatory lines is found helpful by patients and regular interviews she 
form part of the management of the illness in every case. Evidence from a number of sun 
suggests tliat a relatively short history of symptoms is of good prognostic omen. The sij 
ficance of this finding is uncertain. But in the present state of knowledge it should 
taken to imply that intensive treatment ought to be given at the earliest possible stap 
the development of the illness. It is to be hoped that the growing knowledge and experie: 
of psychiatric disorder among family doctors will decrease the proportion of cases that 
now presenting for treatment after the illness has been established for 5 or 10 years 
more. 

When other methods of treatment have failed, the physician will have to consu 
prefrontal leucotomy. The modern very modified operation in wEich only the frontothalan 
radiation in the inferomedial quadrant of the frontal lobe is interfered with, produces ht 
adverse personality change (Sykes and Tredgold, X964). In properly chosen patients, t 
benefits of this treatment are considerable. The symptoms of tension and anxiety can a 
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all be expected to improve, and with them wU go tendencies to painful and useless rumina- 
tion. Compulsive rituals which have been built up over the course of years cannot be 
expected to lose their grip immediately. The patient will usually report that these modes of 
behaviour do not seem to have their old compelling power, but he may still persist in them 
to some extent. In very few of our patients have we seen these symptoms abolished im- 
mediately; they have, rather, diminished in the course of months after the operation, as 
careful re-education and discipline implanted new patterns of behaviour. This post- 
operative re-educative therapy is generally vital for success. 

The judgement as to when to intervene with surgery presents many difficulties. On the 
one hand there is the possibility that, in course of time, the patient’s symptoms will abate 
to a sufficient degree to enable him to achieve some social adjustment; as Kringlen points 
out, ageing in some cases appears to exert an effect much like leucotomy though less 
striking. On the other hand, psychiatrists have to take account of the fact that, on available 
evidence, the chances of a successful result following surgery are to some extent adversely 
affected by long duration of symptoms. As further observations are made, it may prove 
possible in course of time to resolve this dilemma with the aid of factual evidence. For 
the present there would appear to be a strong case for operating relatively early (i.e. within 
5-7 years of commencement of symptoms) m patients whose symptoms are severe and 
disabling from the start, who fail to show improvement wth all available therapies of a 
conservative nature, and m whom there were severe obsessional traits in the pre-morbid 
personality though not without compensatory assets and achievements. The operation should 
not be carried out in patients who are without substantial personality assets and who have 
never enjoyed a period of relatively stable and effective adjustment, nor is it justifiable in 
patients wth brain damage or defective intelligence. 


Irritabili^ 

OCCURRENCE IN THE NORAUL. In this account we are not concerned with the quality, some- 
times called ‘irritability’, of excessive sensitivity to external stimuli, but wth tendencies to 
anger in its milder or severer forms. Such emotions are commonplaces of everyday life and 
are familiar to all of us. They are a mode of response to psychological stimuli of a particular 
kind, such as those in which the individual is threatened in some ivay, or is frustrated in a 
purposive course of action. They may then have the effect of stimulating aggressive action 
against the threat, or of overriding the impediment to action. Some people ‘u’ork themselves 
up’ into anger when faced by frustration, knowing that such a state of mind gives them an 
energy, fearlessness, aggressiveness or determination they would otherwise be incapable of. 
The capacity for such emotions is therefore an aid to successful adaptation. Very commonly, 
however, as they disturb equanimity, they lead to impulsive and ill-considered behaviour, 
which defeats its own ends. An important cause of irritation are distractions which interfere 
with orderly thinking, and are particularly felt when an effort is being made at mental con- 
centration, or relaxation. Simple examples arc the flashing on and off of lights when one is 
trying to sleep, or the banging of a door when one is trying to write a letter. Stimuli which 
recur in a variable and unpredictable way are particularly effective. 

Irritation and anger involve a state of tension, and this mounts to a certain pitch before 
it results in a discharge. A latent period during which tension mounts, is always found in 
the normal, even in the baby who starts to cry after the withdrawal of the nipple or in the 
man who kicks the chair, over which he has just stumbled. In pathological mental states. 
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t-(: cxplnsivc ng,i^rcssivc notion follow almost instantaneously on 
. or occur out of a blue sky without any detectable precipitation at 


iiA.sts, Caiuion (1928) has emphasized the reflex character of the outburst 
ul atntrr . All ?hr Inulily adjustments of an enraged animal arc such as to render the organism 
morr rlhctcnt m a mnigglc; the more rapid heart-heat, the redistribution of the blood, the 
jocfra .r ,.l red corpuscles it. (he blood, the dilatation of the bronchioles, the liberation of 
stitr-u I'toui the liver ami the secretion of adrenalin. Some of the adjustments are the same 
a. iho.e in anxiety. 1’hcy arc all made through the mediation of the autonomic system, and 
elTrt t)\c stimuli c.m be of cpu'tc a simple physiological form, such as asphyxia or very vigor- 
/ms tnuscular rxeroi.se. Cannon al.so showed that a pbylogeiietically ancient part of the brain 
t.rar the thalamic region is indispensable for getting the full rage response in cats. Under 
coftic.tl control this centre is damped down and the time during which it will maintain a 
discharge is .abbreviated. Masserman (1943) was able to produce rage in cats by electrical 
r.f inudntif)!) of the hypothalamic region, this response being reduced by hypnotic drugs and 
greatly incrca.scd even by very small doses of mctrazol or picrotoxin. 

'I’l.c experimental evidence that the centres in the neighbourhood of the thalamus which 
arc rc.sponsihio for the rage reaction arc normally inhibited by higher centres accords well 
with p.sychiatric observations. Irritability is most likely to appear when the function of these 
higher centres is impaired in some way, by structural damage, by toxins, or by physiological 
changes such as hypoglycacmia. The tired man and the sleepy man are especially liable to 
irrit.ability ; and irritability is a common feature of the early stages of alcoholic intoxication. 

A slight degree of cerebral anoxaemia tends also in this direction, and people who live in 
high altitudes arc said to be more irritable than where the air is less thin. Calcium metabol- 
ism or the parathyroid glands may also be involved, as subjects of tetany sometimes suffer 
from irritability at die time of their attacks, and even between them. 

Some further elucidation of the physiological basis of irritability has been brought by 
the electroencephalograph. The fully-conscious but resting brain shows an alpha rhythm 
which varies from individual to individual, but is commonly at from 8-12 cycles per second. 
Its source is in the occipital cortex. As sleep comes on, and in certain other states, a theta 
rhythm at a much slower rate becomes more and more prominent. It arises from a different 

part of the brain, probably from hypothalamic centres. The same phenomenon occurs when 
the ph}’-siological state is altered in other ways, e.g. by hypoglycacmia, hydraemia or alkalosis. 

If the electrical changes are of a sufficient degree, they are likely to be accompanied by 
minimal changes of consciousness or alterations of the mood state. Persons who are of 
irritable and aggressive disposition are more likely than the average to show a demonstrable 
theta rhj'thm even in the resting state, and are more susceptible than others to such 
physiological stresses. 

Irritability accompanying fatigue and sleepiness has already been mentioned. Most 
normal people are more initable than is their habit in the mornings. This may be because a 
slight degree of sleepiness persists for some time after waking, or because of a lowered 
blood-sugar. The taking of breakfast may by itself be enough to annul it. Irritability returns 
at the end of the day with associated feelings of fatigue ; it tends to be more marked in bram 
■workers than in those whose day is spent in physical exertion, perhaps because of the adde 
influence of emotional stresses. Some people convert emotional tensions arising from worry 
or anxiety or any other cause into irritability. Many women, also, are more than usua y 
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irritable at one stage of the menstrual cycle, the particular stage being different in different 
individuals. 

ASSOCIATIONS. Both organic lesions and functional upsets may cause an increase of irrita- 
bility. Brain trauma is clinically a very common antecedent to a change of personality 
towards increased irritability. The irritability appears early after the injury, and tends very 
slowly to pass off in the course of time, although after a serious head injury the personality 
is permanently affected to some degree. Irritability has also been noted as an undesirable 
sequela of prefrontal leucotomy, but is by no means always observ'ed. 

The organic changes brought by advancing age are an important cause ; but it may well 
be that the irritability of the elderly is as much determined by their emotional situation as by 
physical regressive changes, and is in the nature of a personality reaction. They frequently 
find themselves having to cope with loneliness, discontent, isolation, lack of appreciation 
and awareness of failing powers, while the personality which has to surmount these handicaps 
is becoming rigid and failing in adaptability. TTie ‘catastrophic reaction’, noted by Goldstein 
as a response to failure in a psychological test, may take the form of an outburst of irritation 
as easily as one of tears or a refusal to try further. Irritability is noted in all the organic 
psychoses, cerebral arteriosclerosis, general paresis and the presenile dementias. It is often 
prominent in Huntington’s chorea and may lead to antisocial acts and the need for hospital- 
ization. 

Irritability is prominently associated with epilepsy, in which very violent outbursts of 
rage with or without gross disturbance of consciousness occur (see p. 467). A psycho- 
motor equivalent of a fit may show itself only in this form. Patients will be seen who are 
liable to periods of hours or days at a time in which irritability is greatly increased, and an 
outburst of rage is triggered off by comparatively trivia! stimuli. Careful electroencephalo- 
graphic study of these patients often proves illununating, and there can be no doubt that 
some of them are masked epileptics. Even though the patient himself may never have had 
a fit, it will often be found that a near relative w-as epileptic. 

Hill and Watterson (1942) have drawn attention to a group of psychopaths whose 
disorder they called 'dysrhythmic aggressive behaviour disorder', owing to the frequency with 
w’hich abnormalities of the electroencephalographic record could be demonstrated. Clinical 
experience confirms the existence of such a personality syndrome. The subjects are nearly 
always men in early adult life There may be a family history of epilepsy or the patients 
themselves may have had convulsions in infancy or an isolated fit at puberty. In physical 
build they tend to be of the muscular athletic type, and physically energetic. Tempera- 
mentally they are emotionally unstable, and particularly liable to anger and aggression and 
to an impulsiveness of behaviour. Clinically they correspond with Schneider’s 'explosive 
psychopaths' They frequently come in conflict with society, and may find themselves in 
prison for crimes of violence, they also attempt and carry out suicide. The dominant mood 
is variable and periods of sulkiness or depression, as also of irritability, follow an irregularly 
phasic form They tend to be heavy sleepers, and there may be a history of enuresis m 
childhood Libido is generally strong and can be very excessive, and sexual activity may 
take an aggressive form. Though very difficult to control by social means, they often 
respond well to anti-epileptic drugs, or to amphetamine of which they tolerate large doses. 

Among the other endogenous states, irritability is particularly associated with manic- 
depressive syndromes (Mayer-Gross. 1937). It « 7 ®" frequently shoum in manic and 

hypomanic states than in depression, and m the latter may more often take the form of a 
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(|U<'fuIoU‘^ {t';.cmru!fU:-';3 tluin any tendency to outright anger. The depressive state, with its 
rrndrtu ir:* tou'ard;^ inhibition, is likely to damp the enccts of the more positive manifes- 
tatiofr- of in italnlity. Irritability is not in any way characteristic of schizophrenia, although 
a (.old j.nrlinrss or sudden outbursts of aggression may imitate it. 

Irritability is a prominent feature of certain neurotic reactions. It is the more likely to 
arise ti jdrep is being interfered with. It is a well-known aspect of the chronic compensation 
nettfous, and is no doubt then induced by the emotional situation. These patients lead a 
re.-.tir.ai life of nualical examinations, court sessions and investigations in hospital. Their 
mind is filled with ill-digested medical facts and the half-understood and apparently con- 
flirting (jpinions of experts. Emotional frustration, increasing discontent after repeated 
disappointments and lack of useful occupation provide the necessary setting for irritability 
to become constant. J..cwis (1935^') found that irritability was a common complaint among 
cluonic neurotics with a long record of unemployment. 


ruftrlsroi^tTKtN. 'rherc seems to be no need to postulate an especial, association between 
irritability and any other feature of the personality. Individual susceptibility to reactions 
of anger is probably a character trait like any other, and liable to the same amount of 
quaniittttivc variation. Men seem to be on the whole more irritable than women, but this 
may be no more than a liability on their side to express irritation in an open and aggressive 
wav. Irritability varies with age. I’hc control of anger is least in infancy and gradually 
grows with increasing maturity until the involutional period sets in, when it lessens once 
more with regressive changes in the brain. Although the environment plays a prominent 
and important part in releasing anger, and in causing temporary phases of irritability, it is 
doubtful whether by itself it can do much in altering the predisposition otherwise than by 
a direct elTect on the structure of the brain. A life which is in some mild degree unhealthy, 
such as life in the tropics for white men, may have such an effect; the peppery colonel, 
retired, of the Indian Army, was at one time a stock figure for the novelist. Irritability has 
also been reported by explorers living a life of great hardship in the Arctic and Antarctic, 
i'hirly upbringing with excessive indulgence and a permitted display of temper without fear 
of rebuke, no doubt facilitates a behaviour pattern which resembles constitutional irritabihty. 
Such persons, however, are well able to maintain control when they know that it is impor- 
tant for them’ to do so. Emotional frustration, constant and continuing over many years, 
also predisposes to irritability. The Civil servant, who is kept .in rigid control at his worK, 
may give vent to daily irritations once he gets home in the evening. 


prfcipitation clinical features. Much need not be said on the subject of precipitation. 

deal of individual variation, both in the nonttal and in the pathoiog.cri 
subiect in the susceptibility to particular irritants. Some are parOeularly 
slights to their vanity, others are intolerant of any thwarting of their c^esires. Among 
t iofally indifferent stimuli, noise seems to be particularly likely to produce 
• CO Jneh SO that it has been made the guiding principle of various tests of neuro 
Ilcohrmarsetve Jo release irritable or violent and destructive behaviour tn tndtv, duals 

‘‘iftTclilical SCTart totting but insufficiently studied, 
f “fal^o"^^ to lo on sputtering, as it were, keeping tension w,th.n bounds 
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but not completely disposing of it. A major discharge lasts only a short time, rarely more 
than minutes, during which there is a considerableinterference with normal consciousness and 
a great increase in automaticity of reactions. These are themselves motor, shown in words 
or deeds, and aggressive in quality. Consciousness is narrowed, so that certain objects only 
are attended to. Even severely painful stimuli may not be subjectively experienced at all. 
Apart from the narrotving of the field of attention, there is often also some degree of dazing. 
Actions may be bizarrely inappropriate to any rational consideration of the circumstances, 
and a few instants later be profoundly regretted. Subsequent to the attack there may be a 
feeling of euphoria, or one of lassitude and depression. 

DIAGNOSIS, PROGNOSIS, TREATMENT. A complaint of irritability provokes enquiry along many 
lines, and little can be said about differential diagnosis other than that organic and epileptic 
causation should not be forgotten. The prognosis will entirely depend on what diagnosis is 
eventually made. Treatment will also primarily depend on this, but specific treatment for the 
symptom itself is often important. The symptom is relieved by drugs which have their main 
effect on consciousness, i.e. sedatives such as phenobarbitone and stimulants such as 
amphetamine. The second of these is more generally useful than the first, but individual 
susceptibility varies, and they can often be advantageously combined. If it is found that out- 
bursts of irritation are occurring regularly in association with some form of physiological 
stress, e.g. when insufficient meals are taken over a part of the day, an appropriate regulation 
of personal habits will often secure improvement. Attention to sleep for the same reason 
will often prove beneficial. Equally, if U can be found that there is some psychological cause 
of frustration, an appropriate social or emotional readjustment may be possible. 

Hypochondriasis 

OCCURRENCE IN THE NORMAL. The normal individual, as he himself may discover by intro- 
spection, is subject at all times to somatic sensations slightly below the level required to 
claim the attention of consciousness— feelings of tingling, hotness or coldness in the limbs, 
even slight pains of a dull or sharp quality, feelings of fullness in the stomach, of distension 
in bladder or rectum, headaches or sensations of tightness or pressure on the head, etc. 
These sensations, as a rule, pass unheeded and do not form the subject of complaint. 

The constant stream of sensation reaching the central nervous system forms tlie back- 
ground from which special perceptions stand out and receive their location as if from a grid • 
this is probably the physiological basis of the body scheme or body image. 

In hypochondriacal states these sensations secure conscious appreciation and are felt to 
be the cause of discomfort or malaise, and may even interfere with normal activity and so 
become the symptoms of illness. There is the usual amount of normal variation in the liability 
to hypochondriasis, and some people are much more susceptible than others. Nevertheless 
the tendency is sufficiently universal to provoke commercial exploitation by the manufac- 
turers of laxatives, backache pills, patent medicines, and remedies which may be sold across 
the counter without a doctor’s prescription. This commercial exploitation itself increases 
the diffusion of the tendency through the population, and has, for instance, been sufficient 
to produce what almost amounts to a national hypochondriacal neurosis centred on consti- 
pation. Dyspepsia, headaches and gynaecological complaints are also very frequent manifes- 
tations. Among the chronic attenders at any hospital out-patient department or in any 
doctor’s surgery will be found a high proportion of people who have nothing worse the 
matter with them than hypochondriacal preoccupations. 
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IiASiK. I'Vuin the physiological point of view we may think of a hypochoa 
dnru'.ij prcoectipatiori with a particular organ or function as a disturbance of the hod 
ini{t:/t, 'rhe image is distorted, and that part wltich is the source of disagreeable image 
occupir;. an increasing utid disproportionate place in consciousness. There are resemblance 
hrtweeft a hypochondriacal dyspejisia, for instance, and a causalgia. 

Developments in information theory (Wiener, 1961) may provide us with the means 0 
mulcfstamling how morbid sensory phenomena could be produced by a breakdown in th 
r.vstetns of oommtmication in the brain, even without any structural lesion. At the presen 
time work it\ this fielcl appears to be largely speculative and concerned with simplifie( 
models rather than with living organisms. 


rtU tnsi’OSiTiON and rnnciPiTATlON. There is a constitutional basis for hypochondriasis 
it is associated with certain traits of personality, and one not infrequently finds familie: 
with many hypochondriacal members, and all of the latter showing the same personaht) 
fuitterii. NTvcrthcIc.ss environmental causes predominate. Among physical predisposvnj 
factors is age. 'i'hc elderly tend to become hypochondriacal, perhaps in part because 0 
tiwir increasing sclf-ccntrcdncss. Physical disease, which concentrates attention on om 
tvirl of the body, will lead to the appearance of imagined discomforts in that part. Con 
ccniralion may be directed to the body generally. The hypochondriasis of athletes anc 
medical students is well known. For some individuals it may be enough to pick up i 
medical book in a second-hand book store and to read in it for a little, for all sorts i 
hypocliondriacal anxieties to appear. A large popular literature, m both books and Healt 
niaga'/.ines, is devoted to the stimulation and the satisfaction of this appetite. Much of t 
witfespread mild hypochondriasis is iatrogenic; doctors, by satisfying a complaint wiL 
medical remedies, aid its perpetuation. Any condition which causes mtermittent pa 
discomfort, or remains undiagnosed for a long period, or is repeatedly subjected ^ 

^iaminadon do^ not permit the patient to forget its existence, and so leads to unjus fied 
preoccupation. This is probably a main reason why hypochondriasis is so often a prom 

whom hypochondnaeal symptoms filled 

1 I flr^armmd of the picture, and in whom there was little else to observe. T 
m&nts are probably in a minority and more commonly hypochondriasis is , 

Ey L'^ptomrof othL kinds. These are most usually of > depre-iv^a— 

^ ^ tLnf nrder of frequency. Nevertheless, when hypochondriacal sympt 
r”?„Th cMcal outcome tends to prove more unfavourable than rn pa^ 

SsTmpk depressfve and anxiety states (Kreitman et of., 1965), 
m be “Lerse relationship between the prommence of hypochondnaeal features 

deirree of emotional disturbance manifested by t e patient. . interesting and 

"Tn considering the phenomenolo^ of hypochondna^ls^^^^^^ 

important sex difference to be borne m mmd. major^^ of persistent y yp 

ground , rlinical nicture shows some overlap in the two sexes, 

f®rc^t»SthJsy;tresr* .0 be a purely P-hoplasdc one smee 
o/oS«n 7 Surse of the disorders also differ in important respects. Thus a h.gh pr P 
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of male cases present in middle age. There is commonly a history of marked but not 
disabling health consciousness and athleticism and some cases will be found to have 
devoted many years’ effort to the cultivation of bodily prowess (Little, 1966). The precipi- 
tating stress frequently creates or is imagined to present a threat to physical well-being and 
the hypochondriacal complaints are initially manifest in a setting of severe anxiety. The 
symptoms are frequently focused on the heart, but may be concerned with abdominal or 
genital discomfort, muscular pain and weakness, strange feelings in the head or in the spine 
for which erroneous or bizarre explanations are advanced. These anxiety symptoms are so- 
matic in nature, and when they occur have an adequate physiological causation. But by the 
frequency of their recurrence they promote a sense of uneasy aieareness of bodily function and 
an anticipation that, at any moment, things are likely to go wrong. So it is that a patient with 
‘effort syndrome’ may be always conscious of the action of his heart, may abandon a physical 
task at the slightest feeling of discomfort, and conclude that his inadequate performance is 
attributable to organic disease. 

The obsessional drive of many of these patients has come to be directed in a perfection- 
istlc way towards the achievement of bodily fitness. Their tendency to rumination and 
incapacity to throw off dominating ideas forms favourable ground for the development of 
hypochondriasis. Owing to the inflexibility of their mental processes these patients are not 
easily relieved by assurances that there is nothing organically wrong. Such assurances are 
countered by doubts which are themselves often of a compulsive character. E.xaggerated 
concern with bodily fitness can frequently be explained to some extent historically. But in 
most respects these patients may be effective personalities and, until their special Achilles’ 
heel has been defined by careful enquiry, their illness may be difficult to understand. Yet the 
hypochondriacal tendencies of athletes have become well known. It has been said that on 
the long matches across Europe prisoners of war in German hands were forced to undertake, 
some physical-training instructors were brought at an unexpectedly early stage to the point 
of exhaustion or collapse. Ardent devotion to athletic pursuits continued well beyond 
youth may be an over-compensation for real or imagined physical inferiorities; hence the 
disproportionate effect of stresses that threaten physical integrity. 

In the hysterical type of hypochondriasis the patient is frequently female and the dis- 
order usually fulfils a role for which some emotional justification can be discovered although 
rarely does it provide a wholly satisfactory explanation for the illness. The symptoms are 
very often those which arose originally from a directly pathological cause, but have been 
perpetuated by a mental dissociation which has its justification in the advantages attained by 
remaining unwell. The symptoms represent figment of an illness with which the patient 
has already been made familiar. Monosymptomatic hypochondriases are usually of this kind, 
and, from the ease with which they may be maintained, despite evidence of the unreality of 
any organic basis, may be exceedingly difficult to treat. Alternatively, hysterical hypochon- 
driases may be picked up by a process of imitation, from association with other patients with. 
adequate physical grounds for the symptoms of which they complain. The psychological 
character of the disability is often overlooked and many patients have undergone a succession 
oflaparotomies, gynaecological and orthopaedic operations before their referral for psychia- 
tric advice Many of these patients seek to secure vicariously through illness and invalidism, 
the sympathy, affection and concern of which they feel deprived in their personal relation- 
ships. The deprivation arises in part from their own emotional shallowness and e.xcessive 
demands. A proportion of these patients advance elaborate and bizarre physiological 
explanations for their symptoms to which they adhere w’ith a near-delusional tenacity. They 
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.,«y ,™m- f„r «,„5u|,:„inn .irmcci wi.h specimens of pus, blood or some mysterious 
v.lurli iliry chuiii h:ui difichnrRctl from one or other orifice. Some authors are incline 
repud t!u;:u' patients as schizophrenics but the evidence for this is unconvincing 

i-lum al picture may remain unallcred over many years and the personality shows no sie 
((ctcriorafion. ° 


In depressive reactions attention is likely to become fixed on bodily disturban 
larpriy because these disturbances arc actually occurring. There is a rea/ lowerm 
phymhpatl prrfoniuwcc, which is appreciated as such, and becomes the centre 
attention because it provides the fuel for gloomy rumination. However, the diagnosis 
tlrprcssivc disorder in tiic presence of prominent hypochondriacal symptoms should ahv 
tent.ative until there has been an opportunity for observing the course of the illness o 
a petiod. It should he icgarded as proven only in those cases in which both 
iiyfioehomiriacal and tlic depressive symptoms are eliminated or markedly improved 
anti-dopressive remedies. 


OCCUIUU-NCK IN rsYCHOTic STATES. In the Organic psychoses, the opposite of hypochi 
driasis is likely to occur. Owing to defective insight, the patient is likely to make lij 
of his difficulties, real though they may be. Nevertheless hypochondriasis is also sei 
particularly in those with a constitutional tendency in that direction which has be 
exaggerated Ijy the process. This occurs perhaps most frequently in early senile ai 
arteriosclerotic states. 

In manic-depressive psychoses hypochondriasis is not as a rule common, though 
may be seen, and then more often in the depressive than in the manic state. A sympto 
of the ‘vital depression’ which has been emphasized by Kurt Schneider as an almo 
pathognomonic feature is the sense of a physical localization of the ‘depression', e.g. i 
a sense of pressure on or in the chest. In the involutional depressions hypochondrias 
is frequently in the foreground, and may take an extreme and even a delusional fort 
The patients complain of constipation, and the complaint becomes exaggerated into tl 
delusion that the bowels are entirely blocked — a belief that is not shaken by the daii 
passage of a stool. Dyspepsia and lack of appetite and a sense of fullness in the stomac 
after meals becomes the focus of beliefs that food is rotting in the stomach and is nc 
digested. And so with other disordered appreciations of bodily functions. 

These symptoms are very similar to corresponding ones in schizophrenia, in whicl 
hypochondriacal delusions, first appearing as paraesthesiae or complaints of physica 
discomfort, are very frequent. In schizophrenia simplex hypochondriasis may be th( 
only positive symptom while the emotional flattening is not easily recognized and oftei 
overlooked. As the disease progresses the existence of a delusional or hallucinatory basis 
for the hypochondriasis may become more apparent. But in the early stages its nature is 
often obscure, and it may lead to repeated physical investigations without the discover}' 
of any abnormal flnding. 

differential DIAGNOSIS, COURSE, OUTCOME AND TREATMENT. The prognosis and the treat- 
ment of hypochondriacal states depend on making an adequate aetiological diagnosis. This 
has very frequently to be by a process of exclusion. Physical investigation is generally 
necessary to exclude a local organic basis for the symptom complained of, although the 
terms in which the complaint is made will often indicate that the condition is more like y 
to be psychological than physical. Thereafter a full psychiatric case-history and examination 
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will probably be needed, as the symptoms which will be critical diagnostically may be sub- 
merged by the dominant bodily preoccupations and not easy to elicit. By this means, the 
great majority of patients will be found to fall into the three main categories: the anxiety 
states, hysterical disorders and depressive illnesses, as already described. With certain 
reservations already made the prognostic and therapeutic implications are those of the 
principal illness of which the hypochondriasis forms a part. A small residuum will, however, 
be found in which no other really significant features can be discovered. These will be 
mainly patients with constitutional hypochondriacal tendencies, and very often with an other- 
wise rigid and obsessional personality. In this small group of patients, treatment is exceed- 
ingly difficult and often unrewarding. Very commonly they resist all efforts to modify their 
symptoms by environmental readjustment, psychotherapy, and such other measures as 
come for consideration in the individual case. There is some evidence to suggest that 
thoughtless or inept communications by doctors about the symptoms or illnesses of patients 
may help to initiate or reinforce hypochondriacal symptoms. In a study by Riiesch (1951) it 
was estimated that doctors had, in this way, contributed to the causation of hypochondriasis 
in 13 per cent, of cases. A prophylactic approach to the problem must, therefore, include 
better education of doctors about the nature and causes of hypochondriacal symptoms. 
Very commonly, also, patients’ notions have been fixed by prolonged periods of physical 
investigation or unguarded statements about its interpretation, which have left a belief, never 
to be completely shaken, that even though no physical abnormality has yet been discovered, 
one day it will be. These patients drift from doctor to doctor, the addicts of every new 
method of treatment that becomes fashionable, the predestined victims of the quack. 

It has to be borne in mind, however, that the drugs introduced in recent years for the 
treatment of psychiatric illness, particularly those of the antidepressive group, have not 
yet been given adequate trial in these difficult cases. Careful review of the history and 
clinical picture of the illness should always be undertaken and the associated affective 
symptoms which may have been more prominent at an earlier stage defined. A full course 
of treatment with antidepressive drugs should be given in all cases with some depressive 
symptoms, and this is well worth while even in patients when the hypochondriasis appears 
to be primary. In patients with features of anxiety and tension, attempts should be made 
to bring this under control with the aid of sedative and tranquillizing drugs; chlordiaze- 
poxide (Librium) or Valium in doses of 10 mg. thrice daily may be found helpful. Where 
all such methods fail and symptoms of long duration appear to have become firmly in- 
grained, the only chance of producing recovery rests with one of the modern forms of 
prefrontal leucotomy. Success will often be incomplete in illnesses of long duration but 
patients’ preoccupation with and distress over somatic symptoms will usually facie in the 
weeks or months following operation. Whether or not leucotomy can be considered will 
depend on the psychiatrist’s judgement of many other important aspects of the case, such as 
the underlying personality, the degree of disability, and the possibility of rehabilitation. 


The Paranoid Reaction 

OCCURRENCE IN THE NORMAL. Paranoid reactions are based on the mechanism of projection 
and this appears to be a universal mode of thinking. Primitive man was accustomed to think 
of natural forces as conscious entities, capable of feeling good or ill will towards him. The 
tendency to projection as between men, Le. the belief that others are experiencing the same 
feelings as oneself, and the tendency to self-reference, i.e. the assumption that outside 
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('Vrtitr. arc (liiccuul towards oneself in a meaningful way, have probably been an a 
hutnaft survival, inspiring a sensitivity to the environment which otherwise might not 
bren given, ° 


Some (lanuioitl reactions arc almost universal, c.g. the idea, on entering a cro^ 
re.' fan rant, that all eyes are directed towards one; the idea, when a roomful of friends 
talMtig at one's entry, that they have been talking about oneself. Such ideas are evanes 
and iniiip'ht into their probable unreality is either present from the beginning or ret 
after a few moments of doubt. 'Fhey carry no conviction and do not lead to action, f 
nature and eoniciu arc easily explained by the situation in wliich they are experienced, a 
knowictige of the state of mind of the subject; it may be that he is wearing a new suii 
Ivc may be feeling secretly guilty because of some real offence; or he may simply be a 
ami reticent recluse, who has lacked self-confidence all his life. It is only when the tendi 
to projection (icrsists, becomes habitual and gains influence on the life and behav 
of tile subject, that the reaction can be called morbid and made the object of mec 
attention. 

'Flic rc.'Jcmblancc of the paranoid reaction to such normal ‘beliefs’ has always attrai 
psychiatric attention. In fact, there is no way of discriminating between the two in a pu 
descriptive way, except by emphasizing the egocetitric nature of the paranoid reaction. E 
thi.s, however, may'not always be obvious. 

I’hc distinctive features of the paranoid reaction are its mner coherence and logic, : 
its systematic development along paths every step of which can be understood from 
viewpoint of normal psychology. Given the special situation — e.g. that of a prisoner v 
believes he has been wrongly judged, or a refugee in a strange country whose language 
cannot understand — we can easily conceive how the mechanism of projection leads to 
development of his ideas from stage to stage. However, one must be careful not to fo 
psychological interpretation. If that is done one will overlook more alien symptoms si 
as the primary delusions which are specific to schizophrenia. Much of the age-old conti 
versy on ‘paranoia’ has arisen from the difficulty of distinguishing between paranoid : 
actions and paranoid schizoplirenia (see Chapter V, p. 288), To avoid confusion it is help: 
to adhere to the rule that the paranoid reaction is a mental development which can 
understood from a full Imowledge of the situation and the personality of the patient, ai 
that if features are present which cannot be so understood, the diagnosis is in doubt. 

Little is known of the physiological basis of paranoid reactions. Chronic abuse 
certain intoxicants, such as cocaine and alcohol, can cause habitual paranoid reactions ; ai 
excessive physical exhaustion, such as has been experienced by explorers in arctic region 
seems to have a similar effect. But the contribution of constitutional and psychologic 
influences to these observations cannot be clearly distinguished from possible physiologic 
factors. It does appear, however, that mild impairment of consciousness does tend 1 
enhance the tendency to paranoid misinterpretations. The elderly person who, followin 
some surgical procedure, exliibits paranoid symptoms in the setting of a clear or almoi 
clear sensorium is not imcommon in clinical practice. The E.E.G. shows some abnormalit 
in a proportion of such cases. 


associations. Paranoid reactions are common wherever a personality, even a normal one, 1 
affected by an acute impairment of function, as in the organic and symptomatic psychose 
and in intoxications. The paranoid ideas which occur in these conditions can often d< 
understood as the patient’s attempts to interpret his hallucinations, or to find some caus( 
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in the en%^ronment to account for his incapadties. They are, however, not universal in 
these conditions and rarely form an essential part of the clinical picture. 

Many paranoid symptoms in schizophrenia are of a similar kind; they are attempts to 
preserve order and system in a world shaken to its foundations by primary disturbances of 
thinking, emotions, volition and the self. But beyond this, the schizophrenic experiences 
primary delusions, sudden unmotivated convictions or apprehensions of meaning, 
apparently unconnected with the past or present situation, unexpected, bewildering, but 
nevertheless firmly believed and of decisive influence and great importance for the patient. 
Primary delusions may attach themselves to trivial events, but also to hallucinations and 
similar phenomena. When they are found, we are not dealing with a paranoid reaction, but 
with a schizophrenic illness. On the other hand, in the simple, hebephrenic and catatonic 
type of schizophrenia primary delusions may be absent and the reactive paranoid ideas, if 
they occur at all, can be of a transient and fleeting character. 

Paranoid ideas in the affective disorders are again of a different nature because they 
arise directly out of the prevalent affect. In involutional melancholia ideas of self-reference 
and persecution express the feeling of unworthiness and of guilt: the patient, magnifying 
the sins and errors of the past and accounting himself a criminal, thinks he is 
despised; he interprets distant noises as the cries of his tortured children, punished for his 
misdeeds; he believes the world is coming to an end because of bis intolerable crimes. 
Although paranoid symptoms in these cases are sometimes absurd and far-fetched, especially 
if they refer to bodily complaints, their origin can still be traced to the primary affective 
change (see Chapter IV, p. 309). 

Paranoid symptoms in the affective disorders of younger patients are much less frequent, 
but follow the same pattern. In depressive phases they are easily derived from the feeling 
of inadequacy, unworthiness and hopelessness. Delusional ideas of a grandiose kind may 
occur in manic phases. Whereas ideas of reference usually have a persecutory tone, in the 
manic state they may take on an opposite quality, and the patient feels that other people are 
doing all they can to help him to a great position. Manic hyperactivity can also lead to the 
idea of hostility of the environment. The patient does not realize that he is ill, and under- 
standably takes amiss the rebuffs and the restraint for which his disturbed conduct calls. 
Paranoid fanaticism and litigiousness also derive some of their drive and persistence from a 
hypomanic excess of energy. Patients of this kind have been found to be constitutionally 
hyperthymic, as well as being paranoid psychopaths. 

Paranoid symptoms of a mild type are not infrequent in the neuroses where other 
symptoms take the foreground ; they are distinctly commoner in association with hysterical 
symptoms than with anxiety, and they are shown also by irritable and aggressivepsychopaths. 

PREDISPOSITION. Genetical factors probably play a part in the predisposition to paranoid 
reactions. Even in symptomatic and organic psychoses and in alcoholism one can often find 
evidence that the prepsychotic personality was to some degree of a paranoid type; and a 
tendency to touchiness and sensitivity runs in families. As tendencies of this kind are so much a 
matter of quantitative variation, we must expect the genetical basis to be multifactorial. 
There is, on the other hand, some evidence that paranoid reactions and developments are 
not infrequently found among the blood relatives of schizophrenics, Over-sensitiveness, 
egocentridty and rigidity of attitude, the principal features predisposing to paranoid 
reactions, are found m certain schizoid personalities. A single genetical factor may be 
responsible in these cases. 
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licrc .necmn Ki he no general clilTcrcncc between Ihe sexes in liability to paranoid 
IS, alllioiigh ‘’.nine obseiwations suggest predilections of one sex for certain foi 


suggest predilections of one sex for certain forms, 

Onendou:'. and litigant psychopaths seem always to be men; this is at least true of the 
fatuous cxatnides published in the literature. ‘Involutional paranoia’ as described by 
Klcinl, in our view a form of late paranoid schizophrenia, is mainly an illness of middle- 
aged women. 


Parnuoid symptomatology is ircquent m inc organic aemenuas, senue ana artenusucruuo, 
wliich have a late age of onset. Apart from the psychoses, however, and in the un- 
dnmagctl personality, it is during adolescence that paranoid reactions are most likely to 
occur.' Gauchcric and social uncertainty arc, of course, the rule at this time of life; and the 
shyness, sensitivity and liability to think oneself belittled which afflict young people can be 
accounted for by their awareness of these handicaps. 

It is a clinical commonplace that chronic deafness predisposes to the development of a 
paranoid attitude. The cause must lie in the sense deprivation, but it is noteworthy that the 
blind tlo not seem to be particularly liable to become paranoid even when, as is sometimes 
the case, they suffer from visual hallucinations. It may be that deafness has a so much more 
disturbing clTect because it is a greater barrier between man and man; blindness chiefly 

intervenes between man and the inanimate world. 

Deafness is not alone among physical disabilities as a predisposing cause, kay physical 
defect which puts the patient at a disadvantage aids the development of paranoid traits, 
especially such things as a disfiguring naevus, a hare-lip, a withered arm, or a limp whicn 

cannot be concealed. , , . • , la Lnt 

Psychological factors sometimes play a role. The man who has risen in the world, Dui 

cannot rid himself of an uneducated accent, or who finds himself in the company of intellec- 
tual superiors, or in any unfamiliar social milieu, is liable to the increased sensitivity ana 
tendency to self-reference which a doubt of inferiority may bring. Attempts have been in 
to implicate psychological predisposing factors in a more recondite way; I 

suggcLd that early upbringing, infantile experiences and disturbances 
relationships within the family may lead to paranoid traits m the adult at 

Icduc about tlie precise character of such influences is lacking but one would anticipat 
inything fostering a sense of inferiority in the child might in later life contribute m 
degree to a tendency to paranoid behaviour. 

precipitation. While a paranoid personality usually develops by infinitesimal 
the course of years, often without any indication of environmental V 

ance of a florid paranoid syndrome is more often precp.tated by some sudden s“ 
mav take the form of a physical illness of almost any kind. In the wards of a isns™ It / 
UU common to see acute L usually mild and short-lived paranoid reactions af er co^« 
tivelv mild disturbances, even for instance an aseptic operation A„ch a 

Zlvtag some degree of toxaemia or exhaustion are 

reaction Where toxaemia is not important, it may be possible that depletion 

rpqerves may be the operative factor. nf the type dia^ 

plychogenic precipitants are also importan^ and these are most often of ‘1 
^ ^ cnult nn the tatient's self-esteem. Promotion is delayed, or given to 
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what seems an unjust way. But almost any difficulty may play this role. If there is little pre- 
disposition large noxae arc required; if there is much, then circumstances can scarcely be 
conceived in which the patient does not find material for distrust. 

The isolation in prison and especially in solitary confinement is a most fertile soil for 
paranoid reactions. Birnbaum (1908) has made a study of such cases. Some prisoners devel- 
oped fantastic delusions of being pardoned or acquitted and indemnified, which disappeared 
when they tvere allowed to mix with others or when the sentence had been concluded. Para- 
noid reactions in prisoners of war, isolated by language from their environment, have also 
been observed (Allers, 1920; Eitinger, i960). 

Much has been made in earlier literature of the *'key event' i^SchlQsselerlehnis') from 
which a paranoid reaction makes its start: a small injustice from which a long sequence of 
lawsuits originated, a small sign of affection which is supposed to have kindled the delusional 
love. Such key events are no more than the spark in the powder barrel, and have obviously 
more literary than psychological interest. 

While they are conceived in isolation, paranoid reactions show a particular tendency to 
spread by psychological contagion. In the narrow circle of the family this tendency may be 
the cause of foHe a deux, as when a husband takes on and believes the delusions of his para- 
noid wife. In such circumstances one usually finds that one member of the pair or more of 
affected persons is suffering from an organic or endogenous illness, while the others are ill 
only in a social sense. These healthier members of the affected group distinguish themselves 
clinically by the more reasonable expression of their false beliefs and their greater accessi- 
bility to rational argument. The spread by contagion of delusional ideas may, however, 
lake place on a much larger scale. In primitive communities whole ■villages have come to be 
dominated by, for instance, a belief that they were subject to the machinations of witches. 
Here the psychopathology of the paranoid reaction touches the problems of suggestion and 
mass psychology. 

CLINICAL lEATUREs. Acute paranoid reactions are most likely to arise in persons of emotion- 
ally labile disposition, sensitive and touchy, and with a contradictory pride and lack of self- 
confidence; they are often emotionally immature, and not infrequently are adolescent or in 
early adult life. The train is often laid by a habit or some circumstance which is associated 
with feelings of shame and which the patient would wish to keep concealed— such as the 
habit of masturbation or of some sexual perversion, an irregular love-affair, an illegitimate 
birth, secret drinking. The match is set by an actual or imagined discovery. At once the 
guilty secret is known; it is whispered on all sides; acquaintances look at him queerly, avoid 
him, conspire against him. The patient becomes filled with anxiety. His sensitiveness 
increases a hundredfold, and nothing occurs in his environment w’hich is not attentively 
examined for its possible relation to his delusions. This secondary emotional reaction 
may at times take an extreme degree, so as to lead to severely depressed states, attempts at 
suicide, or e^-en an emotionally determined disturbance of consciousness with confusion and 
hallucinatoty phenomena, whose illusional basis can, however, still be seen. Provided this 
extreme disturbance does not occur, the patient retains his capacity for coherent thought and 
emotional rapport with those other parties who are not, for the moment, involved in his 
delusions. The physician, for instance, can usually reassure him to some extent, and will 
find him, unlike the schizophrenic, not entirely inaccessible to rational argument. The 
psychogenic nature of the syndrome is shown in its modifiability by environmental 
changes, and by the favourable prognosk. After some weeks or months the disturbance 
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wi(( oftcii {nU'i off niul leave an intact personality behind; and this will occur all the 
<";uUer if the patient can he taken away from the environment which is involved in his ideas. 
I Invvevcr, u proportion of acute and sub-aente paranoid reactions continue for long periods 
and may become chronic. 

’rhe personality also remain.s intact in the subacute paratioid development, unless there 
i<) ati nmlerlying organic illness of progrc.ssivc nature causing deterioration. The paranoia 
f>f the deaf, for instance, comes on, not in the earliest stages when hearing is still good, but 
on(v when it is so bad that much of what passes is still heard but not sufficiently clearly to 
he understood. 'I’ln's stale is one in which illusions arc particularly likely to occur. It may 
he compared with the special liability of both normal persons and the subjects of confus- 
ional psychoses to suHcr from visual illusions in dim and uncertain lights. Just as the ten- 
detwv disappears when light dims to absolute darkness, so the deaf and paranoid patient 
somevimes recovers from delusional symptoms when a total deafness supervenes. For a time 
the illness gets worse and llicn it improves again. At its height half-heard remarks are inter- 
preted falsely, as referring to tlic patient and implying some criticism or threat. Fragmen- 
tary cspcricnccs may be built into a delusional system, usually of a coherent and quite 
plausible kind, such as that the family arc finding the patient an incubus, and are plotting to 
have her sent away. I'hcrc may be depression and irritability; but a normal affect is also 
shown at times, and intellectual powers and the main features of the personality are pre- 


served unimpaired. , 

Chronic paranoid developments are infrequent and often too involved for a short des- 
cription. Ari.sing out of the effect of unfavourable circumstances on a predisposed 
alitv they arc commonly slowly progressive. The paranoid reaction itself causes ill-advised 
or inappropriate behaviour, which brings further difficulties for the patient, and increases 
his paranoid tendencies. Nevertheless if the vicious circle can be broken, if the patient 
be removed into an entirely different environment, recovery, or at least improvement, may 
still occur We have seen an officer of a municipal service, who was mtensely paranoi 
acainst his superior officer and the service as a whole after years of submission m a pos mg 
from which he could get no promotion, make a satisfactory recovery, when it ^ . 

to secure not promotion, but transfer to a different and more favourable situa ^ 
Many psychiatrists have thought that among the causes of by 

conflict bettveen a man’s own opinion of himself and the esteem m f ™ J 
others. Intelligent schoolmasters, condemned to live among bucolic oafs who «ga™e 
culture as soLch ridiculous eccentricity, have suffered in this 

vTiters whose reception by the critics and their colleagues has been to 

abll and who have not found a public. Cranks and eccentrics trying to ^ 

their peculiar beliefs may respond to the hostility they often arouse with ' ’ 

i s'erSus pioneers and reformers, who fmd great difficulty “incing^o^^^^^^^ 
develop a paranoid attitude, which can be of service in prowdmg them wuh the 
and drfving power to secure interest for their new ffieas and eventual success 

An important part in paranoid developments is played by the the 

■Ti L nualitv from that of the loftiest altruism to a narrow egoism. . 

Sical reformer, it may appear as an abstract ideal f T^paU^^ 

Lion of ~umty 

fTthatVis fighting not for himself alone but for a wider principle. I" “*«■ 0 in 
pTdent may seLre a considerable following from his stubbornness and cou 
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the extremes of adversity, and from the apparent rationality of his claims and the fire 
with which they are presented. Other paranoid individuals take a less active line, and 
beyond boring their acquaintances with the talc of their wrongs, take no positive step to 
put things right. 

These cases may show very little in the w-ay of psychologically abnormal findings. 
Careful history-taking will usually serve to define some Achilles’ heel in the personality 
that has been struck by recent stress or adversity. There may have been long-standing feel- 
ings of inferiority about some physical defect or deformity, illegitimacy or other disadvan- 
tage that has exerted a profound effect in the shaping of the personality. A severe physical 
illness or a decline in potency may serve in a previously jealous or insecure person, to 
initiate a syndrome of delusional jealousy. Though on superficial examination the psy- 
chiatric disorder may present as a ‘kink’ in development, more careful enquiry will often 
reveal the strands of continuity with long-standing oddities of personality. As far aS the 
presenting clinical picture is concerned, there is likely to be a complete humourlessness, 
and a lack of all sense of proportion. The patient has but a single scale of reference, by which 
all the conduct of others is judged and misjudged. His preoccupations have but one re- 
stricted theme, which is the hub around which the whole of his life is made to turn. His 
attitude to others, and his approacii to reality, are distorted by many misinterpretations, 
which are themselves logically interlocked. The affective state is normal, or would be nor- 
mal if the facts were what the patient believed ; and there is no formal thought disorder. 
Any inappropriateness of affect or disorder of thought would suggest, not a chronic paranoid 
reaction, but an underlying schizophrenic psychosis. 

The paranoid syndromes that arise as the result of physical illness are dealt with under 
the Symptomatic Psychoses. At this place it is only worth noting that in very mild con- 
ditions of this kind the paranoid symptoms may be the only sign of a disturbance of cerebral 
metabolism. A patient who is being treated in hospital for some minor condition, particu- 
larly one which involves some surgical interference or other injury, or who has gone 
through an uncomplicated childbirth, or who is attending an out-patient clinic where 
bromides have been administered, begins to complam of paranoid symptoms. The neigh- 
bours, or the patients in nearby beds, are whispering about her; it is generally bruited 
about that she has had an illegitimate child, or has been treated for V.D.; people keep 
out of her way as much as possible. These symptoms slowly subside as physical recovery 
proceeds (or as measures are taken to secure the elimination of the bromide), but may last 
for some weeks after the bodily state has apparently returned to normal. Even at their 
height it may be impossible to demonstrate any disturbance of consciousness, of orientation 
of memory or intellectual functions, although behaviour is likely to be upset by the emotional 
reactions to the paranoid ideas. 


DIFFERENTIAL DIAGNOSIS. The differential diagnosis of paranoid reactions is a matter of 
crucial importance, and often one of great temporary difficulty. The possible aetiological 
factors require close investigation, and this will generally be first along the organic line 
< If an appropriate organic cause can be found, the case will need to be considered in that 

> light, and further treatment and prognosis determined thereby. It is W'orth remembering 

• that mental changes in old age sometimes take on the form of paranoid symptoms before 
' the signs of deterioration make their appearance. 

? If no organic cause can be discovered, it tvill then be necessary to exclude the possibility 
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> a injdums, cspcc.nlly of the sclii;^ophrcnic kind. This will be supports 

inn druovrry o prnn.iry ciclus.onni experiences, of hallucinations, thought disoi 
ahnounahty or llnttofung of ,l,c alTectivc state, or a change in personality of a destruc 
M n/!l be de.;cri )cd in the chapter on schizophrenia (p. 28S), these symptoms 
f.t.tncHtmv, not casdy clic.tcd and if the obsci^'cr prides himself in following the thr( 
ol psyimoinpnc.al tlcvclopment b.ackwards into the patient’s past, he may easily be lec 
tlu: no.c and overlook primary schizophrenic symptoms. There is no paranoid idei 
biranc that it cannot be hinderstood’ by a strong effort of will, especially if recours 
Inn! to the ncxtbic concepts of psychoanalysis. It is a useful practical rule to remera 
that p.n.moul reactions and developments arc rare, while paranoid schizophrenia i 
rather common psychiatric illness. 


llcforc the possibility of schizophrenia can be eliminated, the case will have to 
considered as a wliole from both the constitutional and die psychopathological sic 
j.vidcncc \\ill be taken about the family history and family background, the nature and' 
development of the personality, and the psychogenic factors which have played their p 
in precipitation. .And the issue will often be settled by a careful and unbiased examinati 
of the mental slate. 


Whereas the cliffercntial diagnosis between a paranoid reaction and paranoid schb 
}ilircnia docs not often present great difficulty, the situation is not quite so clear when 
comes to differentiating between paranoid reactions and paranoid psychoses that are n 
unequivocally of a schizophrenic kind. In the light of the experience of the last 50 yea 
the distinction within the paranoid disorders between personality ‘developments’ ai 
‘processes’ is less clear than it was when Jaspers first made it. To qualify as an examp 
of personality development a paranoid reaction should be initiated by stresses and even 
adequate to explain the disorder of conduct that follows, the clinical picture should 1 
‘comprehensible’ in that it should show the patient to be responding to and elaboratir 
experiences in a manner characteristic for him. Cases that fail to satisfy these criteria shod 
fall naturall}’’ into the class of disease ‘process’ in that they should reflect the entry f 
entirely new psychological phenomena into the life history, in the absence of experiences c 
adversities sufficient to explain the onset of symptoms ; the form and character of thes 
should be incomprehensible. In the ‘process’ there is a kink in development at one par 
ticular point in the patient’s life, whereas ‘the development is merely one variant of norma 
psychological life which continues in a straight line, as it were’. 

However, delusional states of jealousy whether arising understandably from stressfu 
experiences or out of a clear sky tend to pursue a chronic and intractable course uninfluence( 
by environmental events. The s5'mptomatolog5’- may be bizarre with an elaborate delusiona 
system, falsification or fabrication of evidence against the spouse, pseudo-hallucinator) 
experiences and aggressive behaviour which may culminate in murder. Clear strands ol 
continuity with pre-morbid personality are frequently present and the illness may, in tins 
way, be partly understandable. However, the evolution of paranoid jealousy syndromes in 
individuals with lifelong tendencies to jealousy does not always follow a straight line; the 
commencement of the paranoid illness may prove difficult to explain even when a 
the circumstances are known. Not only are these ‘psychoses’ and ‘reactions’ not shaty y 
distinct from each other but neither can be very clearly demarcated from those cases where 
alcoholism or other organic factors contribute in causation (Johanson, 1964). The para- 
noid disorders of subjects whose symptoms centi'e in delusions that some smell emana e 
from them or that their physical appearance draws adverse comment and requires surgic 
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modification, may also start in a step-like and unaccountable manner. Clear starting points 
for such disorders may be found in the mode of onset and pre-raorbid personality but to 
‘understand’ them requires too much subjective interpolation. 

Some workers regard all such disorders as schizophrenic. This is unsatisfactory for 
although many of these cases, as also morbid jealousy 'reactions’, tend to pursue a chronic 
course, personality deterioration does not occur and the psychiatric disturbance remains 
^\ell encapsulated. The failure of these disorders to respond to an appreciable degree to 
electrocon\Tilsive treatment or phenothiazines also throws doubt upon their schizophrenic 
basis. Nor is it satisfactory to resuscitate the Kraepelinian concept of paranoia to accommo- 
date such patients. Some starting point in personality can often be defined in some cases, 
while hallucinations occur in others. At the present time these problems of classification 
cannot be resolved with the aid of general directives or principles. Only systematic clinical 
enquiries into paranoid disorders along a broad front, aided by statistical techniques, would 
be likely to give us a classification which provides a sound basis for prediction of course and 
outcome of treatment. The subject of the differential diagnosis of paranoid disorders has 
also been discussed in Chapter V, page 293. 

COURSE, PROGNOSIS AND OUTCOME. The prognosis IS usually excellent in those cases where 
the syndrome has arisen almost entirely from psychological isolation or from psychological 
contagion with a closely associated primary source, as in foUe a ifewx— that is if the isolation 
can be broken and the primary source removed. The outlook is also good in the acute 
paranoid reactions, as there is a natural tendency to recovery once the psychological forces 
which are causing an extreme sensitivity can be dealt with. In chronic paranoid develop- 
ments, more often than not, all attempts to modify the situation fail, and the patient 
continues in his vicious circle of ill-advised aggressiveness, self-protection, misinterpreta- 
tion, spread of the delusional ideas, and increased watchfulness. In those few patients for 
whom it is possible to make an effective break in this chain, the outlook is still dubious. 
We have, however, seen a case of litigiousness that persisted over years and impoverished 
a reputable tradesman and his family, coming to a sudden stop with the emigration of the 
whole family overseas. The one-time patient seemed to have left his past behind, and 
rebuilding his business from the scrap-heap, lived a contented life. 

More often a change of environment does not cure the rigidity of attitude and stubborn- 
ness of opinion, nor remove the natural sensitivity and tendency to suspicion, the main 
components of the paranoid personality. Incorrect ideas of the past will often be main- 
tained for years, though they now have a less direct effect on conduct ; and the new life 
situation may be as productive of new difficulties as the old. 

TREATMENT. As will have been gathered from the last paragraphs, treatment is often difficult. 
Psychotherapy of a superficial kind and attempts at correcting environmental stresses are 
called for, and will be of great aid in acute psychogenic paranoid reactions. Efforts of the 
same kind should be made also in the chronic states, but w'th due caution. A woman who 
is having difficulties \vith one set of neighbours owing to her paranoid tendencies, may 
not profit for more than a month or two by a remoral to a new district, arranged, perhaps, 
at the cost of great financial sacrifice by her family. As a rule there is little of a radical kind 
that can be done in this ivay. A continued superficial psychotherapy, directed towards 
reassurance, the provision of sensible practical advice, and encouragement to keep mani- 
festations of delusional ideas within social bounds, will often help the patient to maintain 
a social front for many years. In patients who show agitation or restlessness or W’ho are 
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.e,l in (,lli,:r ways, a full course of phcnolhiazincs sliould always be tried- son 
of sivtupiotus is usiinl though the results arc variable. In severely disturbed ar 
.ngttatn! patictUs, those in whom an acute illness shows no signs of waning following 
mmuil from the stressful environment and administration of tranquillizing drugs, acouri 
of eleetifieonvulsive trcniment should be attempted. Where measures of this kind fail, an 
the ehronic.nlly paranoid patient is becoming loo diflicult to manage outside or inside 
hospital, the (juestion of pr/rovfa/ Icumtomy may be worth considering, especially £ 
paranoid sehizophrenics with a well-preserved personality have given favourable result 
with this Iteaffiuail aftei less drastic procedures had failed. Though the paranoid idea 
may mil he cured, (he aflcct underlying them is diverted, and socially passable behaviou 
mav he maitilaltieil. 


The Unstable Drifter 

Home abnormalities of temperament only become manifest as transient reactions 
c.g. under stress; others appear permanent features of the personality. Among the lattei 
arc those which represent a minus variation, i.e. a lack or deficiency; and one of the most 
common of them is a form of mental instability, covered by the German term 'Haltlosigkeit' 
for which there is no equivalent English noun, which is shown in a drifting, irresponsible 
aimless life. 

What such a person lacks is persistence and strength in will-power, mental concentra- 
tion and interests. None of his affects has a lasting quality. One can say of him that he 
lives in the present only. His immediate wishes, affections or disgruntlements rule him 
completely, and he is indifferent about the future and never considers the past. This gives 
a shifting, kaleidoscopic quality to the personality, at the same time robbing it of solidity 
and depth. 

Moods arc superficial, interests those that exercise a shallow attraction. Lasting aims 
arc replaced by whims and insubstantial ambitions; enthusiasms are quickly aroused, and 
as quickly dropped. The calls of duty and honour, because of their lack of immediate 
personal application, are hardly felt. Even considerations of the most selfish interest may 
be disregarded, if they are of a long-term nature and do not apply to the circumstances 
of the moment. It is not any lack of wit which brings the subjects of this deviation of 
personality into trouble. They have the intelligence to see that a present course of action 
will land them in disaster after a few months or weeks. But they cannot identify their 
present selves with the future to come; the machinery for forethought is available, but they 
seem unable to act according to their insight. Such insights as they do gain are superficial 
and never penetrate an inner core of complacency; and they are clever at concealing, both 
from themselves and others, this lack of real understanding by an exercise of verbal agility- 
From the cognitive point of view their most characteristic defect is the inability to learn 
from experience or to profit from their failures and disappointments. 

As with other normal traits of personality, a pathological process can in special cir- 
cumstances lead to much the same development. It seems likely that the frontal lo 
and the thalamo -frontal radiation provide part of the mechanism by which, in the norma 
individual, affects are given persistence, and behaviour is directed along self-consisten 
lines A change in personality towards instability is by no means infrequent after cereo - 
contusion, is sometimes seen in the earliest stages of organic psychoses, and may becom 
a feature of the personality after prefrontal ieucotomy. Chronic alcoholics and drug ad 
quite often are unstable psychopaths; but this is more likely to be because the trai 
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to the addiction, than because the chronic intoxication has caused destructive changes 
in the brain which are responsible for a change of personality. 

The habitual behaviour of the unstable drifter shows some similarity to a very mild 
hypomania. In fact, many drifters are sanguine and always optimistic about their future; 
they are pleasant company and likeable clubmen and political yes-men. Both the hypo- 
manic and the psychopath show, in different ways, a quality of distractibiUty. But here all 
resemblance ends. Of all psychiatric syndromes, the hysterical personality provides the 
nearest analogy to the unstable psychopath. The two are often seen combined, and in the 
irresponsible psychopath there is an emotional immaturity very like that of the hysteric. 
KrauHs (1931) found a rather high proportion of unstable drifters among the relatives of 
hysterics; and this suggests a genetical relationship. 

The traits of instability of purpose, lack of forethought, suggestibility, egoism and 
superficiality of affect, which contribute to the make-up of the unstable psychopath, are 
to some extent normal in childhood. Young persons are frequently brought to the psychia- 
trist because, through such traits, they have got into trouble; and a favourable prognosis 
may yet be given if the traits of personality are not too marked, or the circumstances which 
produced the misbehaviour are of an exceptional kind. Much will depend on whether 
the psychiatrist can feel that the patient himself has learnt a lesson. Even at this stage the 
true psychopath will distinguish himself by the gUbness and insincerity of his protestations. 
Dispassionate enquiry, from which ethical expressions are excluded, will show that he 
blames himself not at all, and only hopes to be extracted from his difficulties in order to 
continue as before on much the same path. However superficial their affects, personalities 
of this type often show an apparent warmth; not infrequently they have qualities of charm; 
and they are always ready to accept help and to depend on others. These features often 
permit them to impose on their friends and relatives to an almost unbelievable extent. 
Mothers, in particular, will often go on protecting an errant son from the worst effects 
of his failures, even though the financial drain is severe and other relationships in the family 
are strained. In such cases it is often found that the foolish indulgence of the mother has 
contributed to the unfavourable character-development of her son. 

Because of his lack of responsibility and steadiness the drifter is entirely at the mercy 
of his environment. He appears highly adaptable, kneadable like wax in the hands of the 
circle of persons surrounding him. He takes on the views and advice of his more or less 
benevolent friends. He is easily persuaded to give up a suitable post when tempted by 
vague and flattering promises, and to drift into debts and transient unemployment. After 
several changes of this kind his family may send him overseas where, after a promising 
start, once again he proves a failure and if not financially supported may finish up as a 
vagabond or in trouble with the law. 


If born into circumstances where family support cannot be given for long or to any 
grpot ♦ .. ....-.-1,1, j , is likely to find himself in adult life among the hangers-on 

' among the ranks of the state-supported chronically unem- 

i_i j TT ' V . ^ hypochondriasis he may even come to be regarded as 

disabled. However poor his circumstances, some help is usually not lacking. He is the perfect 
object of philanthropy, and sometimes finds a not unsatisfactory refuge in some philan- 
thropically supported colony There his story of conversion and reform may form the 
ten for pamphlets and appeals. He is, in fact, the prototype and pattern for ‘proofs’ of 
every doctrme of extreme env.ronmentalism, just as the callous emotionally cool psycho- 
path IS the prototype of the ‘bom criminal’ of Lombroso. ^ 
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lia* r^cnipcH into which the unstable psychopath may be led arc legion. An excellent 
f.il description of the lifc-hi.storics of patients of tJiis kind has been given by Cleckley 
(lO-ji). Although the patient himself may show no sign of wickedness orill-will towards 
.‘;ociet}', lie easil)’ falls into the company of erhninah. Left to himself, his criminal acts are 
likely to take .‘^uch form.s a.s obtaining money on false pretences, petty theft, the giving of 
valueless che(|ues, forgery and embezzlement. It is temperamentally impossible for him 
to save, or to maintain any* secure financial position, or to keep steady employment. He 
sriuandcrs hi:; money, or risk.s and loses it in gambling or wild speculations to which he is 
easily {>cn;uaded. J/c nrocr kanis, and his losses and failures teach him nothing. He is 
.ahvay.s on the brink ol a disaster which, however much it worries his relatives, causes him 
no slceplc.ss nights. Vejy often he brings further deterioration on himself by alcoholism. 

1 he treatment of such a personality is almost hopeless, under the present ordering of 
.'.’ocicty. An)'^ treatment would demand time and present difficulties — and the surmounting 
of difficulties and perseverance over any prolonged time are both beyond the powers of 
these patients. It sometimes Jiappens that the psychopath who has been convicted of an 
ofience is pul on probation on the condition that he gives responsible relatives control 
over his affairs and puts himself in the hands of a psychiatrist. The prospects of psycho- 
therapy arc forlorn ; and the best that can be obtained will be reached through social control 
and, perhaps, some attempt at training. The settlement of such personalities in colonies 
and hostels is successful only if psychopaths of a more active type are excluded and the 
moral atmosphere is kept favourable by wcll-chosen leadership and supervision. Under the 
Criminal Justice Act, psychopaths with such propensities have in recent years been 
referred by the courts for treatment in psychiatric hospitals but this has proved unsatis- 
factory. Psychiatric hospitals in general do not dispose of the very special facilities that are 
required to handle such patients, nor are they able to provide the planned retraining and 
the kind of constructive group activity which these patients require. 

The prognosis is not entirely hopeless, at least in the youthful psychopath, as an emo- 
tional immaturity is often involved and the patient may with time grow out of the worst 
of his weaknesses. 

Probably the most important function of the psychiatrist when dealing with these 
patients is to protect their relatives and friends from ruining themselves in hopele^ 
attempts at reclamation. With most of these patients a time comes when the relatives will 
be best advised to hold their hands, to try no longer to hush up the scandal, and to allow 
the patient to go to prison, or otherwise suffer unsheltered the consequences of his deeds. 


The Cold and the Emotionally Callous 

In previous sections we have treated tendencies to anxiety, to depressive reactions, 
to irritability, etc., as dimensions of the personality along w^hich normal variation may 
occur. It is justifiable to take the warmth or coldness of the personality, i.e. the presence 
or absence of feelings of sympathy, as another dimension. In this respect people var}' be- 
tween wide limits, and at one pole the extreme variants are likely to show abnormalizes 
of beha-vdour which are of grave psychiatric import. In contrast to the anxious personalities, 
there are the phlegmatic; in contrast to the irritable, there are the placid; and in contrast 
to those who are liable to reactive depressions, there are those who maintain stability o 
mood under even severe strain. But the phlegmatic, the placid and the stable, 
they show these qualities in rather extreme form, are seldom likely to suffer thereby. 
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it is also in respect of tN-armth of sjTnpathy. We all know persons of very warm and sj-m- 
pathetic temperament, who suffer acutely in the misfortunes of others, people to whom 
all and sundry’ run at the first sign of trouble, and who themselves become the victims of 
any trickster vith a hard-luck story. But it is rarely indeed that this engaging trait of 
character leads to a need for psychiatric advice. It b those at the opposite pole, the cold, 
the callous and the unfeeling, who at times cause dangerous repercussions, and about 
whose state and disposal the psychiatrist is called to ad\ise. 

This de\iation of personalit}’ development has been a focus of psychiatric and medico- 
legal interest and debate for many years. There seems to be no purpose in discussing at 
this point all the theories \Yhich have been raised to account for the clinical findings which 
have been made. These theories have alread)’ been outlined in the general section on the 
aetiolog}* of psychopathy. There is no more eridence here, than in other tj’pes of psycho- 
pathy, for postulating either psychosis or organic structural change as a necessar)’ basis 
for even an extreme deriation of personality. It is principally the incomprehensibility, the 
‘un-understandability’, of some of the almost inhuman behariour to which this deriation 
may lead which has provided an intuitive justification for the assumption of some form of 
patholog}'. As Schneider (p. 60) has pointed out, we can see all gradations from the 
compassionate to the cool personalities, and from the cool to the cold and callous; and in 
the majority of cases the aetiological basis is to be sought in normal wiation. Nevertheless 
there are some cases in which a pathological process has played a part. 

Organic psyclwses, notably general paresis, can lead to a preferential reduction of the 
power to react to human situations in an emotionally adequate way, and may therefore 
cause a coldness and insensitivity which grossly impairs sodal adjustment. This is likely 
only in an early stage, and before long more widespread changes will be visible. Old age 
and senile changes in the brain can produce a similar effect. A more important cause is 
schizophrenia. In some cases the schizophrenic process may cause a destruction of some 
affective qualities of the personality, while leaving others almost unimpaired; and among 
emotionally callous psydiopaths there are a small number who appear, ^ter careful 
enquirj’, to have had in earlier life a mild and usually clinically unclear mental illness, from 
which the unfavourable turn in character development can be traced. There is also prob- 
ably an excess of persons of this tj'pe among the close relatives of schizophrenics, in which 
the genetical refationsfiip is c/ear a/though the affected person never had any mental 
illness. Other tj’pes of pathological process, such as those accompanjdng epilepsy and 
encephalitis, though they may cause a character change which leads to antisocial acts do 
not seem to bear any special relationship to the phenomenon we are describing. Further- 
more, there is no reliable evidence that this quality of personality is to be accounted for as 
a kind of mental deficiency. The high-grade mental defective can be guilty of acts of un- 
feeling cruelty; but when he is, it wall usually be found that he is not unfeeling in his 
personal relations generally, and that the act is explained by his simply having no clear 
understanding of what he was doing, e.g. that pain and bodily harm could result. 

The social and legal importance of the emotionally callous psychopath is considerable 
Although extreme Y-ariants are rare, yet in greater or lesser degree, this quality of personality 
contributes to the make-up of society’s most ruthless, dangerous and incorrigible 
criminals. Howea’er, it must not be assumed that the emotionally callous are invariablv 
criminal; psychiatric experience is biased, as it is only when these people are also crimind 
that they are likely to come under observation. There are many ‘normal’ men who cold 
and unfeeling though they may be, are also caudous, con\'entionaI and socially correct 
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[1 atniiist the law. 'I’hcy arc kept on permissible paths by prudence and 
'ijn nflrmflofjs of cspcciwncy; and it is their subordinates, business associates, consorts 
nd children who snficr, pcriiaps not through any act of spite, but through their incapacity 
Of w.irmth and .sympathy, 'fheir We o/ capacity for human feeling, and their lack of 
iwl for the aireciion, the friendship and the understanding of others, is like a blind spot 
n the per.sotudiiy. Whole aspects of life mean very little to them; but that which remains 
nay yet provide :m adequate and unexceptionable field for self-expression. Some of these 
bnormal personalities may through sternness, asceticism and sincere ideals, win respect 
tul rcg.ird; and they have probably played a conspicuous part in the annals of religious 
-cr:'.ecuiion. 

A relative incapacity for warm emotional responses is a character trait more likely to 
e found among men than women, although in the latter it is not unknowm. The female 
mi.'^titution, naturally endowed with maternal feelings, which in any case tend to be 
Lrongcr than their paternal equivalent, is better protected against such a development, 
'he gcnetical constitution is probably one important cause, and the trait tends to be shown 
arly in life. This is also helped by the emotional immaturity of the child, which forms a 
ivourablc background for its manifestation. Some children, who in later life turn out to be 
Liitc normal individuals, torture small animals rather out of an innocent curiosity than any 
oiril of genuine cruelty. Children, too, will persecute each other, or band together to make 
ic life of an adult miserable, with a lack of comprehension of what they are doing which is 
nniniscent of the mental defective. These normal children, however, will not shotv any 
cncralixcd lack of feeling. 

The child who is to grow up into a callous psychopath will have a record of another 
ind also. Me will have been found generally unresponsive, incapable of friendship, or even 
f a natural affection to his parents. For reasons, into which genetical and environmental 
luscs may both enter, his parents have frequently shown some of the same traits too, so 
tat home life has been lacking in warmth, and the child’s chances of making satisfactory 
ljustments have been reduced. It is remarkable how emotional callousness or coolness in 
le or a few members of a household leads to an atmosphere of estrangement, bitterness 
td resentment which may spread over the life of all members of the family, destroying all 
arm human relations. The psychiatrist meets such families among fhe relations of 
diizophrenic patients. The atmosphere is presented with great realism in some of the 
ovels and plays of Strindberg. 

One of our patients tvas subjected in childhood to systematic mental torture by his 
ither. The father would keep him at home till he was certain to be late for school, or 
revent him from doing his home-work, or send him out on errands so that he might be m 
ouble for truanting, all in order that he should be punished by the schoolmaster. The 
ther himself took a particular pleasure in beating the boy for things he knew^ he had not 
3ne, in extorting a confession, and then beating him again for lying. This lad grew up into 
1 unstable and psychopathic man, but not of the emotionally callous type. It is by no 
leans shown that coldness and cruelty towards the child tend to make him grow the same 
ay; in our experience they are more likely to produce insecurity and anxiety tendencies. 

Recent experience before and during the last war has demonstrated in the clearest va) 
lat it is possible to train normal individuals into an emotional callousness which permits 
lem to carry out the cruellest acts. This is confirmed by such psychiatric evidence as^s 
milable about the personalities of guards in Nazi concentration camps, the perso^e o 
le secret and political police, the officials entrusted with the mass extermination of Je^ . 
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and e\^ the German medical men who under the Nazi political s}'stem undertook brutal 
and often meaningless experiments on Ihing human subjects. Little has been ttiitten about 
the personalities of these individuals. But from the communications of psychiatrists who 
have examined them, h seems clear that they were originally men and women of a fairly 
average t)*pe, if somewhat egoistic and with a limited horizon, who were brought to do 
these acts by training and indoctrination, and permitted their original repugnance to be 
overcome bj* considerations of personal security and of their future careers (L. Alexander, 
1948), "What was true in such marked degree of some, has held also to a lesser extent \rith 
all of us. ^\'hen human suffering is widespread and any personal effort to mitigate it seems 
un 3 %*ailing, the sense of pity becomes fatigued, and it is possible that over a long time it 
may atrophv. Those, such as doctors and nurses, who spend their daj's surrounded by 
people in discomfort, pain and unhappiness, though they may retain their kindliness, be~ 
come more and more impersonal in their attitude. If, as in wards for the incurable and in 
the asylums of the past, little can be done to gh'e compassion effective expression, the 
personalit}’ suffers and tends to become increasingly calloused. 

Such circumstances are, however, of an unusual kind; and in ordinary life, the cold 
and unfeeling are mostly those who are so by nature. They seldom seek psychiatric advice 
of their own volition. Friendless though he may be. the emotionally cold psycltopath is 
protected against an unhappy loneliness by his owm lack of feeling. 1 le trill find an adequate 
outlet in the pursuit of his career, or such relatively crude, impersonal or intellectual satis- 
factions as his temperament makes available. Though he may, in moments of sincerity, 
express himself as a c}'nic, yet out of enlightened self-interest he may play up to what is 
expected of him. The trait of coldness is tiot necessarily combined xdth o^ressh'enesSf 
sadism or lust for power; but when it is, the danger to society at once becomes very great. 
The criminal acts of the callous and the calculating by no means ahwij's take the form of 
offences against the person; they may as e.'isily be shady financial dealings. Tiic criminal 
of this tj-pe, when he comes to be examined by the psycliiatrist, has usually been betraved 
by other and additional deficiencies of personality, particularly by any clement of impulsive- 
ness or lack of forethought. 


The Sexually Perverse 

It is the usual practice in psychiatric te.\t-booka to include sc.\ual perversion either 
under the general heading of neurosis or, more commonly, of psychopatluc personality. If 
from this it were assumed that every sexually perverse individual was cither neurotic or 
psychopathic, one would fall into error. What is resorded as a perx'ershn in one society in 
one part of the worldj o^t otc epoch, may he not only acceptable but cvcn 'normal behav- 
iour m another society at another time or place. liven the word ‘perversion’ is open to ob- 
j^ction; according to Freud and his followers, every infant is ‘polymorpliously perverse’. 
Kinsey renurks (1948) : Tt is not possible to insist that any departure from the sexual morc^' 
or any parUcipajion in socially taboo activities, alwap, or even usually, involves a neurosis or 



reason why it should not be, the great majority of normal people would InwTn 
as perverts at some time in their lives. It is not only true that most persom who r\ 
preference a deviant sexual activity, are free front other important pSn e “ 
and are no source of difficulty to society or tl.cmsclvcs; but equally true that most pcopl"! 
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wlionc lives Inirly densely fit accepted patterns, have minor predilections of a fei 
I’.tie or s:ulo-nKisoehistic hind or socially inhibited homosexual tendencies, which d 
only in deijree from an otitspokcn perversion. 

1 his is not to deny that there arc relationships of a causal kind between sexiialperve) 
and nrurtnia or psychopathy. If the personality is in other ways abnormal, sexual behav 
is likely to be allccted as well as other functions; the aggressive and the cruel, for insta: 
are likelj to be sadistic in their love relationships, hurthermore, perverse ideas, brinj 
with them a consciousness of social and religious disapproval, may prove the starting-p 
<>{ an anxious, depressive or obsessional neurotic state. Many people do, in fact, consii 
psvehiatf ist with sexual diflicultics as tJic presenting symptom. They may need med 
help, cither because their sexual abnormalities arc part and parcel of other disturbance 
a neurotic or psychopathic kind; or because they thinJc, rightly or wrongly, that their 
behaviour is having a bad innucncc on their physical or mental well-being; or because tl 
sexual habits are interfering with their social relations in family and community life, 

i\ sexual activity is usually regarded.as pervcr^iMt.has_no immediate connexwnn 
reproduction, and still more so if it tends to replace sexual activity wliich could lead 
reproduction, h'or this reason, even coitus if conducted with contraceptive precautii 
would by some churchmen be regarded as a perversion. On the other hand, activities, si 
as kissing, which arc a normal part of foreplay before sexual intercourse, are accepted e\ 
by the strictest as in themselves normal. If, however, the sexual urge is satisfied at sucl 
half-way stage, as in the exhibitionists, the frotteurs, etc., and the intermediate activ 
becomes an end in itself, once more we may speak of a perversion. Inevitably, when we! 
forced to define and re-define in this way, an element of hair-splitting cannot 
avoided. 

'The phenomena of sexual perversion are best understood if they are traced to th( 
origin in the physiological development of the reproductive instinct in man. There is no dou 
that Freud was right in pointing out that this instinct did not appear fully fledged afl 
puberty, but had been developing during the long years of human childhood. In the 
earlier years it was physiologically incapable of expressing itself in the adult form, but w 
confined to partial activities and associated with different levels of behaviour, differe: 
regions and organs of sensation and expression. Many of these childish activities irresistib 
remind one of corresponding aspects of adult sexuality, and are therefore found reprehei 
sible by adults, suppressed, and made taboo. 

The activities themselves are of many kinds, varying from emotions of personal affe* 
tion and their expression, to such localized mechanisms as penile erection and the gcnit 
play of infants. 'They also include behaviour of a psychologically preparatory nature, jm 
rations of grown-up activities, playing with dolls, playing ‘mother and father’, curiosit 
about the details of reproduction, etc. These modes of development do not as a rule progres 
step by step. Times of relative standstill alternate with others in which there is rapid pre 
gress in emotional life, and in a focusing of interest on the opposite sex, on persras wit 
whom a sexual relation would be possible, and, among all organs, on the genitals. There i 
in fact a convergence towards adult sexuality. Much of this development follows i 
principle of trial and error, and there are great individual variations. It is difficult to say oj 
much social customs, especially the peculiar taboos which surround sex in 
ization, contribute to the great variation in prepubertal maturation. Perhaps it is onb^ a 
puberty that these extrinsic factors play their main role. At puberty itself, there is a ur 
process of integration, and a greater co-ordination between the higher and lower cen r 
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the nervous system. Even then, however, in our Western culture, although physiologically 
and anatomically normal sexual function is possible, it is further delayed by psychological 
barriers and social sanctions. 

The whole process can be interpreted as one of progressive specialization, whose final 
aim is the preservation of the species. If the sexual instinct is given the central place in 
human life, and sexual pleasure is regarded as the prime origin of all human values, as is 
the case for the psychoanalyst, then one will naturally be inclined to interpret the whole of 
childish development by the aid of the sexual principle. In this view, sucking, feeding, 
weaning, excretory functions, training, movement, emotional expression, aggression, sub- 
mission, speech, curiosity, play, and indeed whatever happens in the child’s life, are manifes- 
tations of the flux and the development of the libido. All the complicated and sometimes 
clumsy adaptive efforts made in the course of sexual development come to be held respon- 
sible, not only for maladjustment in childhood, but also for later neurotic and psychotic ill- 
ness — although the same history of developmental difficulties and vagaries can be found in 
normal and well-adjusted people. 

The extreme sexualization of the child's life is a singular weakness of Freud’s teaching. It 
is combined with a remarkable ‘adultomorphism’, that is the application to childish be- 
haviour of concepts and terms taken from the psychology of the sexually mature. Indiffer- 
ence and carelessness towards small animals, which children torture and destroy like lifeless 
objects, are called sadism; their experimental play with sensitive parts of their bodies is 
called narcissism ; their pride and curiosity in their physique, exhibitionism. This misuse of 
u’ords e.\emphfies the superficiality of psychoanalytic psychology. It would be wrong to 
overlook Freud’s insight and courage, when he tore the veil which in the late Victorian age 
covered the quasi-sexual behaviour of the ‘innocent’ child. But he cloaked his theory, for 
the sake of simplicity, in an out-dated psychology; and he made no attempt to understand 
the child as a being living m its o^m world, conceiving it only as an adult reduced in size. 

The studies of Havelock Ellis and of Freud have shown that sexual behaviour is capable 
of very tcide variation, and of easy deviation from normal paths by psychological factors 
operating in early years. Sexual inclination has a generalized aspect which is retained to 
some extent throughout life, and never becomes completely focused on one sex or one per- 
son. It can indeed reach its goal, as in masturbation, ivithout the co-operation of another 
individual of any kind. The variation in the time-curve of sexual and psychosexual matur- 
ation is equally great, and so are the quantitative differences in individual intensity of sex 
drive, which, according to Kinsey, are correlated with the time of maturation. It is in this 
biological variation, and in the variety of psychological experience in prepubertal and early 
adolescent life, and in the conditioning processes which these latter initiate, that we can 
seek for the causes of the sexual perversions. 

IMPOTENCE AND FRIGIDITY. Although they are not strictly speaking perversions, impotence 
and frigidity may be discussed here. Many perversions, but especially homosexuality, may 
lead to impotence m attempts at normal sexual Intercourse. Both impotence and frigidity 
are normal at a fairly advanced age; but in this respect there is an enormous range of indi- 
vidual variation. In Kinsey’s material, a 50 per cent, incidence of impotence in the male was 
only reached after the age of seventy-five. Frigidity m women is commoner than impotence 
in men; and there is evidence that it comes on at an earlier age as a physiological change. 
Lifelong and complete impotence, that is incapacity for an erection, does exist, but is very 
rare, and is generally associated with some endocrine abnormality such as pituitary dwarfism. 
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he yjc:\lcr nimihcr of patients who complain of impotence are impotent only 
i- even if those occasions arc the most critical ones for them. Apart from absoli 
napotcticc, there arc Rreat imUmdual variations in the strength of the libido, which are 
t.ofne extent correlated with other features of the personality. Men of very weak libido tei 
to he of pyknic or astlicnic rather tlian athletic build, and to have temperaments of anu 
apitressivc and anergic type. 'J’hcy appear also to be more subject than others to neuroi 
illness, In women, frigidity is associated with tendencies to hysterical manifestations. 

Among the patients who complain of impotence, the majority are found to suffer fro: 
an anxiety syndrome. Successful coitus demands the co-operation of lower and higher regi 
latory r’cntrcs, which arc themselves under the influence of emotion. Excessive ment: 
rxcitcmcnl. or an anticipatory anxiety, feelings of excessive respec^ or disgust, for jli 
partner, inhibitions due to prejudice or reticence, may lead io failure at ihf first attempt £ 
coitus, followed by a vicious circle of further anxiety and ^further failure. If the physia 
urge is very strong, these psychological obstacles will at some time be overwhelmed; th 
vicious circle will then be interrupted, and normal sexual habits will be developed. II 
however, it is very temperate, at least for the particular partner concerned, the barrier ma; 
grow, and become almost insurmountable. Fears of venereal disease, of pregnancy, or^: 
impotence itself, perhaps attributed to past masturbatory habits, may play their 
preventing erection or causing premature ejaculation. Anticipatory anxiety is the usua 
cause of impotence or frigidity during the honeymoon, and in the male i£likely^t^tak^e 
form of cjaculatio praccox. Many men are in any case subject to a quick orgasm; according 
to Kinsey, three-quarters of the average male population reach an orgasm within two min- 
utes, No equivalent of cjaculatio praccox is known in the female, in whom the orgasm is 
almost always by male standards greatly delayed. 

Ignorance and erroneous ideas about sexual matters play an important part in these dis- 
turbances; and therapy is often only a matter of enlightenment and instruction. It is best if 
treatment of this kind can be given to both partners. It is much easier if one can ensure the 
co-operation of the wife, and her readiness to accept failures in the hope of better things to 
come, when one is asked for help by a man whose anxieties have conditioned him into a 
faulty response. It is often the conscientious, slightly obsessional subject of high ethical 
standards who is afflicted in this way; and much tact and patience is required before the 
doctor can be fully informed, and be in a position to give acceptable counsel. Impotence 
and frigidity which are based on weak libido are much more difficult to treat. 

Impotence and frigidity may be the early signs of a serious mental illness, such as genera 
paresis or other organic psychoses. They are regularly found in morphinism and-severe 
alcoholism, although in the latter impotence is sometimes associated with increased sexua 
appetite. In endogenous depressions libido and potency are reduced or abolished, and this 
may also occur in schizophrenia. In the schizophrenic youth, before it eventually subsides, 
sexual activity may for a short time be increased, even to the point of what are sometimes 
called satyriasis and nymphomania, Hypomanics and manics often have for a time an in- 
creased sexual drive, which may be a subject of complaint if it conflicts with their mora 
standards; in severer manic states, however, the libido is soon lost. 

MASTURBATION. Masturbation is the typical example of an activity which, 
regarded as a perversion, and which is yet essentially & preparatory practice both betor . 
after puberty. It is. seen in many of the higher animals; and in man is a commonly 
substitute for intercourse, especially in social strata where premarital intercourse is < 
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As it is so easily performed, and an effort is needed to overcome the habit and to adapt to a 
partner, it may persist to a late age in sensitive, reticent, shy and weak-willed persons. 
XQl jttg men may h ave ye ars of their lives ma de u nhap py by a c ontinuous s truggle against 
somethin g they consid er morally sinf ul or physically harmfu l. Their concern over frequent 
defeats may lead toneurasthenic reactions with hypochondriacal fears; and it may delay 
maturation and prevent the development of an assured and self-reliant personality. Old 
women’s tales of the damaging effect of masturbation on bodily and mental powers are 
still widespread, and are sometimes supported by a religious condemnation which stems 
from the Old Testament. In the predisposed person, such a conflict may lead to a transient 
paranoid reaction. Fears of these kinds may be redressed by giving the patient a clear insight 
into the biological f acts', and such a process of re-education is an important part of“the 
treatment of the neurotic reactions, which may, how’cver, also need other measures. 

In__men, masturbation may persist after heterosexual intercourse has begun, and 
even during marriage, jf the sexual drive is strong and it is needed as an additional outlet. 
This is of no medical significance, and may even be advantageous if the married partner 
has less sexual desire. 

Masturbation is usually carried out with the aid of an erotic fantasy, however, in those 
of dull imaginationjt rnay be an almost purely physical act, and we have observed its occur- 
rence as an obsessional compulsion with a negligible erotic content. The fantasies are as a 
rule of a normal heterosexual kind, but of a type determined by previous experience and 
instruction. In the constitutional homosexual, the fantasies also will be homosexual. As the 
main incidence of masturbation is at an age when young males are thrown much in their 
otvn company, and have a very limited access to the female, it has been thought that the 
practice can lead to a conditioned homosexuality. This has never been proved. It is, how- 
ever, likely that a similar mechanim of conditioning plays a part in the rarer sex perversions, 
such as fetishism, exhibitionism, sadism and masochism ; those circumstances which attended 
the first sexual experience come to carry a sexual tone, however accidental the original con- 
nexion might have been. It is certainly true, though the cause may be quite different, that 
all these deviations, including homosexuality, are found in persons whose usual sexual out- 
let is masturbation with the aid of a specific fantasy. In exhibitionists and fetishists, mastur- 
bation may be the only sex activity. 

TETisHiSM. It IS very usual, even among quite normal people, to place a particular value on 
some feature or physical quality in persons of the opposite sex, or of the same sex in the 
case of homosexuals, and to feel a sexual attraction to this single trait. One man may pay 
special attention to a woman’s eyes, and another to the shape of her legs. Although this 
aspect of normal psychology may provide part of the basis from which a fetishism may grow, 
we cannot speak of fetishism being present until this partial feature takes a central impor- 
tance and comes by itself to provide an adequate cause for sexual excitation. In common 
parlance, fetishism is restricted to a sexual preoccupation with entirely inessential and 
accidental features, such as articles of clothing. Tactile and odorous qualities seem to play 
a special role in determining these fetishisms; and so it happens that among the commonest 
objects involved are female underclothing, especially of silk, leather articles, especially 
shoes, fabrics like velvet and furs, etc- 

In taking the case- 

ences were associated ® 

fetishism can be acce . > 
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he n romtiluliomil factor in the form of temperamental difficulties in making nc 
nociiti and arxtial contacts, or in a generally inadequate libido. In many cases, however, 
im.t ‘.rxuid experiences rcmaiit ljuried and inaccessible, until they can be revealed by a 
prolonged process (»f enquiry. Psychoanalysts have proved very successful in ferretinj 
tliese remote psychological prccipitants; but even if such an end can be attained, thep 
lemn of furtlier treatment m.ay remain as difficult as ever. 


I'ctishi^it.s may be caused a good deal of unhappiness by their abnormality, espec 
throiigli feeling themselves isolated from the rest of society. Psychotherapeutic help is 
best given l)y cxplonotwn ami reassurance, and if the subject is still young, by pointing 
the ways in which he might advance towards more normal sexual and emotional relati 
giving tip his fetishism only by easy stages. If he can find a helpful and sympathetic part 
she can play the major role in this treatment. These patients are rather seldom of ana 
soci.’d, uncooperative or grossly psychopathic type; but of course, the more abnormal 
basic personality is, the more difficult treatment will be. The psychiatrist will in any i 
have to cope with secondary neurotic symptoms of the anxious or depressive type. 

Perhaps the principal psychiatric significance of the fetishisms is in the medico-lt 
field. Imtishists may have to steal in order to obtain their object, and the stealing it 
may become part of the sexual ritual. When apprehended, they may seek to raise 
defence of irresistible impulse. This can seldom be supported psychiatrically; but if 
oflcncc is a first one, a claim can legitimately be made that psychiatric treatment be tr 
before any severe punishment is inflicted. As fetishism is a very limited form of sex 
deviation and acquired by conditioning, it is not surprising that successful treatment w 
behaviour therapy has been reported (Clark, 1963(2; Raymond, 1956). Help along these lii 
and general psychological support should enable the therapist to educate the patient ii 
keeping his impulses wdthin socially innocuous limits. 


TiiANS-SEXUALiSM AND TRANSVESTISM. Transvestism is a deviation of personality in whi 
gratification is afforded by wearing the garb of the opposite sex. The term covers a w 
range of different phenomena which have been classified in papers by Ellis (1928) ai 
Hamburger (1953). The following classification is based on the descriptions provided 
these studies and upon an enquiry into 36 cases of male and female persons with transvesti 
tendencies (Ball, 1965; Roth and Ball, 1963). Three main varieties may be recognized. 

1. Symptomatic Transvestism. The cross-dressing in this form is a symptom of some oth< 
sexual deviation, most commonly homosexuality or fetishism, and is employed as a mear 
to sexual excitement and gratification. This is the most widely recognized form of trans 
vestism and is probably responsible for the commonly held and erroneous view that it 1 
always a manifestation of homosexuality. 

2. Simple Transvestism. In this variety the subject confines himself to cross- dressini 
which, in itself, brings gratification without genital excitation or interest in homosexua 
behaviour. As these subjects rarely seek advice, the incidence of this condition is unknovi 
but it is probably relatively high and sometimes comes to light in persons seeking medica 
advice for other reasons. The subject lives as an ordinary male and cross-dresses m secret 
or wears feminine undergarments regularly under his male clothing (Lukianowicz, 1959 ^ 
Wyrsch, 1944). 

3. Transsexualism. In this deviation cross-dressing is part of a more protouna ^ 
generalized sexual and personal maladjustment. The individuals affected have a convic 
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that borders at times on the deiuaonai that they ate members of the opposite sex (tf 
females, since the phenomenon is far ixunmoner in the male sex). There is no sexual e3 
ment from dressing up but a firm belief that the chosen clothing, though opposed ti 
individual’s morphological sex, is more appropriate to his personality ; a feeling of happ 
and contentment is conferred by wearing feminine dress, whereas male clothes rende 
individual self-coftscious and ill at ease. Although romantic infatuation with membe 
the same sex is common and there may be fantasies of pregnancy and motherhood, d 
for homosexual mtercourse is confined to a small proportion of subjects, and where phj 
gratification has been experienced this has been more often than not heterosexual. Alth 
Ubidinal drive is usually weak some of the subjects marry and beget children. 1 
individuals present in the psychiatrist’s clinic on account of their intense and unrele; 
ambition to achieve a change of sex, or at any rate some anatomical alteration that 
bring them closer in appearance to the opposite sex. In rare instances self-castratioi 
been attempted following prolonged frustration of this aim. 

There is some degree of overlap between simple transvestism and trans-sexualisi 
that a substantial proportion of cases of the former appear to harbour beliefs 3bout 
intrinsic femininity which are more orless clearly defined, without feeling compelled tc 
bark upon a quest to achieve change of sex by surgical means. Moreover, the majori 
cases of trans-sexualism pass through a stage in which the desire for change of sex i; 
yet firmly crystallized. 

The situation is different as far as transvestism and trans-sexualism in women is 
cerned. Both transvestite and trans^sexualist women are almost invariably active 
dominant partners in a homosexual relationship. This was the situation in every one o 
ten. patients studied in the department of one of the authors during 5 years. Com 
cross-dressing as an isolated phenomenon is rare and trans-sexualist women comm 
seek plastic surgery to ‘change sex' or bring about an alteration in appearance that 
make them more closely resemble men. A severe degree of abnormality of person 
is the almost invariable setting for this phenomenon. 


The causation of trans-sexualism is obscure; nuclear sex is generally male (Barr 
Hobbs, 1954) but a mosaic Klinefelter (XYfXXY) with trans-sexualism has been descj 
(Dowling and Knox, 1963) and both trans-sexualism (Money, 1963) and Iransves 
(Overrier, 1938) have been described in typical Klinefelter cases. There is some evidence 
that a genetic factor may contribute to causation (Ball, 1965). 

fn the enquiry by Roth and Ball (1963) it was found that, in a high pmponion of 1 
cases (94 per cent.), there had been extreme dependence on, and a strong nreference foi 

mother of thefannly.Itw« of interest that thefather of the majori^hade^^^^^^^^^^ 

tor long periods during the formative years (sq per cent.) or fnef'rr«;n . r 
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. < a j r,,rly o, , c-anr,,sk-nl preference for girls ns playmalcs and for girlish games. Ci 
drrs i,,,,: ...Mially .eg, ns hclwccn tl,c ages of 5 and 8 years and is at first carried or 
f.rcfTt or tluruu: (he pnrents’ absence. If opnortunitics for a.. 


parents Jibsencc. If opportunities for therapeutic intervention du 

the duhlhootl or adolescent transvestite state could be more frequently found, there m 
lu 4 i h*uuc of nioto cllcctivc pj^ychothernpy and social reorientation, 

.During (Msrnicr transvestite hoys and girls will frequently co-operate in treatir 
as. tnrir pfopcnsitics often cause conflict, anxiety, shame and increasing isolation fi 
others, ft maj be possible to help the intelligent and co-operative patient to view compuls 
ciur.s-dressing objectively as a disability to be surmounted. 

At a later st.igc in the dcv'clopmcnt of trans-scxualism the patient treats his anomal) 
a treasured possession and he is rarely prepared to relinquish it. Co-operation in any tre 
uicnt aimed at tiansfotming his sexual orientation is withheld or is incomplete. In stron 
motivated patients, temporary successes may be achieved, but cure is infrequent, as i 
trans-scxnalisl jiatient looks to the doctor to confirm his anomaly, not to eradicate 
1 here have been a number of reports of transvestites successfully treated with aversi 
thcra]))' (Barker c/ al., 1961 ; Glynn and Harper, 1961, Blakemorccfc/., 1963 a,Z>;Marksa 
Gclder, 19^7)* ^ small minority will co-operate in such forms of treatment and, 1 

such a gcncrnli/.cd disorder of personality, the rationale seems crude. Butfurther exploratic 
particularly in young patients, is called for. 

Some patients whose social adjustment has wholly broken down may be enabled to sta 
a new life once permission has been obtained to re-register them as women for employme: 
purposes. Dressed as women, they achieve a new sense of ease and contentment and a: 
partly freed from the trapped and hunted feeling they experience while posing as women ; 
their work without official sanction. However, before helping the patient to take the cruci; 
step of assuming feminine attire and employment, the physician must take care to defir 
to the patient Ins attitude to the further demands that will almost invariably follow thi 
concession. Once permitted to dress and work as a woman, the patient will usually pleai 
sooner or later that the situation places him in a painful predicament. Removal of the hatei 
male genitalia would, it is claimed, enable the patient to live without the dread of bein| 
found out in deceitful and possibly illegal, conduct. If operation is refused, self-castratior 
may be attempted by a determined patient. If it is carried out, it will almost certainly be 
followed by yet further demands for plastic surgery, e.g. plastic operations for creation of a 
vagina and enlargement of the breasts. 

The problem of operative treatment in trans-sexualist patients raises many social and 
ethical, as well as psychological problems. A number of cases have gone on record in which 
operation has been follow'ed by an improved social adjustment and a release of latent 
abilities and talents (Battig, 1952; Boss, 1952, Hamburger et ah, 1953). The patients 
are often gifted, and the possibility of improvement of this sort cannot be lightly set 
aside. 

A number of workers have expressed themselves in favour of the operation (Hamburger, 
1953; Hamburger et ah, 1953). Others such as Dukor (1951) have conceded that, m cases 
associated with a great deal of suffering, operation may be justified; but the outcome may 
be unfortunate and even disastrous, as indicated by a few reports of patients who have 
bitterly regretted the operation and pleaded for a reversal of the change. A good man} 
operations have now been carried out and a systematic, detailed, long-term evaluation 
would appear to be desirable. Until reliable information has been assembled, p ea 
for operation must be regarded as a hazard in all cases, particularly where the persona iq 
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is unstable or psychopathic. In such subjects narcissism is conspicuous, and dress and 
demeanour provocative. Some ttork as female impersonators in night-clubs and others 
practise as homosexual prostitutes. There will usually be other indices of instability and 
social tnaladjustment. They are probably homosexuals with chameleon-like propensities 
rather than trans-sexualists, and it is difficult to justify the operations that have been under- 
taken in this group. In the general run of trans-sexualists oestrogens will often bring some 
relief, but only in rare exceptional instances is there any indication for the operations for 
which they plead. 

EXHIBITIONISM. The exhibitionist is a common class of offender, but his perversion consists 
in elevating to a central position a normal aspect of sexual relations, the display of the 
naked body or of the gemtals alone. The tendency imcords self-display is itself normal, 
and is made use of in socially accepted form both in the way that men and women dress, 
and in the amount of undressing which is allowed^ e.g. on a bathing beach or in evening 
dress. The earliest manifestations of this natural tendency are seen in some of the sexually- 
toned play activities of young children. The mutual inspection of the genitals which is 
often indulged at this early age may be the point from which the conditioning begins. 

The adult exhibitionist, who is almost invariably a man, is a public nuisance. He may 
haunt dark streets, parks or field paths, and on encountering a woman or girl, throw open 
his overcoat to expose his erect penis, perhaps throwing the light of a torch on it, or perhaps 
masturbating. The motivation is often obscure; he may feel that this display excites the 
woman, or he may derive satisfaction from her dismay and even terror. The women and 
girls of a neighbourhood may be set in fear by knowing that such a man is lurking about. 
The exhibitionist is usually, but not always, of an inadequate and ill-adjusted personality, 
and his libido feeble. He is, extremely commonly, a recidivist; and this perversion is very 
difficult to treat. Psychotherapy is usually almost useless, and punishment also is often 
quite ineffective; some of these offenders have had as many as thirty or more periods of 
imprisonment and still continue undeterred. Many of these patients are helped to curb their 
tendencies by long-term psychiatric support and supervision. Counselling of the spouse is 
important in married cases since exhibitionist acts are often triggered off by outbursts of 
domestic strife. 

SADISM AND MASOCHISM. The meaning of these terms has been so extended by psycho- 
analysis, that they are now only used with peril by the psychiatrist. For the psychoanalyst, 
sadism has come to mean any attitude or activity rvith an element of aggression, masochism 
any tendency towards submission or the voluntary acceptance of an experience ivith a 
quality of 'un-pIeasure*. It is only because of the baseless Freudian doctrine that the springs 
of all activity are to be found m sexuality, that these -words could be so misused. The 
aggressiveness of the male and the greater dependence of the female are more likely to have 
their origin in the nccessarj' conditions for the organization of mammalian family life 
and in evolutionary processes which have brought us through tribal societies to the 
structure of society of today, than, as is commonly supposed, in the mere position and 
mutual relation of the male and the female in the act of coitus. 

Aggressiveness and submissiveness enter into all human relations, and’it is therefore 
only to be expected that they should colour courtship and mating. There is mar/i individual 
vanahm m qualities of temperament which affect the liability to these opposed mental 
attitudes, and processes of training and habituation also have their effect So it is that 
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iKtn bten nbic to report isolated primitive societies in which other than our accept 

T'f «‘«nclard, and that there is in these respects a ro( 

deal of <li|}ercfi(:e between North American, Kiiropcan, Latin, Semitic and Orient 
eol tores. 

i roni the psycltiatric point of view sadism and masochism arc best considered in the 
narrower sexual romiotatiofi. 7 'hc sadist derives sexual pleasure from the inflicting ( 
pain. Immiliation or violence on his partner, the masochist from submitting to such thing 
Abhotighi 'i-' •'*!}’ olhci pcison with deviant sexual tendencies, the masoehist may at tinif 
nerd help and giiidartcc, it is the sadist who is responsible for social and legal problem! 
ivverr so, a:i Hast (193S) points out, sadists who derive pleasure from whipping their partne 
frmy find willing victims, and so not become offenders. Nevertheless parents, and occa 
sionaliy teachers, who ‘punish’ and ill-use children in their care, may go to serious lengths 
Iw'cn if there nmy not he cause for legal action in tlie criminal courts, there still may 
adequate reason for removing the victimized children from their charge. Sexually motivatec 
acts of violence against the person arc a substantial proportion of all serious crimes, anc 
jtiny take ilic gravest of all possible forms in murder. Such cases may become notorious 
as for instance the infamous Peter Kiirten, tlie Diisseldorf murderer, who was tried or 
nine counts of murder and confessed to others. His father was grossly psychopathic, and 
Kiirten himself tortured animals while he was still of tender years, and may be said to have 
commiued his first murder at the age of nine, when another boy fell off the raft from which 
they were bathing and Kiirten prevented him from climbing back. Kiirten proceeded 
from less to more extreme acts as he failed to reach orgasm with acts of lesser violence. 
[Critchicy, personal communication.) 

Although sadism may inspire rape, not every rapist is a sadist; many are merely men 
:)f Ijrutal habits who take the dircctest path towards their goal of normal sexual intercourse, 
callously brushing aside any obstacle. Sadism may well take forms which are tiot ivime- 
liatcly identifiable as sexual. No doubt there were sadists, in the strict sense, among the 
^azi war criminals who tortured and killed their victims and derived sensual satisfactions 
herefrom, though without making any specifically sexual assault. Nevertheless, the 
najority of these men were probably moved more by hatred and by a training in ruth- 
essness and violence than by specifically sexual feelings. To call them sadistic would, 
)erhaps, be generally accepted, but might still be a straining of the concept. Freudian 
:xplanations of such behaviour seem unduly facile, and further investigation, for which 
here was adequate opportunity, might well have been made. Psychoanalysis associates 
adism with anal-erotism and with homosexuality. This association has never been clinically 
stablished. 


ESTIALITY. The obtaining of sexual satisfaction by this method is, according to Kinsey 
1948), not infrequent among farmers’ boys in certain rural districts of the U.S.A. As 
rule it is a transient deviation and a substitute for normal sex relation^ being replace 
y the latter when the opportunity arises. In the experience of European psychiatrists, 

; may lead to torturing the animal. The psychiatrist is usually consulted when the per- 
ersion becomes notorious and the subject of legal procedure. The offender in such cases 
5 usually found to be a mental defective of the lower high-grade or lower pade, ^ 
lecause of bis dullness has been unable to find a human partner. Recent reports by bhen 
iq6o, 1964) suggest that, occurring in persons of better social background, bestiality 
ikely to be the product of severe neurotic or psychotic illness. 
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HOMOSEXUALITY 


GENETICAL BASIS. In 1940 the interesting hypothesis was proposed by Lang that homosexuals 
of either sex were representatives of genetical intersexes. Intersexes were known in other 
species and had, in fact, been elaborately studied. Evidential support for this hypothesis 
was provided by the demonstration that the sex ratio shoNvn by the sibs of male homosexuals 
showed a marked preponderance of males, a finding which could be accounted for if it were 
supposed that the male homosexual \vas a genetic female. This view in its original simple 
form can no longer be supported. Genetic sex is determined by the presence of a Y chromo- 
some. The normal male is of XY constitution, the normal female XX. However Klinefelter 
cases, with genetic constitution XXY or XXXY are males; and deletion of the Y chromo- 
some, leaving the constitution XO, causes the production of a female with Turner’s 
syndrome. Examination of cells from the buccal mucosa of 50 male homosexuals (Pare, 
1956) showed absence of the chromatin body, i.e. the existence of only one X chromosome 
corresponding to the XY constitution. 

However, the possibility of some chromosomal anomaly is not to be entirely dismissed. 
Slater (1962) showed that the birth order and maternal age of male homosexuals was 
shifted to the right, with late appearance in birth order, and late maternal age. The shift 
was in the same direction, but only about half as marked, as in the case of mongolism. These 
findings are susceptible of the alternative hypothesis that it is the elderly mother who is 
most likely to produce around her son the psychological influences which might drive him 


in the direction of homosexuality (Davis, 1962). 

Psychological tests, e.g. those of Terroan and Miles, have been developed which differ- 
entiate one sex from the other. They show, however, such a wide individual variation that 
there is some overlapping, some males for instance giving a score which would more 
commonly be given by a female. Male homosexuals subjected to this test gave scores which 
were about half-way between the male and female means (Terman and Miles, 1936). An 
analogous result on a differential vocabulary test was obtamed by Slater and Slater (1947). 
A group of 15 male trans-sexualists gave scores on the Terman and Miles test which were 
in every instance well within the female range (Ball, 1966). These findings indicate 
that as far as mental constitution is involved the two sexes are not sharply different 
tiated from one another; in respect of a differential mental trait the curve of distribution 
is U-shaped, with a certain amount of overlapping. Homosexuals tend to fall into this 
intermediate position between the t\vo sexes in mental habits, interests and avocations 
and in their knowledge and use of words. One may therefore say that, irrespective of whether 
or not genetical intetsexes exist, in mental make-up there are persons who tend to take an 
between the sexes and to be characteristic of neither. 

^ oppressive evidence in favour of a genetic basis for homosexuality has been 
presente y a mann (1952) who investigated eighty-five pairs of twins, forty of them 
monozygotic and forty.fiye dizygotic. Most of his subjects were more or less exclusively 
omose^a * 6 "was ab e to trace thirty-seven of the twin partners of the uni-ovular 

propositi and found that all were homosexually inclined, twenty-eight of them exclusively 
^ T no«-identic.l twin, and of the,= only three had 

emulation or seduction can havl played St impottance was that 

the identical pairs; the ttvin pattnL claimed tta ^rhad veertmwtdrr 1 
pattern of life independently of one another ^ homosexual 
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i h.u hrrcihty plays some part in the causation of a proportion of eases of home 
h^-hayiour loiiy he rrpardcfl as cstahlishccl. But the nature and importance of this 1 
t4rv imhu-ntr cannot he reliably assessed at the present time. In Kallmann’s mt 
wukh wif. ohiained to some extent with the co-operation of the New York State Depai 
(,r CorfretitM), criminal and abnormal personalities were over-represented; one subje 
fH'hi.'i>phrcnic and twenty-two others schizoid, severely unstable or alcohol’ie. The m; 
tiwrrfore cmdd not have bexm representative of homosexuals in general. Moreovei 
lia/ardoun to draw conclusions about the relative importance of environment and he 
ftoin twin studies aloiie. Parker (i96.jrt) has criticized the literature that deals wit 
priicficso} hotTioscxuality, and has described two Mi/ and one DZ pair who were diseoi 
Other t epoi ts have appeared of identical twins discordant for homosexuality (Rainer 
tot)o: Klintworth, 1962). 

A specific genetic or constitutional basis for homosexuality would lead one to e 
biochemical or endocrine dilTcrcnccs from normal subjects. A number of investi^ 
h.ive rcpf)rled differences of this nature. Thus Myerson and Neustadt (1942) have f 
a lowering of the androgen/ocstrogen ratio in homosexuals. They suggested tha’ 
vigour of sexual drive w'as related to androgen level and its direction to the rel 
amount of oostrogens. Tlierc has been no confirmation for these findings and it s 
highly improbable, if several per cent, of the population are indeed exclusively homose 
that they can be sharply differentiated from the remainder of the general populatio 
means of simple biochemical tests of this nature. It would seem more likely that W( 
tloaling with a variant of the norm whose causes will probably prove to be multifactc 
Co[ipcn’s (1959) finding that the androgyny score of fnale homosexuals was shiftec 
wards the feminine side, more so than in a control neurotic group, is of some interest foi 
problem of the homosexual constitution. 

OCCURRnNCK IN THE NORMAL. The frequency of homosexual behaviour varies very gre 
from time to time and from place to place. In the golden age of Greece, homosexuality 
not thought of as being in any way discreditable, but rather the reverse; homose: 
relations between the males of the free citizenhood, especially between an older an 
younger man, were thought to be valuable to both and must have been engaged in 1 
high proportion of the population. 

Estimates as to the frequency of homosexuality at the present time vary widely. Hirs 
fcld was the first worker to conduct a large scale survey (Hirschfeld, 1944). From an enqi 
into the sexual life of almost 9,000 German subjects, he concluded that 2 per cent, of n 
w'cre wholly, and 3-4 per cent, partly, homosexual in inclination. However, only 50 per ce 
of tlic subjects replied to his questionnaire. G. V. Hamilton (1929) carried out a survey 
the sexual life of 100 married men and 100 married women. Forty-six men and twen 
three women admitted to relationships with their own sex that had involved some stimulat: 
of sexual organs. Only forty-four of 100 married women denied all memory of homosex 
play in early life, while in seventeen of the men homosexual experiences were reported 

have taken place after the age of 18. , u 1 nm 

According to the Kinsey Report (Kinsey et al, 1948) at least 30 per cent, have had hoir 

sexual experience to the point of orgasm between the beginning of adolescence and old a{ 
Ten ner cent, of the population were more or less exclusively homosexual for at least 3 y ‘ 
betwLn the ages of 16 and 55; 4 per cent, were judged to be 
throughout their lives. The second Kinsey Report (Kinsey et al, 19S3) revealed th 
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incidence of 13 per cent, of homosexuality among 6,000 white women, much of this having 
occurred in the form of short-lived experiences. Persistent homosexuality was unusual; 
among single women 4 per cent, remained more or less exclusively homosexual bet^veen the 
ages of 20 and 55 years, as compared with approximately 12 per cent, among men. No study 
comparable in scale and thoroughness with the Kinsey enquiries has been carried out in 
Europe. But even so, the discrepancy between the figures recorded in his surveys and the 
far smaller incidence registered in more limited European studies is difficult to explain. Thus 
homose-xuals made up only 1 per cent, of all male Service patients admitted to one psychia- 
tric unit during the Second World War. In a survey of unselected material of male private 
psychiatric patients, Curran and Parr (1957) found that 5 per cent, of the cases had been 
homose-xuals. Homosexuals would tend to be over-represented in a group such as this, but 
the fact that the incidence was between 2 and 5 per cent, in all diagnostic groups is note- 
worthy. Taking all the evidence into consideration, it would seem likely that the hard core of 
exclusively homosexual male individuals makes up between 2 and 5 per cent, of the general 
population. If this is accepted, homosexuality can hardly be regarded as a pathological 
variant in the ordinary sense. 

From an enquiry carried out by Ford and Beach (1951) into 76 primitive societies, 
two important points emerged. In the first place some form of homosexuality was considered 
to be quite normal in the majority of societies: the second finding was the relative rarity 
of female homosexuality which was observed in only 17 of the cultures studied. This 
preponderance of homosexuality in the male m a wide range of cultures makes it unlikely 
that the male preponderance in highly-developed societies is wholly the product of social 
and legal prejudice as some workers have suggested. The differential sex incidence is more 
likely to have some biological explanation. 

FACTORS IN THE GENESIS OF HOMOSEXUALITY. On balance, it does not seem likely that 
heredity alone will ever provide more than part of the explanation for the majority of cases 
with exclusively homosexual tendencies. 

Much emp^sis has been placed in the past upon the contribution made by experiences 
in the course of personality development. The effect of homosexual seduction and the 
pattern of sexual arousal in early adolescence have been among the more obvious factors 
considered. Recent enquiries have provided little support for such view’s. During investiga- 
tion of 100 Borstal lads aged 16-21 years, Gibbens (1957) found that 30 per cent, of those 
with known homosexual tendencies had had advances made to them, whereas 33 per cent, 
of those without such tendencies had had identical experiences. In an enquiry by Parr 
{1957) no significant difference was found in the psychosexual experience of day school 
and boarding school boys during early and later life. Parr concluded that the role of boarding 
schools and sexual segregation had probably been exaggerated. In a detailed analysis of 
200 cases, he found no evidence to suggest that early seduction had played a significant 
part in causing homosexuality. 

The theory advanced by some psychoanalysts that the sources of male homosexuality are 
to he sought m unconscious castration fear or survival of infantile anal eroticism rests on 
little evidence. However, the view that an especially intimate and intense emotional bond 
with the mother, together with a weak, unsympathetic, unattractive or brutal father, play 
some part in moulding the personality of the homosexual, is supported by a number of 
psychological investigations and by autobiographical descriptions recorded by homose-xuals 
Some thirty years ago Terman and Miles (1936) investigated 77 passive male homosexuals 
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In u t T n t , a Hi 44 ) of n^e and arrived at the following conclusions. ‘If the case hii 
dHt4 r.upphrvi by thcr.c individunls can be accepted as anywhere near the truth, the psv 
r.orud lornuda for (Icvoloping homosexuality in boys would seem to run somewhat as foil 
ton drmonr.tr.ntive afiection from an excessively emotional mother— a father who is urn 
patlwtic, autocrntic, brutal, much away from home or deceased; treatment of the child 
yiti coupled wtih lack of encouragement or opportunity to associate with boys-. 
cmpl.anin of neatness, nicencss and spirituality, lack of vigilance against the danger of sec 

tioo by older homosexual males ’ The life histories of Marcel Proust and Andre ( 

conform in many particulars with the first part of this description. A study by West (ii 
lofio) luis shown that the combination of an abnormally intense relationship with the moi 
and an uns.iti.sfaclorj- rclationshij) with the father was far commoner among homosexi 
than among control subjects. Roth and Ball (1963) found a statistically significant dif 
cnee in tliis respect between a group of 27 homosexuals and 94 neurotic controls, thoi 
ctJfuparison with trans-scxualists (sec p. 165) showed that this family pattern was 
sjH'cific for homosexuals. 

Other factors must almost invariably be concerned in causation. In the life-histories 
many homosexuals a strong puritanical component which involves suppression of 
matters concerned with sex appears also to be involved. Sexual relationships are in cc 
sequence hedged round with feelings of guilt. General inadequacies of personality whi 
inhibit the transition from the all-male society of many boys during puberty and adolescer 
to the heterosexual groupings of adult life probably make a further contribution. 


PSYCHOLOGICAL AND PSYCHIATRIC ASPECTS. Male homosexuals are frequently classified in 
the active and the passive type; female homosexuals into the masculine and feminine. T 
iclivc male homosexual is defined as one who in sexual relationships with another ma 
Lakes the active role making his partner adopt the female position in intercourse, or 
submit to, ratlicr than to perform, sodomy, etc. The active physical role is usually accon 
oanied by the active, seeking, courting and dominating role mentally. If the two are ( 
Jisparatc ages, the older man is more likely to be the active one. On the other hand tl 
ifieminate type of male homosexual will prefer the more passive role throughout his lif 
Mutaiis mutandis the same may be said for female homosexuals. The active male and ti 
massive female are frequently of fairly normal psychosomatic constitution; adopt thei 
lomosexual behaviour as ?Lpis aller, or, as frequently occurs, out of an abundance of sexu: 
irge and interest and as part of a polymorphous perversity. The passive male and th 
ictive female homosexual are much more likely to show contrasexual traits of physiqu 
ind mind, and to be irreversibly and solely homosexually inclined. 

There is, however, no sharp distinction between activity and passivity, as a lasting 
rait, and most homosexuals are to be found somewhere away from the extremes on : 
cale of infinite gradation between the two. Furthermore the mental and physical aspects 
if activity or passivity may not go together. Variation in course of time, or with change ol 
lartner, may occur, and out of a desire to explore every sort of physical gratification, re- 
versal of roles may occur between the same partners on different occasions. Even with these 
eservations, however, it is broadly true that homosexuals tend to fall into one or otlier ot 
hese two classes and not to be unclassifiably midway between. 

The Danish poet Herman Bang, himself an avowed homosexual, described the WO 
vpes as follows; ‘In inborn homosexuality there are a great number of shades and grad^. 
)ne class of man is male in every other respect and even more male than most men; on y 
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in their sex life they are separated from the rest of men. They love definitely male men, 
just as a heterosexual man loves a woman. If we put this class at the right wing, the left 
wing is formed by the pronounced women among the homosexuals, that is by men who are 
only men by name; the body’s form is pronouncedly female and the so-called soul is almost 
entirely female. This is expressed in everything, behaviour, walking and talking, especially 
in the movements of the hands. These men sew and embroider, they take on occupations 
such as cooks, waiters, ladies’ tailors, milliners; I have never met a homosexual men’s 
tailor, if he was a tailor, the homosexual always made ladies’ dresses. Between the two 
extremes there is a host of transitional cases in which at times the male is preponderant in 
appearance and emotional life and at other times, the female is more pronounced.’ The 
idea that in love-making the homosexual is either only man or only woman, is mistaken 
according to Bang (quoted from Kahn, 1928). 

Among recent classifications that of Scott (1957) based on a study of sixty-three males 
and nine females is useful, although it has the disadvantage of being based on a number of 
different principles, including criteria such as pattern of social adjustment, clinical features, 
response to treatment and age. 

His first group of adolescents and mentally itmnature adults consists of a group of young 
people in whom the final pattern of sexual adjustment is not yet decided and in whom 
homosexual conduct may prove to be merely one stage in development. Of his second 
group of severely damaged personalities, one type is inadequate and downtrodden and another 
deeply resentful and antisocially inclined. Of these, the latter are socially dangerous — both 
to other homosexuals, whom they victimize, and to society. The other variety in this sub- 
group appears to be rare and one wonders from the description given whether they are 
not really trans-sexualists, lacking desire for physical contact, who exploit their propensities 
in flirtation or actual prostitution. The third main group consists of relatively intact per^ 
sonalities who lead an active homose.xual life but manage to combine this with a reasonable 
social adjustment. The fourth group are latent and toell'Compensated homosexuals with 
strong traits of character, rarely seen in the clinic until perhaps late in life. The last group 
includes individuals with serious mental disablement, including those with psychoses, 
organic brain damage and extreme personality defects. They are apt to injure their victims, 
are socially dangerous and should be segregated ‘till rendered harmless by ageing or 
specific treatment’. 

There is a general impression among psychiatrists that homosexuals tend to be of more 
than average intelligence and in surveys (Scott, 1957; Parr, 1957) the lower classes tend 
to be under-represented, although as Parr points out, this may be due to the fact that 
offenders from these sections of the community are more commonly seen in law courts and 
prisons. There is a high level of artistic sensibility, and interests in painting and music, as 
also a fastidious taste in dress and furniture, are common. Many homosexuals have achieved 
distinction in art, the theatre and cinema, whereas the active or aggressive type of Lesbian 
may strive to succeed in the professions, such as law or medicine. 

According to the psychoanalytic theory, homosexuality reflects a warping of personality 
development, the anomalous choice of love object having been determined by castration 
fear; it may be regarded therefore as a form of neurotic disturbance. Unfortunately 
opportunities for a systematic psychiatric enquiry into the personality of homosexuals dra^vn 
at random from the general population rarely present themselves. Neurotic disturbance 
psychopathy, alcoholism and other anomalies of personality are certainly common among 
homosexuals studied by psychiatrists even when referral has not been decided by medical 
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cuti .e .. llic iJthcr hatul there is a snhstanlial proportion of relatively normal persona! 
cvm vr (ihiii this population. 'J’lins 68 of 250 out-patients studied by Parr were found t 
free (Vinn anv pross personality disorder, neurosis or psychosis during their adult 1 
MnU'ovcr, u'o definite pattern of personality associated with homosexuality has 1 
dr '.erihrd. although some j^aychialrists of experience have described indecision, procr 
nation and uncertainty nhoul his role as relatively common features (Scott, 1957). 

1 lotnosexuals lend to be more promiscuous in their relationsliip with each other 
hetcrorextjal individuals utui this tendency is not confined to those with associated psyc 
(tie dicordcr. d’he Inch of staliiiity of homosexual relationships, the difficulty in establis 
ftrsh eontacis with advancing age and the denial of the roles of parent and grandpai 
which may continue to provide fulfilments for the normal individual after the wanin 
sexual passion, makes the plight of the ageing homosexual a difficult and pathetic 
Stime of the psychiatric disturbances, particularly the alcoholism, depression and sui 
fOXlonnor, 1948) which arc common in homosexuals, may be related to such fac 
I ivtahilitv,* over-compensation and paranoid tendencies are relatively frequent psychi; 
complications in homosexuals as with other isolated and spurned minority groups; 
.,tv more likely to be due to social than to psychodynamic factors. 


\t ASt'CGTS ANt) TRKATMKNT. Constitutional homosexuals of both sexes are acutely 
nf their position in society, suffer from it, and frequently regard it as unjust. Although fei 
iuituoscxuals arc immune to criminal prosecution for their activities, the position oi 
lualc is very exposed. He has to fear, not only a prison sentence but more frequently S( 

«(J<;rr'ico, and sometimes blaclunail. iv 1 

‘ Tlw possibilities of a prophylactic approach to the problem of homosexuality 1 
Inrdlv been explored, for there are few well-established facts, and cause, effect an 
ni'tv of chance arc difficult to disentangle from one another. It seems, neverthe ess, loj 
m ^ttanp? to .pply such few facts as have accumulated. Boys born relatively late 
rca'rcd ta tamiltemarked by a strong predominance of feminine influence, 
rvclusivc relationsliip between mother and son would appear to be specifically ^ 
to homosexuality. Itl quite possible that only a proportion of children brought up m . 
a setting becomes sexually deviant and we cannot be certain that 

relationships do not merely reflect a constitutional anomaly in the child to which 
1 ' nnrir Rut the special hazards of this pattern of family relationships ougl 

rcto3yto:rI:t;&^ psychlarrlsS bur among physicians, social worl 

school-teachers and Ac generf^^^ transitional stage in development 

In adoles ..ce heterosexual pattern of life always ex 

the possibi y exclusively homosexual behaviour is established until the ag 

It is unwise to assu • ^ of isolation that accompany homosexual pract 

^5 has been passed. The , coterie who have banded together to insc 

may lead the ado es ridicule which society accords to them. Loyalty to su 

themselves from the hosti ^ , conduct and the remorse and fear generate( 

group may serve to pro 1 prevent heterosexual friendships being made. 

adolescent homosexual experiment may p , ,1 r expert help. The aim of 

persistent homosexual behaviour, evCTmadJ patient to develop heterose 

therapist IS to mitiga e gui early cases by helping them through sm 

;“rho«° o gSn insight into some of the factors behind their deviant beliavio . 
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In older patients with long-established and exclusively homosexual behaviour unas- 
sociated with heterosexual desire, attempts at a complete sexual reorientation are futile. 
Treatment has to aim at the more limited objectives of improved social adjustment, re- 
duction of anxiety and an attempt to impart a more sensible and realistic perspective about 
the relative importance of sexual activities in the patient’s total life pattern ; these frequently 
loom disproportionately large. A dispassionate and understanding approach to the patient 
helps him to bridge the gulf between that side of his life in which the sexual and passionate 
part of his nature finds expression and the workaday world in which he is compelled to 
conceal his secret. 

It must be remembered that in embarking upon a course of treatment aimed at correct- 
ing his deviation, the homosexual is preparing to abandon not only a form of sexual deviation 
but a whole way of life that can offer variety and excitement, and a select society in which 
aesthetic and emotional sensibility is at a premium; the new way of life he strives to adopt 
may appear mundane. 

Psychotherapy has a better chance of success in subjects in whom some degree of sexual 
ambivalence exists or those in whom heterosexual life has been inhibited by lack of op- 
portunity or failure. A talented, earnest person, who dislikes his perv'ersion and has a desire 
for change, is a favourable subject in whom a more stable compromise may be achieved in 
the course of systematic and sustained psychological help. 

Precise knowledge about the results of psychotherapy in various forms of homose-xuality 
is lacking but there is no evidence to suggest that orthodox psychoanalysis yields results 
that are superior to those gained by less time-consuming forms of psychological help. 
Penological methods are probably harmful but, in the case of seriously damaged, aggres- 
sive, unscrupulous personalities or those who seduce young boys, imprisonment sometimes 
provides the only means of protecting society. Probation provides help in a proportion of 
cases. Stilboestrol is useful in a small minority of patients desirous of curbing sexual drive 
but hormonal treatments are otherwise worthless. In recent years successes have been 
claimed for deconditioning processes. These methods appear crude and banal in relation 
to a long-established deviation of a fundamental drive but the successes reported deserve 
further evaluation (see p. 185). Drugs may be useful in the control of anxiety. 

Homosexual activities enter at times into matrimonial cases and into prosecutions for 
blackmail. In British law the homosexuality of either partner may be cited as evidence of 
cruelty in an action for divorce. The male homosexual may be involved in legal proceedings 
m a criminal prosecution with heavy penalties and the opinion of a psychiatrist is not 
infrequently sought in such cases. This might well be done more often than is at present 
the case. 


PSYCHOLOGICAL TREATMENT OF NEUROSIS AND PSYCHOPATHY 

Psychotherapy refers to systematic treatments employing psychological means aimed 
at re leving the patient of his symptoms and helping him to understand and modify his 
con uct so as to enable him to live a happier and better-adjusted life. It is a special kind of 
earning experience and there is, therefore, no very sharp distinction between this form of 
reatment and the more recently introduced ‘behaviour therapies’ which derive their 
n^iration directly from learning theory. However, whereas in behaviour therapy symp- 
regarded as bad habits which have to be unlearned, most forms of long-term 
0 erapy are directed towards remoulding the deficiencies of personality from which 
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thf: r;ymptoin:i lutvc npriing. l-ailurc to attend to such Achilles’ heels in a patient’s persona- 
lity »:-i held to ninhe recurrence of neurotic symptoms inevitable, while attempts to reshape 
tlirm arc thnuuht to reduce the chances of relapse into neurotic disability. These views 
at present arc not supported by an adcciuatc amount of evidence. 

.An far an cjualificalions for the p.sychothcrapist arc concerned we can do no better than 
([note some comments of Jn.sjicrs (i9i3fl). 

( ert.iinly a jisychotherapist should have a training in somatic medicine and in psycho- 
pathology, both of which have to be scientifically based. If he has no such training he 
would only be a charlatan, j’ct with this training alone he is still not a psychotherapist. 
Scicnct; is only a part of his necessary equipment. Much more has to be added. Among the 
pnsoiml pmrqttisitrs, the width of his own horizon plays a part, so does the ability to be 
rietaciicd at times from any value-judgement, to be accepting and totally free of prejudice 
(an ability only found in those who generally possess very well defined values and have a 
personality that is mature). Finally, there is the necessity for fundamental warmth and a 
natund kindness. It is therefore clear that a good psychotherapist can only be a rare pheno- 
menon and even then he is usually only good for a certain circle of people for whom he is 
well .suited. A psychotherapist for everyone is an impossibility. However, force of circum- 
.stanccs makes it the psychotherapist’s usual duty to treat everyone who may ask his help, 
'i’hal fact should help him to keep his claims to modest proportions.’ 

In ordinary psychiatric practice psychotherapy is generally combined with other 
procedures such as drug therapy, abrcactivc treatment, and attempts made in collaboration 
with a psychiatric social w'orkcr to modify the patient’s social and familial environment in 
order to reduce the amount of stress to which he is exposed. 

During the past thirty to forty years patients with neurotic disorders have been turning 
to an increasing extent to the psychiatrist for help in combating their disability. Yet 
psychotherapy, despite the passing of several decades in which it has been practised on an 
extensive scale, remains to a large extent an empirical procedure. There are two main lines 
of approach to the treatment of the neurotic patient. Although their indications differ they 
arc not mutually exclusive. The first is that applicable to the mild or moderate disability of 
short duration occurring in a relatively stable personality. Reassurance and simple explanation 
as to the nature of the disability, advice about the management of current problems and 
constructive help in the organization of the patient’s life to enable him to make the best 
possible use of his personality assets and minimize his deficiencies, are the main ingredients 
of therapy. With the help of a psychiatric social worker the patient’s family and employer 
can be brought into collaboration with the psychiatric team in planning the patient’s future. 
In this form of supportive psychotliei-apy advice and supervision are usually maintained over 
a period of weeks or months. In the severely disabled patient, treatment is directed towards 
a more radical alteration of the patient's attitude to life and his reactions to his environnaent. 
Complete recovery is rarely achieved by means of psychotherapy in a case of long-standing 
or severe neurosis; but, if the patient is willing and capable of making an intelligent an ^ 
determined effort to surmount his difficulties, the attempt to help him by psychotherapy 

should be made. . . j 

Some degree of success in such cases is assured to any psychiatrist who has training 
experience in the treatment of neurotic patients, tlie gift of empathy and a 
devote regular sessions to psychotherapeutic work. Most patients are grateful for any 
of psychotherapeutic help and support, provided no extravagant hopes have been encourag ^ 
and the treatment has not involved a heavy financial sacrifice in the ill-founded expec 
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of a cure. Riimke (1963) stresses that before deciding on psychotherapeutic treatment 
the doctor should form an idea of the patient’s personality to discover what may be con- 
sidered changeable, because deviations of personalia rooted in the constitution are not 
likely to be altered by deeper therapy. To ignore the limitations of this treatment and so 
raise expectation of change will lead to harmful disappointment and loss of confidence in 
both doctor and patient. 

The "essential condition for some degree of success in psychological treatment is a 
relationship with the patient that is based on a respect for his personality, a tolerance for his 
deficiencies and sympathy and understanding for his predicament. The establishment of 
such a relationship with the neurotic patient requires humanity, W’isdom, maturity and 
empathy as well as psychiatric experience- As the neurotic patient gradually learns that 
someone he regards with respect and invests with authority does not respond with criticism 
and moral condemnation (as may even those closest to him) to an account of his innermost 
thoughts, guilt-laden memories and urges, he is able, perhaps for the first time in his life, 
to talk with a freedom that has a cathartic effect. Therefore, if the psychiatrist feels in 
doubt about his ability to tolerate and respect a neurotic patient, he should not undertake 
to treat him. Disapproval of a patient’s conduct is sometimes necessary but criticizing him 
as a person, and treatment by moral exhortation are futile and can be disastrous. 

It has long been knowm and has been rightly emphasized by psychoanalysts that, 
although the most important conflicts troubling the patient and the experiences that have 
WTirped his relationships with others may become apparent to the psychiatrist after a few 
sessions, a direct exposition of these facts ss rarely helpful either in the relief of symptoms or 
the cultivation of insight. For the neurotic patient, as the normal individual, disguises 
from himself the real and often non-conscious character of his motives by rationalizations 
that present his personality in a favourable light. He prefers an interpretation of his ex- 
perience which buffers him against the unpleasant knowledge of failure, exonerates him 
from blame and protects him from guilt. A direct presentation of his problems ‘in a nut- 
shell’ is too damaging to his self-esteem. It is only when he has come to feel complete 
confidence in the therapist’s acceptance of him, that he can begin to face an objective 
evaluation of himself. Only by slow degrees and over a long period can he assimilate the 
self-knowledge with ^vhich the treatment equips him. 

As the history of the patient’s early life and upbringing and early adjustment unfolds, 
it emerges to what extent and in what manner his attitudes to others, of the same and the 
opposite sex, m authority or subordinate position to him, have been moulded by his 
relationship with his parents and other individuals in his environment. He may also reveal 
opposing tendencies in his make-up that he has been striving to reconcile. His ethical or 
religious beliefs may be m conflict with biological urges or worldly demands that violate 
them, a desire for self-assertion and success may conflict with his need for the love and 
respect of those with whom he lives and W'orks. Many neurotic patients have to learn that 
they give little, but expect a great deal out of life. Often the patient’s difficulties issue from 
an attempt to tackle his problems by a pattern of behaviour that has repeatedly failed in the 
past. Yet he may be as unaware of the consistent and pre-determined character of this 
response as of the reasons why it takes this peculiar form. 

The therapist attempts to impart what the patient has to learn by laying emphasis on 
certain topics, as distinct from others, by asking for elaboration W’hen events are touched 
upon that teach important lessons. He will ask questions that the patient has avoided and 
request him to draw conclusions that he has shirked in the past. When certain events, 
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uuHvidtiuln, oi)jt:cts cr symbols seem to have a special and yet obscure significance for the 
jnttiriU, hir. associations aromul tlicsc themes may throw light on their meaning in his life. 

In (nany cases it is valuable to ask the patient to explain and justify his views on such 
ru.ittrrs as religion, sc.xiial behaviour, politics, racial discrimination, his attitude to work, 
j.ueecss, the bi inginj( up of children and to illness and death. In these ways the patient is 
ipiiiltatlly hraiip/it fare to face with himself. In the later stages of treatment intervention may 
take a more direct form in exjdanations and suggestions for re-orientation. But decisions 
and plans for future action arc left, ns far as possible, to the initiative of the patient. 

'/iskind (1957) has pointed out that the process of ‘insight’ psychotherapy usually 
invidves inculcating the patient with the therapist’s clinical point of view even though the 
therapist's 'non-directive’ approach is calculated to avoid inculcation. The specific con- 
flict (if tvhich the patient is made aware will vary with the orientation of the therapist, 
whctlicr it be. to h’rcud, Adler, Jung or to any other system. Despite his desire to give no 
direction, the therapist inevitably seizes upon disclosures on the patient’s part which 
conform with his theories and ignores those which do not. In this way his owm orientation 
Is emphasized and imprinted upon the treatment he gives. As a method of eliminating this 
indirect indoctrination, Ziskind advocates that the clinician should directly explain the 
nature and purjiosc of jrsychothcrapy and share openly with the patient a well-defined 
.series of goals towards which treatment is to be directed. These he suggests, should 
be: 

1. That the patient be brought to accept that his symptoms are psychogenic in origin. 

2. That the current stresses from which the patient suffers be uncovered and worked 
through. 

3. That what is morbid (i.e. neurotic) in the patient’s reaction to these stresses be 
revealed and worked through. 


4. That any specific traumatic experiences occurring in the patient’s childhood be 
brought to light and their significance explained. 

There is much to commend this directness of approach. The aims wdll of course vaiy^ m 
detail from case to case. 

This outline of the strategy in psychotherapeutic procedure is specially applicable to tn 
patient -who is intelligent enough to understand the therapist’s intentions, and young an 
adaptable enough to accept counsel and to act on it. The approach to treatment has to be 
modified to meet conditions that in the majority of patients are far from these idea s. 
Before embarking upon psychotherapy, the positive role of certain neurotic reactions an 
habits has to be taken into account. The probable benefits of treatment need to be 
against the repercussions in the patient’s professional or family life if he is to be free 1 
large measure from his symptoms. There seems little doubt that the creative abilities 
men such as Darwun or Dickens were partly associated wdth neurotic or psychopa 

trends in their personality. , g 

The frequency with which interviews have to be given varies from case to case, u 

do-60 minute session once or twice weekly is quite adequate in most cases. Some pati 
Feel more comfortable ‘particularly in the initial stages of treatment’ if they are alloj 
talk without having to face the psychiatrist. Reclhung on a couch whi e tbe Psychiatri ^ 
nr\p side of the patient may bring freedom from constramt and lead to a 
[LeoL production of information. In the course of a prolonged period of treatment the 
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patient often come to feel an exaggerated attachment for the person to whom he has 
unburdened himself. This may change, particularly when things are going badly, to an 
exaggerated hostility. Such exaggerated emotions are understandable when an anxious and 
insecure person has become dependent for his hopes of recover}' upon aperson invested in 
the patient’s mind with authority and prestige. But there is no good reason for supposing 
that they involve in ever}* case a revival of conflicting feelings identical with those ex- 
perienced towards one or other parent in childhood, as suggested in the anal)*tical concept 
of ‘transference’. Nor is there impressive evidence that the success of treatment depends 
wholly on the extent to which the nature of such a relationship can be laid bare and the 
emotions linked with it given free expression. 

After 3-6 months of such simple psychotherapy many neurotic patients show consider- 
able improvement. They report that they feel more calm and secure, more confident that in 
future they will be less at the mercy of their neurotic difficulties. WTiere there have been 
phobias, compulsions or attacks of anxiety, they may occur with diminished frequency and 
be experienced with less apprehension. Having been encouraged to look upon his life as a 
continuous whole and helped to understand something about the forces that have made 
him what he is, the patient may adopt a more dispassionate and tolerant view of himself 
and others. An intelligent man may in this way learn to direct his energies in a more purpose- 
ful manner, to adopt a more philosophical attitude towards life and to sift the trinal from 
that which is of more lasting value in his activities and aspirations. 

The psychiatrist should, however, not deceive himself by attributing the improvement 
to the therapeutic procedure alone; the acute exacerbations that occur in the course of 
neuroses have a natural tendency to improvement. In most cases one has merely helped this 
process of recovery on its way. The patient is also more able to cope with the residual Us- 
ability or with any recurrence of symptoms, and there is consequently less disorganization 
of his life. But specific disabilities such as phobias, compulsions, depersonalization, sexual 
deviation, and hysterical conversion symptoms resist complete eradication, even when 
psychological factors in causation have been laid bare, and traumatic experiences have been 
relived and abreacted. Psychoanalysts would hold that the patients cling to theirdefences.But 
it would seem more likely that constitutional factors play some part and the mechanisms 
underlying neurotic symptoms also have their own impetus and can be influenced only 
within certain limits by psychological measures. 

W’ith simpler psychotherapy as with psychoanalysis many neurotic patients improve, 
but cures are rare. There appears to be no evidence to suggest that the patient ^vith a severe 
neurosis has been helped more and his improvement lasts longer following three years of 
analysis than if he had been under the less disturbuig and exacting attentions of a w’ise and 
sympathetic psychiatrist of any other school. After making allowances for the tendency to 
spontaneous improvement or recover}' in the neuroses, any success achieved in the course 
of psychotherapy is probably due as much to the personality of the therapist as to the theories 
of psychopathology he holds. 

The outlook of some intellectuals of our time is often so coloured by cynicism, ennui 
and a preoccupation with the destructive and sordid in human nature that their adjustment 
to life tends to be a precarious one. Notinfrequently they turn to the psychoanalyst to explain 
and alleviate their unhappiness. Jung is probably right in holding that some neurotic 
subjects seeking help are really groping for some system 0/ religious belief which will provide 
them with a source of strength and render their lives meaningful. These probably include 
the individuals whose problems were in former times dealt with by the priest, the confessor 
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or t}i«; of tlic family; the hesitant, the giiilt-riddcn, live excessively timid, those lacking 
elraf coiivictionti \vit!i which to face life, rsyclioanalysis, in explaining religion, art, politics, 
r.i'H'i.d phenomena, lilcratnrc, sport, as well as mental illness, as forms of sublimation of the 
conhictn generated during the period of infantile .attachment to the parents, does, in fact, 
'•eem CO ptovide an all-embracing explanation for human aspirations and activities. It may 
;tehieve for some of these patients what religious conversion will do for others. 

\\’e must give what help wo can to the patient with a neurosis; this will, in the present 
f.i.ite ttf our knowledge, often take the form of psychotherapy aided by treatment with drugs 
and, in fiatients with circumscribed jdiobias or deviant sexual tendencies, behaviour therapy. 
An Marks and (Iclder (1966/;) have pointed out, there is a good deal of common ground 
iH'twccn these two forms of treatment and in practice they may complement each other. 
Abrcactivc techniques have a valuable role in treating certain types of neurotic patient (see 
p t h i). 'I’hc aid of relatives and friends in the rehabilitation of a patient and the reordering of 
his life should always, where possible, be enlisted. But it cannot be claimed that we know 
how to cure neurotics; no specific treatment is Imown and certainly no psychological 
treatment that can claim successes as striking as those achieved in depressive illness with the 
aid of anti-depressive drugs or electroconvulsive treatment. 


SPECIAL TECHNIQUES IN PSYCHOLOGICAL TREATMENT 

Hypnosis 

Suggestion plays some part in many forms of medical treatment and the ‘placebo 
rc.siionscs’ of which so much has been written in recent years are attributed to its potency- 
In the formal technique of hypnosis the efficacy of suggestion is exploited for the reiie 
of svmntoms. The popularity of hypnosis has been subject to marked fluctuations bu 
has finally settled into a modest position in the armamentarium of psychiatric therap ^ 
I-ivimosis is useful only as an adjunct to other forms of treatment and should nevor 

undertaken without careful preliminary psychiatric exploration. It is wholly contramic 
in psychotic patients and in most subjects with prominent hysterical traits in thej P 
.^nnalftv It has however, a limited value in eliminating hysterical symptoins that 
survived long after the traumatic experiences and conflicts that initiated them have pas ■ 
Imong tlm mo favourable cases are those in whom conversion symptoms such asj 
paralyfis or amnesia arising in a state of severe anxiety (the ^^uuptoms ^ h 

Lllcd ‘fright neurosis’) continue unchanged when the emotional disturbance has « ^ 

Hypnosis may also prove effective in patients with 

hvpochondriacal symptoms, and particularly those that initially arose in a setting 
onSptv In more generalized phobic anxieties the benefits of hypnosis are prone to p 
evanesceL. In some stages of the management of chronic psychosomatic J of 

asthma, migraine and spastic colon, hypnosis may prove of value but ,vith 

a high order is needed and, in the presence of disabling physical illness, coll 

^ " giving the patient a staple, nt^et-rf-fact ^P^^^ahon ^ 

the objectives of hypnotic treatment and the procedures Aat tyill be foltowed. The 
1 be friendly and sympathetic and aimed at securing his co-operation. 

nH undesirable to i^oduce a note of mystery or drama into proceedii^g 
^ w^hiatrist should take care to avoid suggestions that he is in a g jg followed 

doSfnce over the patient. In the induction of hypnosis a variety of procedures 
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but they are all based on the same principle. The patient reclines in a comfortable position 
on a couch in a quiet room in which the lights have been dimmed. He is asked to place him- 
self in a position of comfort and relaxation. When he appears quiet and composed, he is 
invited to fix his gaze on the tip of a pencil or on a coin held just above the eyes while the 
physician tells him in a quiet, steady tone of voice that his limbs are relaxing more and 
more, his eyelids are feeling heavier and closing slowly and that he is growing more and 
more fatigued and drowsy. The suggestions are repeated until voluntary movement grad- 
ually wanes, the eyelids droop, the patient adopts a relaxed and immobile posture and 
breathing becomes deep and regular. At this point he is told that he will be asleep before the 
physician has counted up to ten and the counting then begins. Throughout the procedure, 
the precise suggestions made to the patient are varied according to the reactions towards 
relaxation and drowsiness observed by the physician. When the hypnotic state is established, 
suggestions can be made to eliminate hysterical or phobic symptoms. Feelings of tightness 
in the chest or the head may be countered by suggestions that breathing is proceeding with 
greater ease or comfort and that tension in the head has subsided. When the physician wishes 
to terminate a hypnotic session he gives warning that he will count backwards from ten to 
one and that at the end of the count, the patient will feel fully a^vake, alert and well. The 
count-down is then proceeded with. 

At a later stage, when the procedure for inducing the hypnotic state is well-established 
suggestions can be made that the symptoms will be relieved and appear with less frequency 
between sessions of treatment. Although the physician must avoid extravagant or histrionic 
display and maintain a composed and serene demeanour he should have complete con- 
fidence in his ability to induce a hypnotic state. However, even the most experienced 
practitioners may require a number of sessions to induce a satisfactory degree of hypnosis 
in some patients. 


Abreaction 

The hypnotic session can be utilized to revive and bring into consciousness forgotten 
and other traumatic experiences, a process that is often associated with the discharge of 
pent-up emotion. The catharsis thus induced may result in emotional relief after the 
end of the abreactive session, although only in cases in which the trauma has been a rela- 
tively recent, specific one is the benefit likely to beof a lasting nature. Abreaction promoted 
under hypnosis was utilized by Breuer and Freud in the early days of psychoanalysis and 
was at first regarded as the specific curative mechanism in the treatment of hysteria. It 
w'as later abandoned but rediscovered during the Second World War (Sargant and Slater, 
1940; Grinker and Spiegel, 1945; Sargant and Shorvon, 1945). The most commonly used 
abreactive agent is a 2J per cent, solution of sodium thiopentone which is injected slowly 
at the rate of about i ml. per minute. When deep and regular respiration is established and 
before consciousness is lost, the patient is encouraged to recall and re-enact the experiences 
that were associated with the onset of symptoms. When traumatic experiences are recounted 
it is desirable that the therapist should encourage a free expression of emotion, and some 
workers claim that this emotional catharsis is essential for the success of the treatment. 
However, patients with anxiety states of recent onset given a course of thiopentone injec- 
tions often abreact little or not at all, yet derive benefit. 

In patients who are markedly inhibited, obsessional and tongue-tied and in whom there 
is reason to believe that some recent traumatic experience has been ‘lost’ or ‘buried’, it has 
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lirrii fdiuui (San^ant aiul Slater, 1963) to combine a 2I per cent, solution of sodium 
riuopnUftnr with Methedrinc in a close of 10 mg. which can subsequently be increased to 
qa mg. to 50 mg. if required. 'Fho injection is given at the same rate as intravenous barbi- 
tur.ue. Mo.it patients arc thus induced to talk in a fluent, rapid manner. Recent traumatic 
rxpet'ieut:e:; are often vividly re-enacted to the accompaniment of intense emotion and 
r\(itrmenl. Selection for this form of abreaction should be undertaken W'ith great care; there 
if. considerable hazard of addiction in highly unstable and psychopathic subjects, 

hther administered through an open mask has been used with soldiers to induce an 
excitatory abreaction. 'J’he expression of emotion is generally of a more violent nature, the 
patient l.H'Comes intensely excited, reaching a climax of terror in which he may scream, 
;,ht»ut aiul become angry or aggressive. The climax of excitement is followed by sudden 
<piiescence atid cessation of effort in which the patient is unresponsive. This crescendo of 
excitement followed by collapse is considered to have therapeutic value and some workers 
rc<mrd the content of the memories abreacted as being of no material importance. Accord- 
inidy the therapist attempts to stimulate the patient’s excited and aggressive behaviour 
aiuVrocordings of the noise of battle may be utilized to lend a quality of verisimilitude to 
(he patient’s recovered memories. The procedure may be repeated on a number of occasions 
tnilil a feeling of relaxation and well-being has been induced. It is not without risk and 
should not be employed on other than young subjects of robust physique in whom evidence 
i)f physical disability or disease has been rigorously excluded. Ether abreaction proved a 
useful first aid measure in cases fresh from the battlefield but there is little evidence that it 
has a place of value in peace-time psychiatric practice. 


Group Therapy 

During recent years, this form of treatment has attracted growing attention, because 
of the possibilities it offers for providing some help to a relatively large mmher of • 
It is often useful in some cases inaccessible to individual psychotherapy, and its possibilities 
in the treatment of individuals whose disability is predominantly a failure of social adjus - 
ment have been explored in units devoted to the treatment of severely handicapped ps}- 
chopathic and neurotic patients. The best known of these units was run by ° . 

Tones 10=52) on ‘therapeutic community’ lines for patients who had severe difficume 
their interpersonal relationships and had in a majority of cases had a highly ^istu 
background and a long history of social maladjustment. Treatment at this unit was 
Lctfd exclusively in groups on the assunoption that through the soca pressurB ^ 
by the patients on each other in a democratic and permissive community, 
could become gradually more adapted to reality. The same h^chniques cortries 

the nrogrammes of treatment organized for criminal psychopaths m some co 
f Stfirup 1952) and in some residential establishments for young delinquents. Some v 
havcTo Reported encouraging results ,vith group treatment in chronic^^^^^^^^^^ 
(Walton, 1961). Others have applied the technique to groups of patien j „ ,o 

disability in common such as chronic schizophrenia, anxiety neurosis, drug addict 
fhc famaies of patients with psychiatric disorder. A monograph has been j, 

theory and practice of group therapy by Foulkes and Anthony (1957) w ose 

'’''’The"jlmpte; type of treatment takes the form of explanatory lecturer Irt wWa 
aetioloCT “d mlclSusm of symptoms is described. This helps to banish the morbid 
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erroneous ideas which neurotics often accumulate about their illness, and to instil some 
degree of insight. Moreover, to the socially isolated and friendless individual, preoccupied 
with his complaints, it is instructive to compare his own predicament with that of other 
individuals afflicted in a similar manner whether they are more or less successful in grappling 
with their disability. By means of these and other interactions he is encouraged to draw upon 
the experience and example of a group as well as to contribute to it. 

Some group treatments aim at a more systematic approach to the problems of the 
individual members. Members of the group are carefully selected and comprise from eight 
to ten patients meeting for a session of half an hour to one-and-a-half hours each week. The 
choice of topic is left to the patients, and discussion of private and emotionally significant 
subjects is encouraged. The therapist remains as far as possible in the background inter- 
vening only to guide and interpret the discussion at suitable points. His role is always 
important because it is his conduct of the meetings that determines whether the pattern of 
interaction between the members and their influence upon each other will prove enlighten- 
ing and constructive or otherwise. The technique of group treatment has been considerably 
influenced by the views of Slavson (1950), who originally introduced group therapy for 
problem children. He stressed the importance of a permissive atmosphere, in which the 
child’s aggressiveness and anti-social behaviour is tolerated. Through the affection and 
acceptance of the therapist, the child can be gradually guided to a less egocentric and more 
socially acceptable pattern of conduct. 

In psycho-drama, the patient presents dramatized episodes from his life, with the aid of 
a cast which he selects from among the other patients and nurses. In attempting to bring 
his characters to life, he has in some measure to identify himself with them. As a result he 
may begin to see them and himself in a more objective and tolerant light. His insight may 
be further deepened in the discussion which follows the play, and in which the patients 
take part freely. At the end, the doctor sums up and emphasizes the points that are of 
crucial importance m relation to the patient’s own problem, as well as those that are of 
general sigiuficance for the group that forms the audience (Jones, 1952). 

A combination of group and individual forms of treatment is used at the Institution 
for Criminal Psychopaths, at Herstedvester in Denmark, where under the directorship of 
an attempt is being made to re-somlize criminal offenders. Under Section XVH 
of the Danish Criminal Law, patients suffering from mental disorder other than insanity 
or mental defect, may be sent to the Psychopathic Prison on an indeterminate sentence. 
Release can be sanctioned only by the court which convicted the prisoner, and this is 
usually done on the recommendation of the medical superintendent (Taylor, 1949). Some 
of the patients suffer from hfe-Iong anomalies of behaviour that have brought them into 
conflict with society since adolescence or childhood; they are, in other words, severely 
disturbed psychopaths. Among them are sex perverts, drifters, ‘epileptoids’, but also epileptics 
with psychopathic trends and cases of psychopathy follow'ing cerebral injury and other 
organic diseases of the brain. 

The institution resembles a hospital rather than a prison in its structure and has ample 
faciltlies for occupation directed tow'ards sodal resettlement of the inmates. WTiile no one 
IS compelled to work, luxuries such as cigarettes and newspapers can be purchased only 
with money earned by voluntary labour. Therch aUvely social life, \vith facilities for sports, 
games and entertainments, but also opportunities for further education. The ability to make 
a suitable adjustment to work and social life in the institution is one of the criteria deter- 
mining fitness for discharge. 
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V»hr(j admitted, tlie patient is ovcr-optimislic, but, when, after a few m 
tu t r;dtiic that he .a separated from society for an indefinite period, he giv 
orapmr. I Im r.tu.ne is used to help and encourage him to overcome his problems T 
m eharne of (he patient now spends long sessions with him, attempting to dc 
maight ami put him on the road to a new adjustment. In favourable cases there 
m which the patient sliows evidence that he is capable of a co 
and eoivstritetivc life in the society that had judged him unfit for liberty. All the in 
atotmd him— orderlies, his family, fcliow-dciainees, as well as the physician— co 
in rcmmdding the patient’s attitude. Treatment by the doctor alone is, acco 
Sttintp, futile. 'I’hc regulations of the Institution are based on the assumption 
p.aSicnt is to a large extent responsible for his behaviour. Only great emotional 
accqUcd as .-m extenuating factor diminishing responsibility for anti-social condi 
patient is helped to tidjust to laws which, while resembling inmost respects those o 
in the outside world arc, in some ways, more logical and just. 

Siiirup (1952) has pointed out that difficult problems arise in the doctor 
rclationsliip because this is over-shadowed to a much greater extent than usual 
responsibility of the physieian to society. Yet some 50 per cent, of the patients admitt 
liccn successfully rehabilitated. Patients are discharged on parole and carefully folio 
by welfare workers, who make every attempt to help them to hold down a job ai 
they can earn their own living. The Herstedvester experiment will doubtless b 
detailed study in coming years. The experience gained there has paved the way 
establishment of similar institutions such as Grendon Underwood in England. 


Behaviour Therapy 

Tiic past decade has seen the development of a variety of treatments derivec 
learning theory. The various methods have been subsumed under the heading of ‘bel 
therapy' which owes its inspiration to workers such as Pavlov, Hull, Skinner and IV 
who have applied theories of learning to abnormal human behaviour. An early appli 
of learning theory to psychotherapy was undertaken by Jones (1924) who treated £ 
with a severe phobic aversion to animals, fur objects and similar articles. The chil 
dcconditioned by feeding him in the presence of a rabbit in a cage which was in 
placed at some distance from the child and then gradually brought nearer. The e: 
application of learning theory to the treatment of neurotic subjects on a large seal 
first undertaken by Wolpe (1954, 1958). He has given a full account of his techniqi 
treatment in a number of papers. Eysenck and his co-workers (Eysenck, 1960^; Eysenc 
Rachman, 1965^2) have developed a general theory of neurosis in terms of theories of lea 
and have related the concepts of neuroticism and extraversion/introversion to these the 
The exponents of behaviour therapy postulate that, although the peu rotic patient 
be genetically predisposed to develop a neurotic illness, his neurotm s3Tnptoms are le 
‘n eurotic sy mptoms are le arned patterns o f behaviour wh ich for^so me reas on of ahotlie 
unadaptive^~(Eysenck, 1960a). Anxiety is ‘usually the central constituent of th is behav 
Ti^gTnvariably present in t he causal situat ion’ (Wolpe, 1961). Phobias may, for exaii 
be regarded as conditioned fear reactions. It will follow that the laws of learning £2 
applied to such Vdiaviour. Learning theory not only explains how new patterns of beha\ 
'are acquired but also ^bw they may be unlearned or eliminated by a process of extinc 
or by inhibition. Accordingly, neurotic behaviour may be unlearnt by using metl 
embodying these processes. 
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Once having developed an anxious or neurotic response to a particular situation the' 
affected individual tends to avoid exposure to this situation. This serves to peipetuate the 
neurotic disability. For conditioned anxiety reactions can only be extinguished by repeatea 
failure to reinforce them so that extinction cannot occur so long as the patient avoids the 
noxious circumstances. Moreover, as the patient responds to the anxiety-provoking situa- 
tion by withdrawing from it, avoidance behaviour tends to become reinforced since this 
leads to a reduction in anxiety (Rachman and Costello, 1961). This is what Eysenck (19606) 
refers to as ‘the vicious circle which protects the conditioned fear respons^from extinction’. 
However, neurotic behaviour may, under some circumstances, result ‘not only fro m the 
learning of an unadaptive response, but from the failiye to learn an adaptive, response’ 
(Eysenck 1960a). Enuresis is an example of this. 

The treatment that occupies a central place in Wolpe’s techniques is ‘reciprocal inhibi;^ 
tion’ which has been described by him in the following terms : ‘If a response antagonistic 
to anxiety can be made to occur in the presence of anxiety-provoking stimuli so that it is 
accompanied by a complete or partial suppression of the anxiety responses, the bond 
between these stimuli and the anxiety responses will be weakened’ (Wolpe, 1958). To 
inhibit and extinguish anxiety Wolpe makes use of three types of response which are 
antagonistic to it. These are assertive or approach responses, relaxation responses, sexual 
responses and other ‘pleasant’ responses in thrlifesitualion. ' *' 

In the 'reciprocal inhibition’ technique employed by Wolpe the first step is to construct 
an anxiety hierarchy derived from the clinical history, information obtained at interview and 
psychological test responses. The hierarchy consists of a Ust of stimuli ranked in order of 
their potency in provoking anxiety in the patient; these can subsequently be confronted in 
imagination by the patient as graded stimuli. The patient is given training in deep muscle 
reIa.\ation often using hypnosis (Jacobson, 1938), and treatment commences by his being 
asked to imagine a situation which ranks at the bottom of the anxiety hierarchy while he is 
completely relaxed. If relaxation is undisturbed this is followed by imagining the next 
item on the list and so on. Treatment proceeds until the first situation in the hierarchy can 
be presented without disturbing the relaxed state. 

The advantages claimed for this technique are that the prime aim of the treatment can 
be clearly stated in every case, it can be carried out before an unconcealed audience, it does 
not entail collecting a large number of anxiety-producing objects, the therapists can be 
interchanged if desired, the method is relatively brief, demanding an average of thirty- 
sessions, and lastly it is more efficacious than other methods of psychotherapy. Wolpe 
(ig6i) has claimed that in a series of 210 patients treated, 89 per cent, showed marked 
improvement. Unfortunately, these were a selected group ; some being rejected from the 
series even after treatment had been started, and controls were not used. 

Other techniques that have been used by behaviour therapists have included aversive 
conditioning using chemical or electrical methods (Blakemore et al., 19630), extinction 
based on negative practice (Jones, i960) and avoidance learning (Lovibond, 1963). 

Reciprocal inhibition has been mainly employed for the treatment of anxiety-driven 
avoidance responses such as phobic states or obsessional disorders. In the case of maladap- 
tive approach responses, such as alcoholic addiction or deviant sexual behaviour, an aversive 
deconditioning technique has usually been employed, consisting of repeated association of 
the habit or substance in question with some unpleasant stimulus. The usual technique in 
alcoholics on whom it has been used for some three decades, has been to give a succession 
of 9-12 treatments in which the sight, smell and taste of alcohol has been associated with 



CfJNICAL I’SVCIIIATRY 


Hh* ori;.rt !i;itiric;t induced by drug's such as aponiorphinc or emetine (sec p. 400). 1 
if urn ot frc.uincnt lia;: fallen out of favour for a variety of reasons. It was unpleasant ■ 
afduffU'j afu! the results obtained were equivocal. In addition, the technique employed 
some ehnu-ians has been critieixed on theoretical grounds by some workers (Eysenck i 
Hachman, 1965^/). hlorc recently aversive tcclmiqucs have been applied to thetreatmem 
sexual ilinordem. and electrical stimuli arc increasingly replacing drugs. However, Raymc 
((f)5t0 sueecssfully treated a man with a fetish for handbags and perambulators wh 
eondition had resisted psychoanalytic therapy. The treatment consisted of exhibiting tol 
patient a eollcetion of handbags and perambulators immediately before the onset of nans 
provoked by apomorpliinc. I’he programme of deconditioning was arduous, consisting 
hfftirly sessions day and night for a week followed by further sessions 8 days and 6 moni 
later. 'J'his patient is said to have shown marked improvement in his social and occupatioi 
:id)ustmenl in addition to elimination of the fetish. 


'I'lie cdicacy of 'iiiassrd practice' is attributed to the fact that the evocation of any respon 
tends to generate reactive inhibition which dissipates with time. If, however, the patient 
encouraged voluntarily to jjcrform the behaviour pattern in question in rapid successii 
for a period of time, reactive inhibition builds up and extinction of the undesired behavioi 
is promoted. Applying these principles in the treatment of tics, Yates (1958) showed th 
the optimal technique was massed practice of the tics followed by prolonged rest to perm 
the dissipation of reactive inhibition. The results were in accord with experimental finding 
and theoretical expectations. 


The introduction of behaviour therapy has been valuable in certain ways. It has 
rationale that is firmly based on the results of experimental psychology and it leads t 
deductions that may be tested by experimental methods. It has, therefore, stimulated 
renewed interest in psychological methods of treatment and assessment of results b 


objective and controlled investigations. 

However, the value of the treatment and the validity of the theory of neurosis Iron 
which it derives must be judged by the successes achieved. If the sy mptoms reflect faulf 
lea rning anc L constitu te the w hnle of tfm neurosis, it should be possi ble to ac hiey.e-lastinj 
cures by unlearning the symptoms; that is by extinguishing maladaptive^ conditionec 
reflexes. In seeking answers to these~qu^fions one meets the difficulty that many of th< 
enquiries reported by behaviour therapists have been uncontrolled and are therefore of littk 
scientific value. The results of some more objective recent enquiries (Meyer and Gelder, 
1963; Marks and Gelder, 1965) suggest that in isolated animal and other object phobias 
treatment is often successful although relapses occur in some cases within a relatively short 
time. In the milder forms of agoraphobia treated in out-patients, behaviour therapy induced 
more symptomatic improvement than individual or group psychotherapy given to matched 
controls (Gelder, Marks, Sakinofsky, and Wolff, 1964). Ashem (1963) and Clark (1963-^) also 
describe the successful treatment of monosymptomatic phobias, which Freeman an 
Kendrick (i960) had previously shown to be particularly suitable for reciprocal inhibition 
treatment. The results recorded in isolated cases of patients with circumscribed disabilities 
of a fetishistic or fetishist-transvestite kind combined are likewise promising. However, tie 
value of behaviour therapy in patients suffering from more widespread and pervasne 

neurotic disorders is far from being established. , j (rn 60 

Despite long and arduous treatment averaging 4-5 months Marks and Gelder ( y J 
found that patientswith thesevere and extensive situational anxieties found in phobic anxie^ - 
depersonalization or agoraphobic cases showed an improvement rate of 55-60 per ce 
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at the end of treatment. This n-as better than the result in controls but the difference 
was related to more frequent and longer treatment. At the end of the year patients on 
beha\*iour therapy were not significantly better than controls, and the majority of patients 
showed considerable residual disability. In a prospective controlled trial of behaviour 
therapy in 20 patients with severe agoraphobia (Gelder and Marks, 1966), the results were 
found to differ little from those achieved with brief re-educative psychotherapy. Seven out of 
ten patients had improved symptomatically in each group at the end of treatment. Although 
phobic patients had shown more improvement in their ability to \\ork at the termination 
of treatment, this advantage was lost at follow-up. As Cooper (1963) points out, in addition 
to the behaviour therapy other factors, including the emotional inter-relationship between 
therapist and patient, probably influence the results. Other therapists (Meyer and Gelder, 
1963) have also commented on the marked dependence on therapists that is prone to develop 
in the course of treatment. 

Further, in addition to the phobic symptoms, patients of the agoraphobic kind commonly 
have a rich sjmptomatology which often includes derealization, panic attacks, sjTicope, 
temporal lobe features, depressive and hj'pochondriacal symptoms, and the development of 
all these features, following stresses, which are in some instances trivial, is difficult to 
explain in terms of learning theory alone. Although the \'alue of behaviour therapy seems 
fairly well established in patients with neurotic and other disabilities of a verj' circumscribed 
nature, when it comes to the more diffuse disabilities that are far more common in evcrj’day 
psychiatric practice the verdict of ‘not proven’ returned by Cooper (1963) appears Justified. 
However, behaviour therapy and learning theory have not only fostered more rigorous 
methodologj' in the treatment of neuroses and deviations and in the assessment of results 
of such treatment but have shed valuable light on psychopathological problems. There is a 
certain parallelism in the results achieved in relation to phobic symptoms on the one hand 
and sexual deviations on the other. Behaviour therapy succeeds in monosjTnptomatic 
phobias and cases of fetishism or fetishistic transvestism. This appears somewhat para- 
doxical in that symptoms generally arise early in life in the former whereas in the latter 
disordered behaviour does not appear until adolescence or much later in adult life. It is not 
the duration of symptoms but the extent to which pereonality functioning as a whole is 
affected that may decide the outcome. Although the effects of behaviour therapy show a 
remarkable specificity both in relation to phobic states and sexual deviations (impotence for 
example rarely complicates aversion treatment), symptomatic improvement is often 
followed by general improvement in social adaptation. In a recent study of faradic aversion 
treatment in five fetishistic and transvestite subjects with well-adjusted personalities, 
sexually deviant desires and practices were extinguished in all cases. On careful evaluation 
of the patients’ attitudes and measurements the penis transducer provided objective con- 
firmation that the changes in attitude and behaviour were real. A surprising finding Nras the 
disappearance of associated masochistic behaviour in one subject and of tendencies towards 
trans-sexualism in another, as the fetishist symptoms were e.xtinguished. These obsemtions 
suggest that fetishist and transvestite de\’iations may be the primary components of some 
more complex forms of sexual maladjustment and that the treatment of the cross-dressing 
child or adolescent may prove the most useful approach to-vrards the intractable problem of 
trans-sexualism. However, such hopes probably go beyond the promise of existing observa- 
tions. The most encouraging results have been achieved with disorders that can be regarded 
as relatively simple learned responses, and even in these the results of long-term follow im 
studies are awaited. 



CHAPTER IV 


AFFECTIVE DISORDERS 

{Mantc-tU'prossivr. Psyr hoses and Conslitution, Involutional Melancholia) 

DEFINITION 

I HE tcriti aHcclivc disorclcfvs is used for a group of mental diseases with a prirr 
distiit Ikiucc of afTcct from wliiclt all the other symptoms seem more or less directly derr 
I he nflect is of a sj)ecial kind, vaiying between the poles of cheerfulness and sadi 
'riiis is clearly expressed in Kraepelin’s term ‘manic-depressive insanity’. Affective ( 
Hirbanccs can be found in nearly all psychoses, but mainly as secondary alteratio 
and tlicsc disorders arc not thereby qualified for inclusion in the affective group of mei 
diseases. Anxiety and irritability may, however, play an important part in some cases 
afFeclivc disorder. The illness has a second characteristic: periodicity. In typical ca 
elevation or depression of mood alternate with free intervals in which there is a compl 
return to the normal. In fact, the capacity for recovery from the single attack withi 
impairment of mental integrity is the third characteristic of the illness. 

Around the nucleus of the periodic manic-depressive illness, first described by Fal 
(185.}, 1S64) and Baillarger (1853/4) under the name of ‘folie circulaire\ other French ps 
chiatrists grouped many variants of periodic disorders containing depressive or mai 
phases only, with longer or shorter lucid intervals, and gave each variant its special nan 
It was Kraepclin who saw that the different forms belong to one nosological entity; 
included isolated attacks of mania and depression, and, after some hesitation, also f 
depressions of later life (involutional melancholia) into his manic-depressive insanit 
After the concept was established, hordeiline states were described with mild or attenuat< 
forms of the principal symptoms : the depressive, hypomanic and cyclothymic constitution 
lately summed up under the term cycloid or cyclothymic temperaments. Although the 
may exist independently, they often constitute soil on which the severer disorders grow. 

Far commoner than the attenuated forms of manic-depressive psychosis are the neuroti 
depressions which figure so prominently in contemporary clinical practice. The immediat 
response these conditions make to modern antidepressive remedies is similar to that see 
in endogenous depression. This may suggest that they have some inherent metabolic 0 
endogenous basis and lead to classification of such conditions with the manic-depressiv 
psychoses. Yet their long-term response to treatment differs markedly from that of endo 
genous depressions proper and so does their clinical profile. It is probable that the concep 
of manic-depressive psychosis has become unnecessarily blurred in recent years in clinica 
practice and the time has come to redefine it with the aid of systematic clinical and moderr 
statistical techniques. Clinical, genetic and prognostic criteria ought to be applied afresh tc 
psychiatriedisordersin w'hich depressive symptoms figureprominently. Recent studies suggcs 

(Kiloh and Garside, 1963; Carney et al, 1965; Angst and Perris, 1967) that there ma> 
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be qualitative as ^Yell as quantitative distinctions to be made among the depressive disorders . 
The next few years should see more studies along such lines. These should ultimately enable 
us to define the lines of demarcation between conditions such as manic-depressive psychosis, 
involutional melancholia and neurotic and reactive depressions with greater precision. 

INCIDENCE 

Estimations of the incidence of mental illnesses have been made from samples of the 
general population in Germany, Switzerland and, very extensively, in Scandinavia. The 
prevalence of affective disorders is not a very meaningful concept since only a small propor- 
tion of persons, who at some time in their lives have an affective illness, will be found 
suffering from it at the time of investigation. It is accordingly customary to consider the 
expectation of illness, which is equivalent to the risk of having such an illness at some time 
in one’s life, given survival to an advanced age. The following estimates may be quoted: 


Expectation of manic-depressive illness 

as percentage in 
IVI^es Females 

Date 

Region I 

Author i 

1938 

(pooled) 

Slater 

0-36 

04 

1946 1 

Norway | 

0degaard , 

0*6 , 

0-8 

1951 

Denmark 

Frenuning 

1-02 

2-2 

1954 1 

Sweden 

Larsson and Sjdgren 

0-9 1 

1'2 

1959 1 

U.K. 1 

Norris 1 

0-8 1 

14 

1964 1 

Iceland 

1 

Helgason I 

1>8 

1 

2-5 


The amount of variation from country to country is not very great, and is probably 
not significant. Nevertheless, it is probable that there are differences between populations 
which may depend on differences in physical environment, culture, race, etc., i.e. may be due 
to environmental or genetic factors. In his study of an isolated Swedish population living 
north of the Arctic Circle, Book (1953a) found a virtual absence of affective disorder, 
though schizophrenia was about three times as common as in other places; there is some 
evidence that affective illness is commoner in people of Jewish stock than in Gentile families 
living alongside them (Weinberg and Lobstein, 1936); and in their study of an American 
religious endogamous sect, the Hutterites, Eaton and Weil (1955) found schizophrenic 
illness rare, depressive illnesses common. There is also some evidence that affective disorder 
is more frequent in the upper social strata than in the general population. In a recent enquiry 
into the epidemiology of mental disorders in Iceland (Helgason, 1964) the highest morbid 
risk for manic-depressive psychosis was found in the first of the three social classes into 
^\hich the population was subdivided. The discrepancy was greatest in men (3*36 + o-85 
in Class I, as against i *99 ±0-53 in Class III). 

A suggestive feature of the figures given in the table is the tendency to find larger 
estimates in recent years. This is perhaps most plausibly explained as e\'idence of greater 
willingness on the part of the patient to seek admission to hospital for a depressive illness, 
and, perhaps, a greater hope of receiving benefit from doing so. Furthermore, with the 
increasing readiness of hospitals to admit patients with neurotic syndromes, the possibility 
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that neurotic dcjircssivc reactions may come to be included under manic-dcpressii 
r.tAtc.i, 1 hiA may help lo explain the fact that, from the figures provided by the Registn 
f irueral for the year ii/io, such high values arc derived: an expectation for males of 2.4 pi 
( ( lit., and for lem.dcs ofj -p percent, of nclinhsinn to hospital fora manic-depressive reactio 
during a lifc-r.pan of 75 years. 

'I'hr greater frequency of admission affects not only manic-depressive but all forms c 
mrfita! disorder. In the Registrar General’s tabulation for the years 1952 to i960 the follow 
ing percentage increases arc found: 


Per cent, increase from 1952-1960 in rate of 
first admissions 

Males 

Females 

Manic-depressive reaction 

79 

98 

Schhophrenia 

an 

23 

Senile and proscnilc psychoses 


34 

Psvciioncuroscs 


54 

Disorders of character, behaviour and intelligence 

H 

80 


’fhe distribution of onset of manic-depressive reaction by age is a matter of considerable 
interest, and is shown in the following table and in Fig. 2. In both sexes the peak is found 
in the 55-65 age group ; but age of onset tends to be lower in the female and the means of the 
two distributions arc for males 53*2 and for females 50-6 years. The table also shows the 
shift in sex ratio which occurs with age. In earlier ages the risk is almost twice as great in 
females as in males, but parity is achieved by old age. 


FIRST ADMISSION RATES FOR MANIC-DEPRESSIVE 
REACTION FOR 1960 


Age 

from 

First admissions 
rates per million 

M/F 

ratio* 

Per cent, of risk 
to 75 survived 


Males 

Females 

■■ 

Males 

Females 


3 

3 

M 



15- 

71 

138 


0 



177 

350 


2 

2 

25- 

273 

593 

0-53 

5 

6 

35- 

399 

741 

0-57 

16 

^ 21 

45- 

456 . 

771 

0-66 

33 


55- 

646 

825 

0-82 

52 


65- 

529 

756 

0-76 

78 

81 

754- 

268 

299 

0-92 

100 



* based on average of years 1952-1960. 
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Fio s F''‘<»toissioni formanic-depressive reaction, iDjj., 560 


BASIC PERSONALITY 

Something is knotvn about conditions which may be contributory aetioloeical fee 
First among these are particular mental and physical features present before rife m ” 
m the free intervals. In a carefully studied group of 100 manic.dpnrfacic- and 

found that more than three-quarters had previously shown a cyclM 

Although this type of personality IS not a j/w won for the " 

the affinity j. 1 

especially • . ■ , ■ 

Kretsc 

groups : (i) the sociable, good-hearted, kind, and easy-gouiB; (ii) the elated ‘"to three 

of . ■ ^ ■ 

who „“ever beci;me p^rcho*: ■" oven thos; 

'basic states' from 



CI.INICAL PSYCHIATIiy 

Irvd pl.ii,, Tl,f l,I.le shows ll.c proporlions in which types of constitution are se 

h) liillcrcnl t3'pc^i of ps3'chosis. 

lU'>I/A'f’IONSinP BJH’WEEN PERSONALITY AND PSYCHOSIS 

{frovi Kracpditi) 


Persouality 


rc;!r>ivc 

onmiiic 

uhle 

lothvinic 


Depressive 

/o 


Psychosis 

Manic 

/o 

1 

Manic-depi 

% 

8 

27 

23 

41 

24 

30 

11 

53 


I lie table shows that the depressive psychosis is commoner than the manic in all t 
insiimtion, even in the hypomanic type. 


PHYSICAL CONSTITUTION 


['lie pyknic bodily build, described by Kretschmer and associated With the eye 
ici amcnt and with affective psychoses, is seen in its most characteristic form in mid 
men. Large visceral cavities (thoracic, abdominal, and cranial), a tendency to fa 
riink, especially, in its lower part, slightly built shoulder-girdle, and slender extrem 
ring to small hands and feet are the main characteristics. A stocky build, abroad : 
'eaturcs of which are not sharp or prominent but rounded like the face, a short 
;ivc neck, and a fat and rotund abdomen complete a characteristic picture. M 
r more detailed characters may be used for the diagnosis of the pyknic type in yoi 
lie and in females, who are less characteristic. Anthropological measurements and 
i have been used but have proved to be of comparatively little additional value, beca 
efully chosen index of measurements, as applied by Linford Rees and Eysenck (19^ 
dates highly, as the authors have shown, with the clinical diagnosis of the bodily com 
n. The percentage of pyknics found by Kretschmer among manic-depressive patie 
dso been reached by some of his followers; others have reported much less strife 
es. The large amount of work done on this subject in many countries has confirm 
the pyknic habitus is more frequent in patients suffering from affective disordt 


in the average population. 

''he pyknic habitus corresponds to Sigaud’s typus digestivus and to the arthritic habit 
•ench medicine. Arthritics are predisposed to gout, diabetes mellitus, rheumatism, ai 
iosclerosis, but seem to be less liable to tuberculosis than the average. A positive cc 
:on between gout and affective psychoses has been established, and a large percentage 
ally healtliy patients with diabetes mellitus have been found to be of pyknic constit 


(Lange, 1928). 

heldon has developed the idea of correlating physique and mental features 
, using more exact methods of measurements and up-to-date statistical metho s^- 
•ibed in the preceding chapter. His aim was not to construct a pure or ideal ^ 
velop a scheme of dimensions in which every person could be placed along eac 


PLATE II 

Above: average Dhvsiaiie 044). aee 19 Below extreme in endomorohy (632). aee 21 






- <s 




PLATE IV 


Extreme in ectomorphy ({126}), age I7, and the same individual aged 5 years 




PLATE V 

Above; extreme in endomorphy (6i3U), age 19 Below; extreme in mesomorphy (452|), age 19 



PLATE VI 

Extreme in eclomorphy (32j5J). age 18 

The photographs for Plates /l~ VI were kindly supplied by 
Professor J M Tanner, Institute of Child Health, London. 
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the three accepted axes. A formula of three numerals could be found to express the strength 
of the primary components of physique. Sheldon’s ‘somato-types’; endomorphy (‘massive 
digestive viscera’), mesomorphy (‘bone, muscle and connective tissue predominating’) and 
ectomorphy (‘fragility, linearity and delicacy throughout the body’) have obvious relations 
to Kretschmer’s pyknic, athletic and leptosomatic types, but he also describes the average 
individual as showing almost an even balance among the three primary components. In his 
ork on temperament he proceeds on similar lines, again starting from normal male material. 
Kretschmer’s manic-depressive pyknics are, according to Sheldon, fat mesomorphs or a 
mixture of endomorphy and mesomorphy, the latter predominant. The cyclic temperament 
is supposed to be a similar mixture with a considerable contribution from Sheldon’s third 
temperamental component. The validity of Sheldon’s hypothesis that the three components 
of physique are derived from the three primary germinal layers and are the origin of three 
independent types of physique has been called in question by recent investigators. A fac- 
torial analysis by Howells (1952) suggests that ectomorphy and endomorphy are not indepen- 
dent factors but opposite poles of a single continuum. A similar conclusion was reached bv 
Ekman (1951) vho suggests that two rather than three components are required to account 
for Sheldon’s data. Sheldon’s conclusions have also been called into question on statistical 
grounds (Lubin, 1950). Further work on somatotypmg continues, however, and Tanner 
see Plates II-VI) has produced interesting data including long-term studies showing 
development from 5 to 20 years of age. 

The endocrine syiteni^ with its evident influence on bodily habits and its subjection to 
a biological periodicity, has been held responsible by some for the fluctuations of mood in 
affective psychoses. On the other hand, the relevant evidence is complex and difficult to 
interpret.’'A high proportion of wornen are subject to menstrual and premenstrual depres- 
sion, butrecent_enquirics have sh own th ese mood cha n ges to be n eurotic rather than 
end ogenous in character and highly co rrelated uiffi neurqticism (Kessel and Coppen, 1963). 
Their 'reliance for the aetiology of manic-depressive psychosis is therefore doubtful. 
Again, the menstrual periods may cease during a severe affective psychosis but this change 
is more common in schizophrenia and probably no more common in affective psychosis 
than in severe neurotic disturbancesMttacks of mania do occur in association with Graves’s 
disease but are so rare that they are unimportant. As far as myxoedema is concern^ the 
clinical picture tends to be varied and incases free from clouding of consciousness, a pre- 
dominantly paranoid illness is more common than a depressive one. It is possibly of some 
interest for the aetiology of endogenous depressive psychoses that a dysphoric type of 
depression is so commonly seen in association with a wide range of endocrine disorders 
(Michael and Gibbons, 1963). The administration of ACTH or cortiso ne, particularly in 
high dosage, is generally associated with mood changes mainly in the direction of euphoria, 
though in a proportion depressive symptoms predominate. The more severe psychotic 
reactions that occur in about 5 per cent, of cases have been regarded as depressive by some 
workers although they appear, in most instances, to combine paranoid, schizophrenic, 
depressive and organic features in varj'ing proportions. 

One of the obseiv’ations suggesting an endocrine effect is the d ifferent frequ ency of 
affe ctive illnesses in the tKo sexes. The admissions to psychiatric cimics and bospuals 
show that women outnumber men in a proportion of about ^ to 2. It has been pointed 
out that women are more ready than men to accept treatment, especially institutional 
treatment; that in men the diagnosis is often more difficult, and the illness is more likely 
to take an aberrant form, e g. recurrent alcoholism; and that suicide is commoner in men 
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Mu! i.Kiy r(>f,::Ui,l( the tlhipiosis; Iiowcver, it seems doubtful whether all these factors 
af'fnuiu lor the whole of the dillercrtcc bctw'cen the sexes. 

Muuic.-tieinessivc illitcsses show an especially high incidence in late spring and e; 
stuntner. a phenoinc.um which is true of mental illncs.scs in general ; and individual mai 
drpre eaves have {heir own season of the year in which they arc especially likely to fal 
(.Shuet, to )S). I-.uige (ipZtS) compared the periodicity of manic-depressive illness with 
{nniodieity of biological function.^ shown by animals in hibernation, which shows an 
closer relationship with seasonal changes. 


PSYCHOPATHOLOGY 

1 he psychopailu)logy of the alfcctive disorders can most easily be described by referer 
to the similarity of the abnormal affect with normal emotions of the same kind. 

v/a% 1 people usually tend to be more silent than their wont and to find difficulty 
concentrating on indin'erent matters. The patient’s sadness deepens to a morbid depressic 
and the difiicully in concentration becomes retardation of all thought and action. Norn 
cheerfulness usually brings with it greater freedom and ease of speech and movement ai 
a stimulation of all psychological activ^j> and the manic state shows correspondii 
symptoms: lack of inhibition, apparent quickness of p.sychoIogical reaction, distractibilit 
and flight of ideas. Elation of mood is accompanied by^ a feeling of general well-bein 
which in the manic state is manifested as lack of insight f' ^gloomy mo od disposes to pn 
occupation with gloomy thoughts, and in the depressive are found a hypochondriac 
attitude and exaggerated complaints of bodily ill-being. Powerful emotions of any kin 
militate against normal sleep, and in both types of affective psychosis insomnia is prominen 
'Phe total affective state colours not only the individual outlook but also the impressio 
gained of the environment. An affect of this kind can be seen in the preconceptions an 
the misinterpretations of manics and depressives and even supply a partial interpretatio 
of their delusional ideas. 

Tire parallelism between abnormal and normal emotional reactions can be over 
emphasized ; and the attempt to derive the symptoms of manic and depressive states alonj 
the line of ‘understanding’ (i.e. seeing in the abnormal only what is normal but in an extreme 
form) can easily be overdone in this as in many other fields of psychopathology. 

There are, in fact, many exceptions to the general scheme.^Depressives are often no 
noticeably inhibited but are restless and talkative without any sign of retardaffo^On closei 
examination the over-activity of manic patients is often found to be repetitive and non- 
productive. Depressive patients may show a complete failure of all insight, deny that thej 
are ill, and hold steadfastly to their ideas of guilt and punishment. Manic patients inaj 
feel unwell and complain of their nervousness and excitability. An^ety in depre^ves 
and irritability in both types of patient further complicate the picture; most clinicianb 
agree thaT^re and uncomplicated manic and depressive states are rare. Kraepelin foun 
it* necessary to introduce a third classification of 'mixed forms', in which maffic and de- 
pressive symptoms are inextricably intertwined. Such mixed forms are not infrequent, 
especially at the onset of a manic or depressive phase and at approaching recovery. 
ally, how^ever, the use of the term should be somewhat restricted and it should not be use 

to cover every slight deviation from the classical type. • • j l vance 

Psychological phenomena in the cyclothymic constitutions have only a limited reie 
to those of the graver affective psychoses. Schneider (1920) considers that the rea 
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and psychogenic depressions can be distinguished from endogenous depressions by the 
symptoms alone, the depressive affect in endogenous depressions having a qualitj' of 
its own — 'vital depression' . By this term attention is dra\vn to the deeper stratum of the 
personality involved in endogenous depression, a stratum closely connected with the 
somatic concomitants of the affect. The idea may be of help in differential diagnosis in 
some cases, but it is too indefinite to be a generally useful criterion. Subtle analyses of 
various forms of depressive illness have been made by Weitbrecht (1952), W’ho tries to 
single out one group with marked somatic complaints and hypochondriacal sulkiness under 
the term ‘endoreactive dysthymia’. The group of patients so covered seem to be, partly at 
least, the same as those classified by Schneider as suffering from vital depression. 

One group of workers on the Continent, influenced by philosophers such as Scheler 
and Heidegger, have applied their method of ‘existential analysis’ i^Daseinsanalyse) to the 
affective psychoses; a well-known article by L. Binswanger has analysed the flight of ideas 
in a manic patient. The results of this and similar analyses by v. Gebsattel, E. Straus and 
others may give the possibility of a more refined communication with the patient, clarify 
details in his behaviour, and proride a fuller clinical picture and a better understanding in 
the single case. But it is not very generally applicable, and provides no answer to the more 
troublesome clinical problems. No psytAopathology wearing the mantle of philosophy 
can tell us, for instance, why this or that symptom has appeared in this particular case while 
others have failed to appear. Attention to the patient as a whole, which this school empha- 
sizes so much, may be taken too far, and Is of little aid in elucidating details. 

psychoanalytic t hinking^Ahraham, 1911; Freud, 1927) m elancholia is conceived as 
the individual’s reaction to the loss of a love-object. As the love-object has been partially 
assimilated or introjected into the patient's own personality, the sadistic tendencies inherent 
in the ambivalent relationship with the love-object are turned inwards. This is the explana- 
tion given by psychoanalysis for the combination, in s^re depressive illnesses, of some fea- 
tures of mourning with tendencies to self-destruction’l ^br al^m also lays emphasis otv the 
tenden^ to oral eroticism; owing to the fixation of libido at the oral level, the disappoint- 
ments in love relationships experienced in early life recur in adulthood. The comparison 
with mourning first made by Abraham has entered into much subsequent psvchoanjjJvtic 
thinking. As Freud pointed out, in mourning as in melancholia there is the same psychic 
pain, the same temporary inability to acquire a new love-object due in each to a withdrawal 
of libidc^ Ianic and hypomanic symptoms are regarded by psychoanalysts as a form of 
deTence^gainst feelings of depression and disappointment. The gulf between ego and super- 
ego is bridged and the patient is thus enabled to project himself without reserve or inhibition 
into the outer world and thus to shut out the disturbed and conflict-ridden inner one An 
interesting psychodynamic study of elation has been published by Lewin (1950) 

Dynamic psychologists have doubtless made a start in seeking for the explanations of 
certain puzzling features of the peculiarly human phenomenon of intense depression n 

melancholia. The romKSnotfnn nf j — • • • . ^ un or 

self-d , ■ ■ ... ■ . ’ 

invest • — iiiepsyctioanalytic ideas for all thrir 

diversity and contradiction, have therefore added something to our understanding of th 
content of the symptoms of depressive psychosis. It is doubtful, however, whether they 
helped in any way to define its causes. ^ ® 

^ L ewis (1934) considered depressive states as a paradigm of adaptive reaction of th 
OTganim to an intolerable situation. TMs Sitcrpietation seems well suited to explain 
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cvTUiu, rraruvc <lrprc-;.ivo, and can, perhaps, be applied to depressions folio 

M'vrre uitcetioufi and other exhaustive conditions (‘organic neurasthenia’, see Chapter 
(L I'.nriogenoun deprossTon leading so frequently to self-destruction can only 
*/aur ikJoN't:' he ranged as an adaptive reaction to life, 

AKTIOLOGY, PHYSIOPATnOLOGY and BIOCHEMISTRY 

^Heredity 

C*eiictieal .aspjt’Cts of the predisposition to aflectivc psychoses have been investigate 
recent years by a number of workers. 'J’Jie results of earlier work, as described in the 
rtlition of this book, were to raiggcst that the factor responsible was a single ^ toso 
dominant gene of reduced penetrance and somewhat variable expressivity. Later work 
tended to contirm this view, which was supported by the large-scale investigations of Si 
sieilt (t95a, 1959). Tn his work on manic-depressive psychosis, Stenstedt found that appr 
imatcly ta jicr cent, of the first degree relatives of his probands, i.e, their parents, sibs : 
children, suffered from a manic-depressive psychosis; and that there was no excess 
mental disorders of other kinds. In his study of involutional melancholia the correspond 
iigurc was only 6 per cent., and Stenstedt concludes that this form of disorder is genetia 
heterogeneous, with a considerable admixture of exogenous states. Similar findings w 
made by l lopkinson (1964); morbidity risks were approximately twice as great in thefi 
degree relatives of patients with onset before 50, as in the relatives of late onset cases, T 
risk figures oliscrvcd correspond fairly well with those of Stenstedt and earlier worke 
A well-documented twin study has been contributed by da Fonseca (1959); he found rath 
higher incidences in the parents, sibs and children of his probands, 23, 19 and 22 per cei 
respectively. Concordance rates in the twins were 75 per cent, in MZ and 38 per cent. 
DZ twins. The results are comparable with those of Kallmann (1950). 

Alternative hypotheses have not been lacking. Thus, on the basis of a review of tl 
literature, Ordonez Sierra (1962) proposes a two-gene theory: gene A the phasic gene, ar 
gene B inhibiting its manifestation, both dominant and with respective frequencies 1 
0.013 and 0.36. The cycloid temperament is regarded as distinct from predisposition 1 
psychosis and a graded character, Leonhard, Korff and Schulz (1962) offer a similar mode 
on the basis of family studies in 104 cases, i.e. a specific factor for manic-depressive ilbes: 
which can show itself in cyclothymia, but for the appearance of illness needing an indeper 
dent affective temperament of non-specific determination. This idea is based on the resuk 
obtained by classifying affective psychoses into bipolar manic-depressive ones on one sio 
and monopolar ones on the other. Finally, there is a theory of a radically different km 
offered by a statistical expert (Burch, 1964 a,b,c,) namely, that in all three major syndromes 
manic-depressive, schizophrenic and involutional psychoses, we have to do with an auto 
immune reaction. In manic-depressive psychoses two genes are hypothesized, both domm 
ant, one X-linked and one autosomal; and the manifestation of the illness is brought abou 
by three specific random events, leading, most probably, to a somatic mutation, with 
appearance of a ‘forbidden clone’ of cells. This theory looks a great deal too complex to 
justified by the rather rough and ready estimates we have of the basic data, especially bearing 
in mind the uncertainties of diagnosis. 

A much more attractive hypothesis arises from the work of Edwards (1960) on q • 
continuous variations. He shows that continuous variation, e.g. in the V 

disease, may simulate mendelism if the disease is relatively common, say with a treq . 
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greater than one in i,ooo and there is a threshold effect, by which a degree of variation 
beyond a limit manifests as an all or none reaction. Mechanisms of this kind are in fact 
common in medicine. On this model Edwards shows that the expected incidence of manifest 
disorder in the first degree relatives of sufferers should approximate to where p is the 
frequency of the disorder in the general population. We are now faced 'uith the difficulty 
of knowing what is the frequency of manic-depressive illness in the general population. If 
it is as low as 0.4 per cent, then we should exped only 6.3 per cent, of parents, sibs and 
children to be similarly affected; if it is as high as 3 per cent, then the incidence in first 
degree relatives should be 17 per cent. Our observational data would fit the second but not 
the first. 

On any hypothesis the relatively greater incidenceof affective psychoses in the female than 
in the male requires explanation. The suggestion by Burch, that an X-linked dominant gene 
is involved, was previously made by Rosanoff, Handy and Plesset (1935). This would be 
incompatible with the finding that there is no tendency on the part of affected males to oass 
on the predisposition exclusively to their daughters. Most workers have not been imprJsed 
by any great difference in the sex distribution of the affected children of manic-depressive 
fathers and manic-depressive mothers. However, this may not apply to all the clinical sub 
groups of the affective psychoses. Winokur (1967) found one affected father to 8 affected 
mothers among the parents of male manics. but an equal distribution of 8 affected fathers t 
8 affected mothers in the parents of female manics. An equivalent finding does not se 
have been made by Perris in his investigation of the families of bipolar manic-depress^ 

It would be reasonable to suppose that the sex difference in liability to recurrent affe't*”’ 
illness could be put down to a more general cause. The imposition of phasic variati^ 
likely to produce more exaggerated peaks and troughs in a spontaneously rhythmic than ” 
stable constitution. This idea is supported by the fact that the sex ratio tends towards o 
after the years of female reproductivity. It is, accordingly, highly interesting that both A 
(1966) and Perris ( 1966), while finding the usual female preponderance in manic-depte 
illnesses in general, and in unipolar recurrent depressive psychoses, have found ao 
mately equal representation of the sexes among the affected relatives of bipolar patiem 
those who have had both manic and depressive phases). This aspect of the problem therefo ^ 
remains open. 

Heterogeneity in the causation of the affective psychoses is not to be disregarded S 
psychiatrists regard endogenous and reactive depressions as polar extremes of a quant’^^ 
tively variable phenomenon. There is, however, strong evidence that a qualitative distinct* 
is to be drawn between the two types of illness; and the majority of clinicians find th” 
distinction useful in practice, especially so m treatment. The difference between patiem 
who respond to amine-oxidase inhibitors and those who respond to the imipramine groun^ F 
antidepressants may, indeed, be based on genetical factors (Pare, Rees and Sainsbury, i qg 
Further evidence comes from the study of atypical psychoses, in which affective and schizo 

phrenicfeaturesarefoundcombined. I^nhard(i934)hasdemonstrated families with affected 

members in which such psychoses ran true; the appearances were such as to beattribu 
table to a dominant gene. Furthermore, atypical psychoses were only found in a high pro'- 
portion of cases m atypical x atypical crossings, in which the children of doubly psychotic 
parents were studied (Elsasser, 1952). Kurosawa (1962), Mitsuda (1962) and Angst (1966) 
also obser\’ed this tendency for the clinical type of atypical psychoses to run true. The 
evidence suggests that specific genes may be responsible for these rare, atypical syndromes 

Remarkable findings, of a convergent kind, which suggest genetic heterogeneity in the 
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^dlfctiyc pHychoiHT, have recently been reported by Angst (1966), Perris (1966) and ^ 
atid Clayton (1967), Angst and Perris (1967) have also collaborated in a joint con 
aft<l anal) sis (>f their intlividtial findings. In essence what emerges is that there ir 
ratluT specifically j;enetically determined syndrome which most typically manife 
tecurrent cyclic jisychosis with both manic and depressive phases, but may exhibit ( 
depressive half of the picture. Angst thinks that manifestation as depression is aboi 
tinu'f. as common as in a manic state. Distinct from this syndrome is another, whicl 
only as a depression, which may also run a phasic course. There is accordingly a go 
of clinical overlap, since the two varieties of depressive state are not easily distinj 
clinically. However, among aficctcd relatives of bipolar patients there is a higher in 
rtf nlfcctivo illness and a more equal sex representation. Moreover bipolar psycho 
found almost exclusively among the relatives of bipolar probands. The following tab 
Perris illustrates the relationships: . 


Affective illness 
sliown as 

Numbers of relatives of 138 bipolar 
and 139 unipolar probands 

Bipolar 

Unipolar 

Bipolar psychosis 

58 

2 

Unipolar psychosis 

3 

44 

Not classifiable 

14 

16 

Suicide 

32 

24 


Involutional melancholias, whose position in the affective series has long been disj 
would be assigned by Angst to the unipolar syndrome, and indeed regarded as not dif 
from other such illnesses except in the age of onset. Nearly all the schizoaffective and i 
psychoses wdiich Angst found were among the relatives of his schizoaffective prob 
among the relatives in this group were also typical affective psychoses and typical sc 
phrenias which however tended to be of a relatively benign kind. 

Evidence for the existence of two types of affective disorder has also been report 
Winokur and Clayton (1967). One of these types might be attributable to a dominant ! 
it was the families with affected persons in both parental and filial generations, i.e, wit 
‘dominant’ type of family history, who included nearly all the manic patients. It may be 
accordingly that the line of thought suggested by Leonhard and his co-workers in Gen 
in 1962 — that at least two distinct genotypes are involved in the manic-depressive syndi 
— has now been supported by evidence gathered in Sweden, Switzerland and the U.' 
support so wide and so strong that this viewpoint must be taken very seriously. In fui 
clinical investigations it will be incumbent on the research worker to distinguish beti 
the unipolar and the bipolar modes of reaction. 
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brain as the final pathway to the causation of this group of psychjatri^disturbances. Num- 
'Cfous'^isMses of central nervous system, including g eneral paral ysis and ce rebra l 
arteriosc lerosis , are commonly accompanied by affective symptoms, especially of a depres- 
sive kind. In arterioscler otic p _sychosis, a depressive colouring of the organic syndrome was 
found in more tharf a quarter of the cases. The features of the manic syndrome, such as 
overactivity, hiUriousness and an excessive feeling of well-being, have long been known to 
follow lesions in the orbital parts of the frontal lobes. Manic states occasionally alternating 
with depression have also been observed in patients with diencephalic lesions. A small 
number of convmlsions will occasionally turn a depressive patient into a hypomanic and 
similar changes have recently been found during treatment of patients suffering from endo- 
genous depression with imipraroine and allied substances (Barker et al.^ i960). Such facts 
point to a central mechanism for the regulation of affective life, possibly under the control 
oripecificTiiocheKiical processes (see next section). Further evid^ce about the cerebral 
actmties possibly concerhed^vith affective disorders may come from investigations of the 
mode of action of convulsive treatment and prefrontal leucotomy. Convulsive treatment 
leads to the development of rhythmic bilaterally synchronous bursts of slow waves which are 
seen at high voltage, particularly in the prefrontal areas. The changes can be potentiated by 
intravenous thiopentone (Roth, 1951). The frequeniy of relapse in an endogenous depressive 
illness following E.C.T. has been shown to be related to the amount of measured slow 
activity in the E.E.G. (Roth ei a/., 1957) and there is evidence to link the E.E.G. changes 
with increased activity in a diencephalic pacemaker. The operation of prefrontal leucotomy 
involves severing of the fibres linking the prefrontal corte.x with the dorsomedial and 
anterior nuclei of the thalamus which are themselves relay stations for cortical projection 
from the posterior hypothalamus. Here also, a quantitative principle appears to operate; 
the number of fibres divided and, to a lesser extent, the site of the lesion affect the outcome 
of the operation (Meyer and Beck, 1954) inadequate lesions being associated with an 
unsatisfactory result. Changes in sleep rhythm, appetite, body weight, the menstrual 
cycle and libido after electroconvulsive treatment and leucotomy probably reflect changes 
in the activity of the corresponding diencephalic regulating centres, and possibly there 
are physiological mechanisms common to the two treatments (Roth and Garside, 1962). 

Brain Monoamines and Depression 

Recent biochemical research has not only advanced our knowledge of the mode of 
action of antidepressive drugs but also added to our understanding of the physiopathology 
of affective disorders. It has been shown, for example, that most of the 5 -hydro^tryptamine 
5-HT) and noradrenaline (NA) in the brain is concentrated in subcortical areas in the neigh- 
bourhood of upper mii^brain, hypothalamus and thir^ventricle (\^gt, 195^’ Whereas in 
most parts of the'Brain catecholamines and 5-HT are found together, the limbic system 
contain^a high jjoncentration of s-HT and little hW, while the corpus striatunTrolsaTn-* 
the greater part of all the dopamin_^ be found’ in the brain (Brodie and Costa, 1962). 

extent, 
ive rise 

An impressive body of evidence Has accumulated to support the view that monoamine 
oxidase inhibitors achieve their effects by releasing NA in the brain. The authors have made 
extensive use here of an important review article by Brodie and Costa {1062) Snecies 
differences m the e.xeitatory effects of monoamine-o.xidase inhibitors appear to be ctosely 
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rrlittcd UI vari:uu)ti8 in the rale at which they cause NA levels to rise in the brains of differ 
rxprriinental anitnnls. Monoarninc-oxiclase inhibitors give rise to an increase in cxcitatior 
nnisnah; such as the nunisc, hut not in dogs or cals. Tiic clifTcrcnce appears to be related 
the nipid rise in KA levels in (lie brain of the former but not of the latter group in win 
yU 1 is released hut not NAa’l’lic administration to mice of the NA-inhibitor MO-9- 
followed twelve hours later by the compound alpha-mcthyl-M-tyrosine, which releai 
brain NA without aflecting 5-I] 1 , elicits intense motor excitation for a period of two hoi 
or more, I he animals dart at great speed from one side of the cage to the other and also sht 
eNlreme exophthalmos, hyjicrlhcrmia and exquisite sensitivity to noise or touch. The 
rttects appear to he due to the high level of free NA availa ble at receptor sites , which in 
facilitate activity in neuronal pathwa3's associated with central adrenergic mechanisms. It: 
thereiorc, tempting to suppose that the antidepressant action of monoamine-oxida 
inhiliitors in man is due to an increase in brain NA, c.spccially since iproniazid administr 
lion approximately doubles the concentratmn of both 5-HT and NA in the human bra 
stem ((Janrot N rr/., 1962). 


It in well known that patients who have received reserpinc -whether for a psychiatr 
ilinc.ss or in the course of treatment for hypertcnsionlire prone to present with a sevei 
depressive syndrome that often has endogenous features. It is of considerable interei 
therefore, that administration of reserpinc appears to be associated with equally specif 
biochemical cfTccts. These consist of blockage of the storage of 5- HT wh ich depletes tb 
stores of the amine but gives rise to an increased concentration of 5-HT at the reactive site: 
It has been contended by Costa et al. (1962) that it is not the depletion of NA that cause 
the ‘sedation’ in animals and possibly depressive effect in man, as w'as originally claimed 
I’hus agents which deplete JNA but not 5-HT do not give r ise to sedative effect s. 

Attempts have been made to potentiate the antidepressive effects of MAO inhibitor 
by the simultaneous administration of tryptophan and tranylcypromine (Coppen et al 
1963). It was found that the effect of tranylcypromine was accelerated. The effect was : 
relatively specific one in that, in further studies, no potentiation of the action of imipramini 
could be produced with added tryptophan (Pare, 1963), The interpretation of these results 
is difficult, in that tryptophan could be expected to give rise to the production of both 5-HT 
and tryptamine at the catecholamine reactive sites. There is some evidence, however, to 
suggest that in man, as in the cat, a great increase in 5-HT at the reactive sites (as produced 
for example by the administration of nialamide) may have excitatory or antisedative rather 
than soporific effects (Resnick et al, 1963). 

These important enquiries have now been carried further at the Karolinska Institute 
(Hillarp et al., 1966). Using a fluorescent histochemical technique it has been showm that, m 
the rat brain, there are inonoaminergic neurones of three types xvith 5-HT and NA an 
DOPA as their mediators. Thus 5-HT accumulates almost exclusively within nw^^ 
terminals of the specific 5-HT neurones. A marked increase at the terminals of 5-R 
neurones alone and also in their axon s and cell boc^s was produced by MAO inhibitors^ 
As expected, tetrabenazine caused 'Complete disappearance of 5-HT and NA from 1 
appropriate neurones while imipramine had no detectable effects. These observations 
suggest that the monoamine-oxidase inhibitor group of antidepressive drugs exert 
effects by influencing the concentration in the diencephalon of a number of transmi ^ 
substances each with its own specific effect upon certain groups of neurones. The 
bility that affective psychoses are associated with changes in the activity or balance^ 
activity in such neurones will doubtless receive increasing attention in the near futur • 
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The effects exerted by imipramine, one of the most effective antidepressive agents, 
differs, as might have been expected, from those of MAO inhibitors. But much evidence has 
accumulated to surest that imipramine may exert its effects by potentiation of endogenous 
catecholamines at the reactive sites in the brain (Scheckel and Boff, 1964). Thus both 
imipramine and desmethylimipramine augment the stimulating effect of DOPA and amph- 
etamine. Sedative doses of tetrabenazine depress conditioned avoidance behaviour and this 
depression is reversed by MAO inhibitors. Imipramine however stimulates such behaviour 
\\ hen given with a non-depressant dose of tetrabenazine, a dose which selectively frees NA 
leaving DOPA and 5-HT levels unchanged (Scheckel and Boff, 1964). A technique that has 
been developed for measuring NA uptake by the intact rat brain after intraventricular 
injection of tritiated NA has shed further light on the situation. Uptake is markedly reduced 
by imipramine, desmethylimipramine and amitriptyline but not by chlorpromazine nor by 
a chemical relative of imipramine without clinical antidepressant action (Glowinski and 
Axelrod, 1964). Tricyclic comp ounds also re verse the ^resenune-syndcome^piQba bly by 
blocking t he reu pta ke of NA through the synaptic membrane thus giving rise to an 
accumul ation of NA at postsynaptic sites (Sulser ei al., 1964), an effect these compounds 
have also been shown to produce in central neurones (Carlsson et al., 1966). All these 
findings have strengthened the view that the antidepressive effects of tricyclic compounds 
are due to enhancement of NA at receptor sites. 

In attempting to account for the experimental and other observations Brodie and Costa 
have made use of the concepts formulated by Hess (1954) in relation to the integration of 
autonomic function in the diencephalon. In Hess’s scheme, one component of the system 
the ergotrophic component, promotes expenditure of energy by integrating behaviour pat- 
terns that prepare the body for positiveaction. In contrast, the other or trgphotropic system 
promotes recuperative patterns of behaviour. Its activation elicits'^wsiness, increased 
central parasympathetic output, de'*-'*''-'''^ — - 

external stimuli. It was suggested « ' 

states of apathy, whereas the'e^t . * • 

opposition to the trophotropic one, i> piuuv^iiuiiditi m ui 01 iiiania l.jrii<yc 

producing antidepressive or sedative effects may affect the balance of one opposing com 
ponent against the other. This schema nill doubtless prove to be an over-sfmph'ffcation but 
it does provide tentative explanations for a diversity of facts within a simple concentu I 
framework, is supported by experimental observations and is broadly in accord with man 
of the known effects of drugs that produce affective changes in man. ^ 

It will be clear from the foregoing that there is a good deal of evidence that antidepressive 
drugs may exert their effects by increasing the concentration of monoamines in the dien 
cephalon. However, it does not necessarily follow that depressive illness is caused hv 
corresponding deficiency of monoamines. It has to be remembered also that much of the 
experimental work has been done on animals and that no satisfactory animal models of 
depression or mania exist. Notwithstanding these reservations, the monoamine theor 
probably represents a significant step for^^'a^d in knowledge of the underlying basjg 
of affective disorders. 


Monoamine oxidase Inhibitors and Diet 
In recent years monoamine oxidase inhibitors have been found to produce a serious 
side-effect which has some clinical resemblance to the hypertensive crisis associated with 
phaeochromocytoma. Tranylcypromine (Parnate) a non-h ydrazine MAO inhibitor has bee 
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most co.nn.only responsible, but ^hen^,inc (Nardil) which is a hydrazine drug h 
been found to produce sundar elTects, though less commonly. The usual syndrome consii 
ol severe bt^ulache, commonly occipital in distribution, associated with nausea, vomitii 
and palpitations, together with a rise in systolic and diastolic blood-pressure: Ih'some'^sc 
however, there is also nuchal rigidity, photophobia and loss of consciouTness. Neurologic 
complications may in fact devclojt, subarachnoid and imracranial haemorrhage ha^ 
been described in a number of subjects (Dorrcll, 1963^7, Blackwell, i963«; Blackwell an 
Marie} , 19^’'!) ^ been some fatalities. The association between these sympton 

am! the ingestion orcluiesy is now well established (Thomas, 1963; Blackwell, 19636). I 
some of the patients ptc-cxisting arterial disease has been present, cerebral atheroma havin 
been deset ibed by Mason (1962) and an aneurysm of the posterior communicating artery b 
McClure (1962). It is clear that in all such patients, as also in hypertensives, the use of thes 
drugs is contra-indicated. 1 he crises appear to be determined by the absorption of presso 
amines of the phcnyl-ethylaminc group (which includes t yramine ) in unmodified form. Fron 
the intestine they pass into the liver and then probably into the systemic circulation to act or 
peripheral adrcneigic receptors. In addition to cheese, " ^east extract s such as Marmit e 
'iuoad beans and^natur ed win e have been the cause of the crises, the mechanism beinc 
similar to that in relation to cheese, ^hc monoamine-oxidase inhibitors probably interfere 
with the normal oxidation of the toxic substances in the gut and liver. Some aspects of the 
mechanism remain obscure in that not all patients who take both cheese and monoamine- 
oxidase iidiibitors develop sidc-efFccts, nor is it clear why tranylcypromine, rather than other 
substances has been so often reported as the cause of a crisis. The subject of interactions 
of monoamine-oxidase inhibitors with other drugs and certain components of diet has been 
discussed in a comprehensive review article by Sjbqvist (1965). 

Hypertensive crises and loss of consciousness may also follow from the potentiation of 
the effects of tricyclic compounds (imipramine and amitriptyline) and prolonged coma, 
together with hypotlicfmia,'may follow from their interaction with morphine or pethidine 
(Laurence, 1963). The number of these toxic effects now reported iTlar^, someTvorkers 
claim that 20 per cent, of cases treated wdth tranylcypromine are affected (Cooper et al, 
1964). The fact that a group of antidepressive drugs can exert such striking effects on 
arterial tension has considerable theoretical interest and may be of some relevance for the 
patho-physiology of depressive disorders. The production of serious depressive symptoms 
by a number of hypotensive drugs is likely to be an opposite effect exerted on the same 
system. The latest drug incriminated in this way is methyldopa. In a series of 63 cases studied 
by Raftos et al. (1964) severe depression was reported in 7, occurring in each case ivithin a 
few days of commencing treatment and disappearing within 2-7 days of discontinuing the 
methyldopa. A recent report (Haskovec and Rysanek, 1967) suggesting that reserpine 
may markedly augment the antidepressive effect of imipramine by liberating monoamines 
on to cerebral receptor sites requires further evaluation. 


Electrolyte Distribution and Endocrine and Metabolic Change in Affective 

Disorder 

The application of modern scientific techniques has brought to light subtle changes m 
electrolyte distribution and of endocrine function in the course of affective disorders. 1 
precise significance of the changes remains to be determined. Crammer (1959) studied tv 0 
patients, one of them a man aged 49 who had bouts of stupor lasting 2 days followed by a 
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manic disturbance during the following 4 days. On a strictly controlled food and fluid 
intake, he retained about 220 m/Eq. sodium and gained 0.75 kg. in weight during the de- 
pressed phase. However, the weight gain varied with the amount of sodium in the diet and 

the mood changes were uninfluenced when weig ht cha nge was abo Hshed Jpyjlietaryjcgntrol. 

Gibbons (i960) studied 24 adult patients with endogenous depression. The levels of ex- 
changeable sodium and potassium were within normal limits but re-examination after a 
period of some weeks revealed a highly significant decrease of exchangeable sodium in the 
recovered group (200 m/Eq.) while the control cases showed an insignificant increase of 
30 m/Eq. The changes were identical with those in 10 of the patients who had received a 
constant diet throughout the period of investigation. The possibility that the electrolyte 
changes give rise to the mood disturbances has been discussed by Gibbons (1963). In view of 
the lack of specificity in the association between mood change and electrolytes and the ease 
with which their relationship can be altered by dietary changes without corresponding 
mood alteration, he concludes that changes in water and electrolyte metabolism are more 
likely to be effects than causes of the mood change. Russell (i960) using the metabolic 
balance technique found only insignificant losses of sodium during the recovery period. 
However, Coppen and his co-workers (Coppen and Shaw, 1963; Coppen 19656) have 
reported electrolyte changes of a different character. In an investigation of the distribution 
of water and electrolytes in a group of 23 patients suffering from severe depression the 
authors employed a multiple isotope technique and total body counting. Each patient was 
studied initially during the depressed phase and, later, after recovery had been observed. 
They w'ere unable to confirm changes m total exchangeable sodium nor was there any 
significant change in extra-cellular sodium. However, re^ual sodi um (which inclu des 
mtra-cellular and bone sodium) was veQf significantjy incr*'-*- ’ 
dtminisheTin both male ari 37 emale patients after recovery. T 

fluid and exffa-celfula’r chloride were all greater after recovi 1 • • , 

other indices of mineral metabolism. However, a somewhat unexpected finding was the 
increased ratio of ^changeable sodium to total body potassium both during and after illness, 
suggesting that there may be some subtle constitutional difference between depressed and 
normal subjects. Similar but quantitatively more marked changes in residual sodium than 
those found in depressive illness have been recorded by these workers during attacks of 
mania (Coppen, Malleson and Shaw, 1965). These interesting findings await confirmation. 

electrolyte changes may be connected with the increase in adrenocortical activ ity 
that has now been demonstrated in severe depressive illness by a number of workers. 
Board, Wadeson and Persky (1957) found significantly higher mean va lues of plasm a 
1 7-hydroxyc ortico ids in depressed patients than in normal controls. The levels te nded to 
fall with clinical improve ment. The most consistent correlations with depressive affect have 
been observed by Gibbons and McHugh (1962) who studied 17 depressed patients during 
1 8 periods of stay in hospital. Plasma cortisol was measured at weekly intervals through 
periods of eight to twelve weeks. The mean level before treatment w as 22 mg . falling to 
10 mg. with clinical recovery induced either by E.C.T. or imipramine. Spontaneous 
recovery produced a similar decIineVln general, the more severe the depression the higher 


was the cortisol level. Some link witirtfie electrolrtechances may exisfin IKaf~VVo6dburv 

r—--' r'—- ■- 

associated’ ^ . . _ 

characteris . . ' ■ , 

moner correlate of corticoid treatment. However, the increased secretion of cortisol is not 
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jfivariAhlt' even iit 'levcrc depressions and is of a far smaller 
rntahlished cases of Cnsliinfj’a disease. 


order than that associated wii 


Anderson and Daw.son (1962) having previously noted that the blood level of acety 
inrfhylcarhinol (AMC), a breakdown product of pyruvic acid, was raised before and durir 
the oicict ol the depressive phase of manic-depressive illness, found that in 98 cases c 
drpresr.ive illness there was a significant positive correlation between a high fasting lev( 
ol blood AhIC and such clinical features as verbal retardation, preoccupation with ideas c 
guilt ami self-hlamc. 'rherc appeared to be a relationship between the high AMC level an 
>it)diutn retention (Anderson and Dawson, 1963). The clinical features of cases with loi 
AMC levels corresponded to the picture of neuroti c depres sion.^^ 


Neurophysiological Changes in Depression 

Another group of findings that may have some relationship with the reported electrolyti 
and endocrine changes is the change in cortical reactivity in ‘psychotic depression’ reportec 
by Shagass and Schwartz (1963). They measured the cycle of cortical reactivity by com- 
paring the amplitudes of responses to paired stimuli separated by varying intervals. The 
cortical potentials were recorded from scalp leads using averaging techniques. They found 
that in normal individuals there was initial recovery of full responsiveness during the first 
20 m.scc. 'This was followed by diminished responsiveness with a second peak of recovery at 
about 120 m.scc. However, in 21 psychotic depressives, the mean recovery was less than 
;;o per cent, at any time within the first 20 m.sec. The administration of E.C.T. with or 
witliout imipraminc was associated with a recovery of normal responsiveness particularly in 
the first 20 m.scc. E.C.T. may therefore owe its effectiveness to normalization of cortical 
reactivity. The changes in cortical reactivity are regarded by the authors as secondar}’" to 
unidentified neurophysiological changes which may underlie the experience of depression. 
It is noteworthy that in these studies neurotic patients, including those suffering from depres- 
sion, showed no difference from normal ones. 

In earlier studies, Shagass and Jones (1958), using an electro encephalographic techmque 
of measuring the sedation threshold with a barbiturate, showed that cases of endogenous 
depression (even in the presence of severe agitation) had a significantly lower sedation 
threshold that those with neurotic depression. Nymgaard (1959) using a modified technique 
reached similar conclusions but Ackner and Pampiglione (1959) were unable to confirm 
the findings of Shagass and his co-workers. 

Investigations with methylamphetamine (Roberts, 1959^) have both physiological and 
diagnostic interest. The threshold for the production of stimulation (15 per cent, increase 
in systolic blood pressure; 25 per cent, increase in pulse rate and behavioural changes) wit 1 
slow intravenous injection of Methedrine w'as markedly lower in neurotic depression than 
in psychotic depression. Moreover, whereas in the former the result was a ‘normalization 0 
symptoms’, in the latter symptoms Avere intensified. 

The earlier observations of Strongin and Hinsie (1939), suggesting that tlie pare 1 
secretion rate was reduced in endogenous depression, have been confirmed recently } 
Busfield et al. (1961). It is of interest that, although mild and severe depressions did no^ 
differ, endogenous depression had a signifi cantl y low^er parotid secretion rate than exogenou 

cases. 



AFFECTIVE DISORDERS 205 

PRECIPITATION 

Whst is needed to provoke a phase of manic or depressive illness in these tempera- 
mentally allied personalities is entirely unknown. In many cases the stimuli of everj’day life 
seem sufficient to start an attack; in a few’, p hysiol ill ness, diildbirth or the rnenopaus e, 
or possibly the metabolic changes ^sociated wi t£ 4 hem, caiTbe held responsible. Thus 
Dalton (1959) found that in 46 per'cenToTra^m whicli onset of psychiatric illness 
so acute that immediate admission to hospital was required, the women were admitted in 
the premen strua l or menstrual phase. Psychological traumata of an emotional kind are 
freque'nfly'cited, but tfieir influence is always difficult to assess. Many of the 'causes' of 
breakdovm given by the relatives of patients are symptoms of the oncoming illness; but 
depressive illnesses follow emotional shocks with a more than random frequency. Illnesses 
of this kind at first appear as an understandable and adequate emotional reaction to the blow 
of fate which has produced them and from that develop into a picture abnormal both in the 
intensity and the duration of the affective change^ The interpretation of the first attack is 
difficult; not infrequently the subject of such a ‘reactive’ illness develops on a later occasion 
a similar psychosis without any preceding emotional shock; and a depressing experience 
may be followed by a hypomanic illness. Much of what has been written on the subject of 
psychogenesis has been from the view point of those who believe that the distinction 
between 'endogenous’ and ‘reactive’ depressions is a quantitative one. The evidence is 
now growing strong that this is not so, and that we have to do with a qualitative difference. 
In their study of depressive states along factor-analytic lines, Kiloh and Garside (1963) 
found that the syndromes of neurotic and endogenous depression were likely to be 
independent. The occurrence of ‘psy^ological disturbances clearly related to the onset of 
the illness, and which appeared to the observer to play an important role in its genesis’ w&s 
found to be a distinctive feature of neurotic depression, correlating with this diagnosis 
highly significantly (r *» 0.65) 

Although differentiation between an endogenous and reacthe depression may be difficult, 
sometimes extremely so in the single case, it should be attempted and can succeed in the 
majority of patients (see Diagnosis, page 219). It should be remembered that affective 
psychoses can occur in persons without a noticeably cycloid temperament; and although 
some of these illnesses show unusual features derived Irom tlie patient’s personality^ which 
make diagnosis difficult, others represent typical attacks of depression or mania. 


CLINICAL PICTURE 
Afiective Constitutions 

THE CONSTITUTIONAL DEPRESSIVE, This temperament frequently passes un- 
recognized because the constitutional depressive is quiet and reserved, and likes to remain 
in the background. He takes everything as a heavy burden and is always inclined to see the 
sad side of any event. He is pessimistic, easily moved to tears or to prolonged brooding and 
lacks self-confidence. He is, as Kretschmer pointed out, not always sad, but he responds 
more easily to depressing events. Some people of this type are deeply religious, with a piety 
purely emotional, without bigotry or fanaticism. ^ 

While most of these persons lack somewhat in energy and drive, yet they ate efficient 
%\ithin restricted fields, c.g. as civil servants. They live a quiet und secluded existence with a 
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I)ttt :trt; not imsnciablc. Indeed their gentle melancholy, their often 

tnit! hy a (/uit tly ironic humour, may not he without charm. They may be considered by 
t!tr!ii."t*l\T:; or tiu'ir relatives as 'nervous’, but tiicy rarely come to the psychiatrist for treat- 
tneut. 'rfu-y may develop minor ohscs.sional traits or hypochondriacal preoccupations. This 
i^ ndenev, or mme severe. Iluctuations of mood, may bring them to consult a practitioner; 
but they readily relintiuish Ins assistance and drift back to their home-made remedies and 
!,r!f‘ttevi: ed routine, 'i'hc type is common but is not easily described, for it is as varied as the 
mtrmal Immair personality. 


'I'llM tiONS'rri'UTJONAL MYPOMANIC. This temperament is the counterpart of the 
depressive and equally frequently goes undiagnosed. An abundant flow of energy, liveli- 
nesrs sociability, enthusiasm and resistance to fatigue are the main characteristics. Hypo- 
tjianies arc rc.i'listic, quick to grasp opportunities, versatile and often rather superficial. 
*rhcy arc AiH of ideas, have a natural skill in dealing with people and in mastering 

.'.ituations. 1 laving little tenacity, they arc taken in by the impression ohhe moment and easily 

divertcil frojvi their aim by something new. They have many friends, see the best in every- 
liodv ami rrcrythiug atid arc never discouraged by failures. Such types are common and are 
<iftcn found in positions of importance, where their abundant energy has brought them. 
Uul they may have got into diflicultics from their unbalanced optimism, made themselves 
encmic.s through a streak of ruthlcssncss, or failed at critical moments through a sudden 

relapse into a mood of depression and defeatism. ... • 1 

I lvpomanics are found among company directors, politicians, journalists, commercia 
iraveflers etc. There arc many variants, some of which are well described in picturesque 
I-ineuageby Kretschmer. If handicapped by some physical ailment, the hypomanic may 
dcvclmi a most tiresome form of hypochondriasis which takes him from one consultii^- 
room to another. If opposed by bureaucracy or wronged by some small injustice, so 
hypomanics develop into querulous litigants and, because of their enormous energy, ar 

most difiicult to influence. _ ocnrial 

On the whole, however, constitutional hypomanics and depressives rarely show a 

or antisocial tendencies and are zoell adapted and valuable members of human society. 

THE CONSTITUTIONAL CYCLOTHYMIC. Alternations of mood from the depres- 

™0 the hypomanic, each lasting a period of months or lonpr, "either prod„™g» 

excessive change, is the picture of the cyclothymic consHtution. 

than the other two ‘basic states’, but its existence m artists and writers has attract 

attention especi as novelists like Bjornsen and H. Hesse have given charac'e^tic 

dlscriptions of the^condition. Besides those whose swings of mood never ”‘e™,;Ahe 

are otters with more or less prolonged intervah of normaUy 

patient feels well, but the existence of such states accentuates his fee g 

and even illness in the depressive phases. At such times he wdl of en " lassitude, 
.v r.mmr^ldi'nino' of such vaeue symptoms as headache, insomnia, la 

i” dSig'£^ The — s^isrhydrSap”, 3:,% 

sucTalterS cycles will last a lifetime. In cyclothymic artists, musicians. 
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creative workers the rhythm of the cycles can be read from the dates of the beginning and 
cessation of productive work. 

Some cyclothymics have a seasonal rhythm and have learned to adapt their lives and 
occupations so well to it that they do not need medical attention. 

Affective Psychoses 

DEPRESSION. From the general appearance alone the beginning of a depression is not 
difficult to recognize. The patient looks tired and self-concerned. Often the sadness of 
mood is reflected as much in posture and movement as in facial expression. With the 
appearance of retardation the normal wealth and freedom of expression and gesture diminish. 
An expression of indifference may disguise the real mood. An ‘omega figure’ between the 
eyebrows and Veraguth’s folds of the upper lids have been considered characteristic, but 
‘analysis feature by feature is less informative than a single glance’ (Mapother and Lewis, 
1937 )- 

The history of change in the patient's behaviour is characteristic and important ; he 
retires from usual social activities, avoids his friends in the street, and, if forced into com- 
pany, seems bored and inattentive and takes little interest in topics that usually elicit an 
active response. Productivity in all spheres diminishes : the sermons of the priest become 
dull and lifeless; students find themselves bored and disappointed by their teacher; the 
letters of the business man remain unanswered, even unopened. Work takes longer than 
formerly and is carried out with greater difficulty. The housewife is never finished in time 
with her household duties, leaves important things undone, and becomes increasingly 
negligent of her personal appearance. Am atmosphere of Hstlessness and indolence pervades 
the whole life of the patient. Conscious of the change m himself, he may strive to hide it 
from those about him, perhaps with some temporary success. With immense effort he 
carries out his ordinary duties, but avoids anything new or out of his ordinary routine, and 
seeks to protect himself from demands that he knows he will not be able to meet. An 
observant friend or relative may notice the change but mistake it for fatigue or bodily 
illness. The practitioner may be consulted, who, deceived in his turn, may advise a change 
of environment, a visit to a spa, a sea-cruise, or a life of gaiety and increased social activity, 
which only accentuate the patient’s feeling of insufficiency. Or some bodily symptom, which 
has been the centre of the patient’s increased tendenej' to self-observation, is made the 
focus of medical or even surgical attack. 

Suicide, or the attempt at it, is often the first alarming symptom of a depressive illness; 
it IS the first and last symptom of many depressive illnesses, occurring when retardation is 
not evident and the patient’s relatives have not noticed that he is ill. In most cases these 
attempts arc desperately earnest, and suicide is by far the greatest danger threatening the 
patient. Suicide is often carefully planned, and the means chosen are often selected regard- 
less of the amount of bodily pain and suITcring they may cause. The gas-oven, drowning, 
strangulation, shooting, and poisoning arc the commonest methods. It is not rare for depres- 
sives to hill their relatives, especially their young children, before taking their own lives, to 
save them, as they believe, from a life of misery and despair. 

The patient may come to the physician with any of many complaints, the number of 
which correspond to the manifold ways in which the illness is experienced subjectively. 
The complaint may be one of sudden and complete loss of interest and enjoyment in usual 
pursuits; of an uncomfortable realization of diminishing quickness of thought and action; 
of difficulty tsith customarily easy mental activities; of inability to reach any decision, even 
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: in:Utet;i; ol loss of will power’; or of :i feeling of incapacity, only abolished by 
leasing (jiiantitics of alcohol or coflcc. Bodily symptoms may be to the fore; e,g. 
feeling of fatigue, of pressure in the head or chest, of heaviness of all limbs, of 
ess, loss of appetite, and constipation. On the basis of these and other unpleasant 


iti trilling matters; of 
taking ine 
a. rguteral 
fi!erple::.“.ne; 

phyj.i«;al sctisations an exaggerated hypochondriasis may develop, the patient remaining 
(jtjet tthni.’ ly (ontiticed of his constipation or insomnia even after it has been adequately 
trcatctl, or making some other physical symptom the subject of fresh complaint. This 
hy(H)cIu>ndriasis may lie show’ti also in psychological symptoms, such as exaggerated fears 
and anxieties, especially the fear of going mad; such .symptoms, and also self-reproach 
am! delusional ideas of guilt, may constitute the only complaint made by the patient. 

An initial mood of indin'crencc in depressive states may last for a considerable time 
hut sooner or later is replaced by' one of sadness, which may be of any degree from com- 
paratively slight to a hopeless despair overwhelming the whole of the mental life. With 
(his there is a diminished capacity for normal affective response to sad as well as happy 
events, a phenomenon which is merely one aspect of a generalized insufficiency of all 
mental activities. This insuflicicncy has been much emphasized by French authors, who 
have considered it (under the name of ‘aslhenie’) to be the central symptom of the psychosis. 
Whatever is experienced seems to be painful. Even enjoyable experiences have this effect, 
partly by making the patient more acutely aware of his incapacity for normal appreciation, 
fiartly because he is at once sensible of any unfortunate aspect they may have; he may in 
fact .show considerable ingenuity in seeing the bad side of everything. Past, present, and 
future are alike seen through the same dark and gloomy veil ; the whole of life seems miser- 
able and agonizing. The depth of the affect cannot easily be measured from its outward 
c.X'prcssion. The silent shedding of tears may be seen in an otherwise expressionless face; 
another patient will mock at himself and at his complaints with a grim and sardonic but 
surprising humour or call himself a fraud or a fool; in another a sudden smile or expression 
of gaiety wall deceive the physician about the severity of the underlying emotion. 

An.xicty in some form or other is very often part of the mood, oftener indeed than one 
would gather from the spontaneous utterances of the patients. Direct questioning will 
reveal it often enough, and it is partly responsible for the delusional ideas. It may be 
manifested principally in the form of anxiety attacks, occurring most often at night or 
in the early morning; they may last for hours, during which the patient clings in panic 
terror to those around him ; or there may be a milder but a lasting state of fear, w'hich 
occupies so much of the affective picture that the presence of an underlying depression is 
almost a matter of speculation. 

Retardation, as may clearly be discerned from the descriptions of intelligent patients, is 
not the same as the absorption of energy and interest by grief. Although some patients, 
devoid of other spontaneous activity, talk freely about their personal preoccupations, in 
others the whole mental life shows a uniform retardation, and they may mistakenly be 
regarded as slothful, stupid or demented, until with approaching recovery retardation 
recedes and mental activity is regained. Especially in the higher functions of wall, purpose 
and decision is the retardation experienced as an almost intolerable burden. The patient 
feels incapable of initiating or following any complex sequence of thought; the powei o 
imagination fails ; ideas and images lose their vividness ; memory does not respond promp ) 
to attempts at recollection ; the capacity for self-expression diminishes, and speech is an effor . 

This subjective retardation does not always correspond to that observed objective^) 
and is accentuated for the patient by his general gloomy outlook; he feels his men . 
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faculties are worse than they are and is afraid of progressive deterioration. The observed 
retardation of movement and speech is often combined with a sense of inner restlessness, 
of unquiet brooding on perpetually recurring topics of hopelessness and gloom, ‘a ceaseless 
roundabout of painful thought’ (Mapother and Lewis). As retardation increases, even 
comparatively simple actions take unduly long and are performed as though against 
resistance. Finally, a state of stupor or semi-stupor may be reached, in which all activities, 
even the simplest, both spontaneous and reactive, show the same phenomenon. Stupor is 
seldom complete in depressions. The ocular movements usually escape an otherwise uni- 
versal motor inhibition, and the patients continue to keep themselves clean in defaecation 
and micturition. 

It is, perhaps, the subjective awareness of general retardation present even in milder 
cases which leads to the characteristic feeling of inability to feel. More probably an 
additional factor of obscure origin is needed to produce this symptom which is really 
a form of depersonalization. In depressions depersonalization is usually restricted to the 
change in emotional response. The patient complains of and seems to be deeply upset 
by an awareness that he cannot feel pleasure or pain, that he has lost his ability to love 
his dear ones, his affection for his wife and children, that everything that aroused his 
emotion before leaves him indifferent and cold. Depersonalization extends in some cases to 
his will and actions, which appear forced or mechanical, to his own body w’hich is felt as 
dead or strange. It may also include the outer world (derealization), which is then des- 
cribed as unreal, unnatural or as seen through a mist. The full picture of depersonalization 
and derealization is, however, rare in true depressive illness (see p. 1:9). 

Delusional ideas, though not infrequently present, are not essential to a depressive 
illness. Only a very few patients take an objective attitude to their symptoms, as does the 
normal man to symptoms of physical illness; almost all have some feelings of guilt, which 
may be the source of self-reproach taking many forms; the patient will attribute his failure 
to insufficient effort, culpable neglect, misuse of former abilities, extravagant living, or 
masturbation or other sexual practices. The illness is regarded as a punishment for these 
and many other sins. The whole of the past life is gone over with such misdeeds in view, 
and a formidable catalogue is compiled and repeated in and out of season as a justification of 
present misery. 

Everything that occurs to the patient is interpreted in the light of the overmastering 
delusion. He feels himself universally despised and avoided; his sins are bruited abroad 
and are the subject of the contemptuous conversatioi^ of others ; doctors and nurses draw 
aside their clothing to avoid infection as they pass his bed. Delusional fears spring from the 
breeding-ground of a dominant anxiety^ permanent breakdo^\-n of health, incapacity ever 
to work again, exclusion from all decent society, cancer, tuberculosis, death, damnation and 
hell stand like spectres round the bed. It is hopeless to argue wth the patients about these 
ideas ; they cannot be convinced nor more than momentarily comforted, though sometimes 
they apparently welcome an opposition that permits an endless repetition of their ideas. Ideas 
of persecution are not based on the primary idea of a hostile environment but are rather 
secondary to self-humiliation. The patient is watched by detectives, that he may not escape 
his deserved punishment; the poison in his food is to save him from a public execution; 
others avoid him to escape infection from his moral decay. 

HaUucinaiions are rare in typical depressive states. Misinterpretations and illusions in 
conformity with the psychotic content are common. The distinction, however, is sometimes 
difficult to draw. It is often not easy to discover what, if any, is the perceptual basis for 
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i.ojtu- ol the .ntateuiciitsi nindc hy patients, for example, tliat derisive remarks are made about 
thriti hy people aromid, ntid that their own bodies give off a foul smell. Many of the illusory 
experiences occur in the hypnagogic state and at night. The patients say that they see grim- 
acing faces at night, or liorriblo scenes arc enacted before their eyes; they hear the rattling 
of chains or the screams of tortured relations. It is possible that the hypochondriacal com- , 
plaints bate at times an illusional or ballucitiatory basis, when, for instance, the complaint 
i'. made (iiat inside the liody there is but an emptiness, the food is stagnating in the belly, 
the intestines arc rotting, and the bowels are blocked. These symptoms are also related to 
(h' personalization. 


lutvllii^rmr and ninnory arc unimpaired in depressive states, as far as they are accessible 
to testing. Severe retardation may simulate stupidity or even dementia; but the moment the 
patient becomes accessible his faculties arc found to be intact. Consciousness remains lucid, 
even in stales of stupor and overmastering retardation. This may be discovered by investi- 
gation after recovery from such states; and care should be taken not to make tactless or 
Imrtfui remarks in front of an apparently completely self-absorbed and inattentive patient. 

Depressive illness in aged subjects is particularly prone to be mistaken for a dementing 
process owing to the frequent occurrence of marked apathy and retardation and the transient 
clouding of consciousness that may be present in the early and acute phases of a severe 
illness. 'I’hc presence of piiysical disability and mild memory defect, both common in 
ordinary old people, may heighten the impression of organic psychiatric disturbance, 
'i’licrc is also a small group of functional psychoses in early and middle life in which some 
confusion or apparent intellectual deterioration, confirmed by psychometric investigation, 
may be present. Clinical studies have shown that many such patients suffer from atypical 
dcpi'cssivc illness (Kiloh, 1961). The diagnosis is suggested by the relatively short history 
and rapid onset of the illness, the patient’s intermittent lucidity, a histoiy of previous 
attacks of a similar nature and the presence of a depressive or manic-depressive hereditary 
trend in the family. The E.E.G. is usually normal and there is a prompt and dramatic 
response to antidepressive drugs or electroconvulsive treatment in most cases. 

Disturbance of sleep is the most important of the bodily symptoms. Insomnia sometimes 
precedes all other psychological symptoms, and restoration of sleep may be the first sign of 
approaching recovery. The patients may have difficulty in getting to sleep, but most typically 
wake early in the morning and are unable to fall asleep again. Sleep is unrefreshing and 
not infrequently disturbed by horrible dreams. In the course of investigations in 27 patients 
with endogenous, and 7 with reactive, depression Hinton (1963) could not demonstrate 
any difference in the duration of sleep or its distribution throughout the night between 
the two groups nor could he discover any difference in their degree of restlessness. Costello 
et al. (1965) also failed to demonstrate any characteristic pattern of wakefulness in 6 patients 
with endogenous depression. Nevertheless the subjective experience of early-mornmg 
awakening is consistently reported in clinical enquiries (Foulds, 1962; Kiloh and Garside, 
1963 ; Carney et al, 1965) and probably has diagnostic value. 

Anorexia is but one aspect of the inertia of the whole digestive and metabolic systeni. 
Food may be resolutely refused for this reason; but other motives, such as desire for deat 
and belief in an utter unworthiness, even of being fed and supported by others, not in- 
frequently play a part. Occasionally increased appetite is found (Post, 1956). Constipation is 
very common, sometimes fairly severe, and is of great moment to the patients, so J 
that slight constitutional depressives are sometimes treated for years for Pervons 
Loss of weight may occur very early and may be out of proportion to the diminished m a 
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of food. Increase of body-weight is a common herald of recovery and has been shou'n to 
result from increased caloric intake (Russell, i960). Menstruation may diminish, and not 
infrequently ceases during a depressive phase, and sexual desire and potency are reduced. 
The general bodily appearance indicates a lowering of all bodily activities. The skin is dry, 
the vasomotor responses are sluggish, and the patient looks years older than he does when in 
health. 

An important and significant symptom of endogenous depression — but also of mania 
— is the daily fluctuation of mood and of the total state. Improvement of all symptoms 
usually occurs towards evening, the retardation and depressive mood particularly showing 
a change for the better. In the morning, however, the patient wakes direct from sleep into 
his characteristic sombre mood or is normal for a few minutes, before, as he says, the 
depression comes down ‘like a cloud'. 

Recent studies of metabolism in depressive states have already been described (pp. 202 
-204). All the indications are that there will be further progress in this field in the near 
future. For the present none of the metabolic changes demonstrated appears likely to emerge 
as a primary cause of the affective change. But follow-up of the available clues may well 
lead to the definition of primary metabolic changes of this nature. An old observation is 
the impairment of glucose tolerance in endogenous depression. Re-investigating older 
observations, Pryce (1958, 1964) was unable to confirm any close parallelism between 
impairment of glucose tolerance and emotional state. 

MANIA. Manic psychoses are rarer than depressions, even when allowance is made for the 
fact that mild manic or hypomanic states are more likely than a mild depression to escape 
notice. The manic patient neither feels nor looks ill and on examination commonly presents 
a picture of perfect physical health. The manic attack not infrequently begins with a slight 
mood of depression, lasting a few days only, and gradually changing to a mood of increasing 
elation, accompanied by increased activity and restlessness. 

After a short sleep the patient rises early to a day of continuous and joyous activity. The 
housewife has most of her ordinary work done before breakfast and spends the rest of her 
day m an unnecessary spring-cleaning or m dressing herself up in bright colours, with a 
plentiful but often inartistic use of cosmetics, and in running round to visit all her friends, 
regardless of whether they are likely to want to see her or not. The business man shows un- 
usual enterprise, is full of plans, which, inspired or not, he regards with uncritical optimism, 
and takes considerable and unjustifiable risks in carrying out his ideas. The patient is self- 
assertive, boastful, and easily irritated when others fail to conform with his plans. Nothing 
is done quickly enough for him; no one can compare with him in efficiency and success. 
The past and present he regards with self-satisfaction, the future with radiant self-confidence. 
He is in an excellent humour with all the world, and indiiTerent trifles may tickle him to 
a loud hilarity. Sexual desire and enterprise arc increased and in women may be the source 
of serious trouble and the main reason for seeking the doctor s advice. 

The hyperactivity in manic states is rarely fruitful, but in a favourable combination of 
circumstances it may lead to real, occasionally to brilliant, success. The chances of success 
are usually impaired by lack of sense of proportion and by inability to keep to any fixed 
purpose. A histor>’ of fussy and ill co-ordinated activity, of writing innumerable letters to 
distant acquaintances or strangers, particularly those in higher walks of life, and of the 
initiation of proposals of improvement m matters outside the patient’s province, are typical 
manifestations of manic behaviour. 
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to the fcciinp of general well-being there are usually no complaints. The patiei 
however, may often be persuaded to consult a practitioner by increasing sleeplessness ai 
a not infrequent feeling of 'nerv'ousncss*. In a more severe state, the irritability and distraci 
hility arc felt by tlu: patient as unusual, even abnormal, and may lead to a sense of helples 
ncs'!, of which advantage should be taken to secure medical advice. But all mild manics ar 
hypouianier. fail to show the slightest insight during tJie episode and even very little afte 
wards. 1 hey tind lilc supremely enjoyable, arc convinced of their increased powers an 
ciliricney, never feel tired, arc scornful of the very idea of taking medical advice and utter! 
opposed to accepting it. 

'I'hc Momf shows all degrees between an infectious jollity, a sparkling and cloudlei 
hilarity, and wild excitement. Even in the slighter changes the patient, though for a tim 
he may be amusing, even exhilarating, company, is likely to become boring and overbearing 
He can respond in a qualitatively adequate manner to events not fitting into his prevaiiin 
mood, and shed tears over the loss of a near relative; but in an instant the cheerful elatioj 
returns. The tendency to domineer and to order others about leads to conflicts with th 
environment. 'J’hcsc arc not all taken in good part by the patient, who on such occasion 
easily flic.s into a rage. Attacks of temper arc usually soon over and very seldom leave an; 
ill-feeling with the patient, w'ho after them is his usual sunny self; but this volatility anc 
irritability arc prominent symptoms of the psychosis and are not infrequently combinec 
with mischievousness and even aggressiveness. Such symptoms may make treatment in 
hospital diflicult and demand the greatest tact and firmness. The patient takes violent likei 
and dislikes, passes judgement on others without the least tact, and makes jokes and 
witticisms which though wudaout ill-will are likely to wound. He is as devoid of insight 
into the minds of others as into his own and at all times expresses his feelings with a childish 
lack of control. Manics change their medical attendants as quickly as their topics of 
interest. Generally speaking, the fundamental characteristics of the personality are expressed 
much more clearly in the manic state than in the depressive, and the clinical state therefore 
varies much more from case to case. The classical type, with a purely hilarious affect, is 
rather seldom seen. 

The stream of thought is more rapid than normal or is at least so experienced by the 
patient. The output of talk is incessant and shows the characteristic ‘flight of ideas , i.e- 
talk and thought are controlled less by sequence of meaning than by casual associations; 
similarity of sounds and words, rhyming, punning, and all sorts of word-play, as well as 
by associations from every sort of object in the environment, which readily engage the 
patient’s distractible attention. The superficial impression of a great range of ideas is 
fallacious ; their range is really very limited. Beneath the apparently illogical flow may be 
discovered an underlying trend of ideas, influencing the associations, as long as the manic 
excitement is not too severe. At the height of a severe manic attack, the flow of speech 
breaks dowm into a scattered sequence of single words, perhaps merely an enumeration 
of the perceptions of the moment. This is due to the disturbance of attention, w'hich is 
also shown in the flight of ideas of less severe states. 

The attention of the manic patient is intense but fleeting; it is occupied completely a 
any one moment by an object or idea, which, ho%vever, it is unable to retain for any space 
of time. In a few moments he is completely absorbed by something else. This means a 
very high distractibility. The patient is unable to keep to any topic, to finish any tas , 
even, in the more severe states, to finish a sentence; every' object in the environment is 
sooner perceived than it exerts, as it were, a forced response, which drives the patien 
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his headlong path. It is therefore impossible from the usual tests to form any judgement 
of the preservation of intelligence or memory, which, however, remains intact as can be 
shotvn in less distractible cases. 

There is no sharp boundary between the natural conceit of the manic and grandiose 
ideas which may become delusional^ but fixed delusions are very uncommon, and what is 
seen is, instead, a playful fabrication, readiness to accept any grandiose suggestion offered, or 
gasconades of self-conceit or ideas of persecution developed from the restraints imposed 
by the environment. The last is also responsible for some querulousness, which is almost 
the rule. Transient hypochondriacal complaints also occur wth some frequenc)'. 

Manic excitement in its most severe form leads to confusion, in which the typical 
symptoms of mania are obscured. Consciousness, which is clear in the less severe states 
becomes clouded, illusions and hallucinations may be observed, and the condition may 
resemble a delirium. These states are seriously debilitating and may endanger life. Sleep 
is severely disturbed in these graver psychoses, but it is also shortened in the milder forms. 
Another bodily symptom is the exhaustion which supervenes on months of hj'peractivity 
and reduced sleep. The intake of food may be seriously interfered wjth, for the manic 
may never take an uninterrupted meal, being constantly diverted to somethmg else. Body- 
teeight, which increases in the milder stages, rapidly drops, and very careful nursing is 
requited. Daily fluctuations in mood similar to those occurring in depressive states are 
seen in manic psychoses. 

The possibility that the atypical features in manic confusion or delirium are due to 
nutritional deficiencies of the same kind as those sometimes causing delirium in infective 
illness, cannot be excluded. Similar delirious states can occur in depressive illness and here 
again a specific deficiency caused by insufficient food intake should always be suspected. It 
must, however, be remembered that as mild manic attacks are so much coloured by the 
underlying personality of the patient, they frequently have atypical features. The e.xcessive 
emotional expression sometimes brings out hysterical features; and the motor excitement 
is not infrequently reminiscent of catatonia. (See Differential Diagnosis, p. 215.) 

lOTOLUTIONAL MELANCHOLIA. With increasing age the comparative frequency of 
mania drops, whereas that of depression rises. In later life emotional reactions tend to take a 
depressive form. This is true not only for normal people : where an emotional colouring 
IS added to the picture of psychoses of known aeuology, such as general paresis, arterio- 
sclerosis and senility, it is usually depressive. Even cases of typical recurrent manic- 
depressive psychosis tend to depression during the involutional period ; and at this time of 
life a depressive illness attacks many who have never suffered in any similar way before. 
Such an attack may be the only one, or it may be the first of a series of recurrent depressions 
or the first attack of a relapsing manic-depressive illness. That organic and functional 
changes associated with the climacteric or involution should precipitate such breakdowns 
can be readily understood, but exactly what endocrine or metabolic alterations are respon- 
sible is still unknown. With the increasing longevity of the general population, the depres- 
sions of later life become more frequent, and constitute perhaps one-half or one-third of 
the total of .affective psychoses. 

If we leave out of account the first depressions, in middle age, of persons of cyclothymic 
temperament, the personalities who are especially liable to involutional depression have 
called for other descriptions— -as rigid, obsessional, conscientious characters, but also as 
over-anxious, timid and sensitive types (Anderson, 2936)* A part of the affective psychoses 
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(.f llu; iim.lmion arc mulouhtcdly manic-depressive in nature. But that they are not all 
o| fhir. laud is shown hy diflerent hereditary relationships, a diflerent personality back- 
ip-ouiul, a tliircrciu pro/'nosis and difrerent response to treatment. There are symptomatic 
dillt teiu.c;t which ate only in part attributable to the influence of age on the clinical picture. 

I he p.u.uioid clemcitt is often noticcablej and family studies often show the coincidence 
of involutional depressions and schizophrenias in the same family. However Stenstedt 
(1959) was unable to confirm any gcnctical relationship to schizophrenia. He found that 
the iticidcnce of endogenous affective illnesses in the parents and sibs of involutional 
depressives, once exogenous eases had been excluded, did not differ materially from the 
correspmuling figures for manic-depressives. In an investigation (Tait et al, 1957) of 
5,} female patients first admitted between the ages of 40 and 55 years, only a minority of 
e.tscs were fouiul to manifest bizarre hypochondriasis, nihilistic delusions and great agitation 
and the incidence of such features was no greater in the endogenous cases than in the control 
subjects. Affective involutional psychoses are, therefore, a somcwhzi heterogeneous group] 
but their several kinds arc not easily distinguished clinically. 

Psychogenic causes have been searched for and found: disappointments, unfulfilled 
ambitions, the recognition of missed opportunities, threats to security, increased responsi- 
bility after a promotion for which the patient had been waiting for years, etc. — factors of 
stress, real or supposed, which, at this phase of life, can probably be detected in most 
middle-aged jmoplc. Because they frequently form the content of the patient’s complaints 
and of his delusional ideas, they have too willingly been accepted as effective causes. Their 
validity is difficult to assess, especially as their presence or absence does not seem to 
influence the prognosis (Anderson) ; and the removal of the ‘cause’ has little influence 
on the course of the attack. 

The symptoms of involutional melancholia differ to some extent from those of depressions 
occurring in youth and in the prime of life: (i) besides the profound depression, anxiety 
is a conspicuous element of the affective state; (ii) retardation is usually not prominent, 
and the anxiety is expressed by severe restlessness and agitation ; (iii) there is often a rich 
development of delusions centring in the patient’s feeling of guilt, frequently hypo- 
chondriacal and grossly bizarre. It must be stressed however that such features are not speci- 
fic for the depressions of the involutional period. Moreover, with the growing influx of 
milder cases of affective disorder into the psychiatric clinic in recent years the relative 
frequency of such features has declined. In Stenstedt’s study the Cotard symptom of bizarre 
hypochondriacal, negativistic delusions was present in only 10 per cent, of cases and w'as 
found to be without special aetiological significance. 

The 07 iset is usually insidious, with a progressive irritability and peevishness, increasing 
worry about health, business affairs, or financial circumstances, an increasing restlessness, 
and apprehensiveness. The expression becomes one of extreme misery; the patient wrings 
his hands, weeps and moans constantly, and repeats over and over in a monotonous an 
stereotyped way a phrase or phrases expressive of his misery, abasement or self-reproac 
In bed his attitude is bowed and often somewhat rigid, but there may be free use of gesture 
or restless, fumbling, picking movements of the fingers. He is not lost to his environment 
but notices it only to interpret it in the light of his preoccupations or depressive ideas. 
The cries or screams of other patients signify that they are being subjected to torture, 
for which he is somehow responsible; if another looks at him, it is a look of contempt 0^ 
pity; the vaguely heard conversation of others is on the subject of his misdeeds. His de^ 
siond ideas are legion and tend in their depressive setting to have a touch of the granaio 
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His sins are so horrid that he has destroyed the happiness of the whole world ; catastrophes 
and misfortunes that he reads of in the paper and the illnesses of the patients round him 
are all to be traced to him; to provide him with food they are being starved; nothing will 
go aright until he is destroyed; a horrible fate awaits him; he is to be tortured, and his body 
will be torn to pieces, but he will never die. Equally manifold are the hypochondriacal 
ideas: his bowels are blocked; he has not been able to defaecate for years; his intestines are 
full of filth, are rotting, have rotted away; he is empty inside, has no body at all, and every- 
thing he eats falls into empty space. This description, accurate for the days when no effective 
treatment was available, now rarely applies in all its severity. 

In spite of these absurd ideas, consciousness is clear, and there is no formal disorder 
of thought or intellectual defect in cases uncomplicated by organic changes. Nevertheless 
the refusal of food and the exhaustion due to the continual agitation may reduce the patient 
to a pitiful state. Fortunately, convulsion treatment is very effective and relieves much 
mental and physical suffering. Even so, constant and devoted nursing is required, not least 
because of the serious danger of suicide. 

In fact, many of the depressive ideas m later life are centred around death which is at 
the same time dreaded and desired. Often the demanding and egotistic demonstrativeness 
of the patient, e.xacting for relatives and nurses, is reminiscent of hysteria and may be mis- 
judged as such by laymen and doctors. If h>'sterical behaviour appears for the first time in 
hfe in a middle-aged or elderly patient, one should always think of a beginning melancholia, 
or of the appearance of an organic cerebral condition. 

MIXED AND ATYPICAL FORMS. It is possible to regard the typical case of involutional 
melancholia as a mixed psychosis with depressive affect and manic hypermotility. Somewhat 
similar pictures wth a mixture of manic and depressive elements may be seen at other times, 
especially in transitional periods, when a manic phase is followed by a depression, or vice 
versa. The clinical picture may offer great diagnostic difficulties and is often mistaken for 
schizophrenia. These mixed forms, however, are comparatively rare. One of the least un- 
common is manic stupor, m which the patient lies quiet, speechless, and inaccessible, but 
the facial expression is one of elation. Later, after recovery, the patient can report that his 
mind w'as filled with a constant turmoil of streaming ideas, which so occupied and filled his 
consciousness that he was unable to react to anything else. 

In a broad grouping of affective disorders based mainly on symptomatology as used here, 
there is always a temptation and indeed a possibility of including atypical pictures of a 
periodic course leading to recovery. As mentioned before, mild cases of depression and 

‘ . ° . . . • • , J — C ,V. - - , 


the not infrequent ‘exogenous’ admixtures arising from a nutritional or toxic condition due 
to the patient’s inadequate care of himself and the malnutrition which results from the men- 
tal state. Periodic hallucinosis, stupor, excitement and paranoid phases have been described 
by Kleist (1921) and Schroeder (1926) and these authors have suggested separating them as 
'degeneration psychosis' from the main part of manic-depressive illness. The idea of ‘de- 
generation’ originates in this context from the marked hereditary taint found in families in 
which these atypical psychoses occur. Familiar types of atypical affective psychoses have 
been observ’ed in several members of the same family ( oneiroid type*, Mayer-Gross, 1924). 
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The genetical interpretation of these findings has been discussed at the beginning of this 
section. Some of these atypical psycltoses may arise through the co-existence in one indi- 
vidual of more than one morbid predisposition. 

COURSE AND PROGNOSIS 

Although periodicity is an important character of the affective psychoses, rather less 
than one-quarter of a large series of patients had only one attack in their lives (Rennie, 
1942). In such cases the illness is nearly always depressive, often severe and of prolonged 
duration, and often determined by physical illness, e.g. the puerperium, or by overpowering 
psychological difficulties. Other persons escape with t\vo illnesses, which are then usually 
in adolescence or youth and middle age. Many patients have repeated illnesses at intervals 
of four to ten years. In this series every sort of combination can be found: depressive 
illnesses only; severe depressive illnesses followed by slight hypomanic phases, the 
existence of which can only be ascertained by specific questioning; alternating se\’ere de- 
pressive and manic phases with or without periods of normality; recurrent mania with 
or without depressive phases; ‘mixed forms’ alternating with either mania or depression; 
a single manic or depressive illness in a series of psychoses of complementarj' colouring; 
and, rarest of all, true cyclothymia alternating continuously from mania to depression. 
Ttventy-one of the last were found m 347 depressive patients observ’ed by Kirchhof (1942). 
The first attack is depressive in 70 to 80 per cent, of all cases. The average duration of a 
single attack of mania or depression is about six months, the duration usually becoming 
longer with ad\*ancing age. However, many patients give a history of previous attacks of 
short duration, not severe enough to need hospital treatment; and rare cases are obser\’ed 
which fluctuate every few days or even day by day. Generally speaking, cases with a single 
severe attack or attacks followed by long intervals of normality have a better outlook than 
those in which the symptoms are milder but the intervals shorter or in which mild symp- 
toms persist even in the times of comparative normality. In Rennie’s material (1942) of 
208 cases of pure affective disorder followed up for over thirty years, only 21 per cent 
had a single attack in life ; 79 per cent had second, 63 per cent, third attacks, and 45 per 
cent, had fourth attacks. On the whole, Rennie’s observations confirm the findings of earlier 
work on prognosis, although it would seem doubtful from his reference to the clinical 
picture of his cases, whether his material contained affective disorders alone. 

The more purely affective the symptoms the better is the prognosis of the single attack 
The presence of atypical features, e.g depersonalization, severe hypochondriasis, and para- 
noid symptoms, augur a more prolonged course but do not indicate that complete recovery 
will not occur. However, in a proportion of the patients in whom such features are very 
prominent, the illness pursues a chronic course. Patients with a continuous alternation of 
hypomanic and depressive phases may require hospital treatment only during their depres- 
sions, but many of them end their lives in mental hospitals, requiring continuous treatment 
in advanced age. Manic phases are considered by some an indication of a less hopeful 
prognosis for the life as a whole. Relapsing manics frequently require certification, whereas 
periodic depressives may be treated as ‘informal’ patients or out of mental hospitals alto- 
gether. Chronic mania also occurs, this state supervening at the end of a series of illnesses 
from which there has been recovery and providing a lasting and terminal picture of shallow 
and monotonous hilarity, querulousness and irritability. 

It is of some interest that there is evidence for some correlation between body build and 
the outcome of treatment in affective psychosis. Earlier studies by Rees (1944) demonstrated 
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liilicrcucc.-. in hotly ijuild between patients manifesting symptoms of anxiety, obsession and 
ttetit'ottc (iepression wfu) had ectomorpliic physique as distinct from manic-depressive 
!.utqectn who were found to have eurymorphic physique. More recently Hamilton and 
White ({()6o) found a correlation of -1-0.29 between pyknic build and successful outcome; 
the material consisted of 20 endogenous and 29 reactive depressives. 

I he t elation between the viotitc-dcpi'csswc aud the arteHopathic diathesis is of prognostic 
itnptrrtance. If definite signs of cerebrovascular disease arc present, w^hich is sometimes 
the. c.u;c, the prognosis is thereby made worse. Early focal neurological symptoms such as 
dysphasia, slight pyramidal signs, emotional incontinence or mild epileptiform attacks, 
the occurrence of brief bouts of clouded consciousness or an unusually fluctuating course, 
may be found if looked for, and provide the hint of an underlying cerebral arteriosclerosis. 
In these casc.s progressive intellectual deterioration may be expected. The organic mental 
and physical changes arc of course irrecoverable, but the affective symptoms will often 
subside temporarily, or a remission may be induced for a period by antidepressive drugs or 
cfmvtdsant therapy. However, treatment by physical methods in these cases should be 
dcddcii on only after careful thought. 

Progressive mental deterioration does not result from manic-depressive psychosis. 
'I’hough hospital treatment over years may lead to a narrowing of interests, social isolation, 
and extreme dependence on hospital care, secondary dementia from manic-depressive 
psychosis docs not exist. If dementia occurs, it is due to the same causes (e.g. arterial disease 
and senility) as in persons of normal constitution and differs in no way from the changes 
seen in them, except that hypomania in senility may disguise an early deterioration by 
youthful freshness of physical appearance and mental versatility. Similarly senile depres- 
sives often appear much more demented through anxiety, restlessness and retardation than 
they arc on the basis of their organic defect. Hence the often surprising improvement of all 
mental abilities after convulsion treatment. It is a common error in mental hospitals to 
mis-diagnosc as senile dementia the case of the elderly patient who has had a first attack 
after the age of sixty-five. 

The prognosis of atypical cases and especially of affective psychoses with schizophrenic 
admixture is good for the single attack. In some the periodicity with regular full remissions 
remains preserved throughout life. In others the schizophrenic component seems to gain the 
upper hand, so to speak, and a chronic schizophrenic picture, often of a paranoid kind, 
develops in later life and with it a progressive deterioration. Even so, fluctuations of mood 
jnay persist and a certain warmth of personality allowing good rapport with their environ- 
ment can be detected in these patients in spite of their delusionally distorted view of the 
w'orld. 

Patients with affective psychoses die from suicide, from cerebrovascular catastrophe, 
or from intercurrent disease. The risks of the last, however, are increased in severe depres- 
sions and manias. Starvation and hypermotility may reduce the patient to such a cachectic 
state that the expert attention of physician and nurses may with difficulty save him from 
untimely death. The death rate in depressive psychoses has been greatly diminished by 
convulsive therapy. At the Royal Edinburgh Hospital the death rate in depressive patients 
was 16 per cent, in males and 14 per cent, in females during the years 1900-39, before 
E.C.T, was available. In the years 1940-48, while it still remained as high in untreated 
patiOTts, in the patients treated by E.C.T., who were probably a prognostically less favour- 
able group, it fell to 2 per cent, or less (Karagulla, 1950; Slater, 1951). 

The course of the affective psychoses has been modified by physical treatment methods, 



AFFECTIVE DISORDERS 


219 

especially comnilsion treatment (see pp. 228, 232) in so far as the single attack of depression 
and mania can be considerably shortened. It is, however, doubtful whether this treatment 
has any influence on the frequency of attacks. Prefrontal leucotomy, on the other hand, 
has a definite effect on periodicity (Jones and McCowan, 1949) and seems sometimes to 
abolish relapses altogether. Sykes and Tredgold (1964) found that only three out of 29 
recurrent depressives had any relapse over a follow-up period of three to five years after 
orbital undercutting. 


DIAGNOSIS AND DIFFERENTIAL DIAGNOSIS 

Aflfective disorder may be the initial sign of a schizophrenic or an organic psychosis, 
e.g. general paralysis, arteriosclerosis, and cerebral tumour. In the majority of cases some 
evidence of organic involvement, in the form of memory impairment, brief bouts of cloud- 
ing or of loss of consciousness, or early personality change, will be present in addition, or 
will be elicited on careful history-taking. But occasionally the picture will be that of a pure y 
depressive or less often manic psychosis. A careful physical examination must t ere ore 
be carried out in every case, and should be repeated in the event of ^y unusua deve op- 
ment. If physical findings are negative, the diagnosis may be facilitated by a history 0} 
similar illnesses. If both manic and depressive illnesses have occurred, the ma^osis 0 
affective psychosis may be regarded as established. Further help may be obtame rom a 
family history of similar psychoses in the nearer relations and from the patient s psjc 0 
logical and somatic constitution, Nevenheless a constitutional cj’clothymic ma> a\e an 
affective psychosis precipitated by the organic process involved in general para ysis or 
onconung senility. . v v, 

Though the symptoms of an affective psychosis are easy to recognize after t ^ 
fully developed, at the time of their first appearance they may be diffuse and / 

may take the form of physical symptoms; and clinical acumen in the differentia lagiosis 
between a depressive and some form of physical illness may be necessary. Zi^ ^th 
collected in cases of depression ‘who first came to a surgeon’s or internist so ce or e 
relief of bodily ailments’ and gave a brief report of how they were grossly an univerea 
misunderstood. The exclusion of physical illness must rest entirely on negative m 
in the physical examination. Unfortunately general medicine is not always able to pmvi ® 
such a clear negative answer in cases of dyspepsia, cardiovascular disturbances, or simi ar 
'Junctional' complaints of a mild type. If they occur periodically and have an ® 

patient’s well-being exceeding by far the objective findings, affective disorder should De 
suspected as the underlying cause of the physical disability and psychiatric treatment 
instituted. 

Many depressions are mistaken for neurasthenic or anxiety reactions or some ot er 
form of psychoneurosis. If one holds the view, as many psychiatrists do, that there is no 
difference in kind, but only one of degree between neurotic reactions, including reactive 
depression, and affective disorders, one will not be in the least surprised when a case 
labelled neurasthenia develops into an agitated involutional melancholia. If, houever, as 
the authors believe, a real distinction exists demanding different practical measures in eac 
of the two alternatives, the differential diagnosis must be made with great care. It is a 
common mistake to regard the cyclothymic with mild fluctuations of mood as a neurotic. 
Even experienced psychiatrists regularly blunder in this way, with unfortunate resu ts 
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c patient wiio liA (hen suhjcctetl to time-wasting and unprofitable psychotherapy'. 
On dur other hand the growing influx' of milder forms of affective disturbance into the 
p-wOuatm: ehme m recent years creates the opposite danger. It is becoming increasingly 
fcrogno'cd that a substantial minority of patients whose illness first appears in middle 
life or old age sutler from neurotic disturbances rather than endogenous affective psy- 


chosis. 


In luildet cases features of die original personality and the psychic content supplied 
In recent or i emote emotional experiences make up so much of the clinical picture that 
the priiuaiy lowering of mood may be missed until prolonged observation has made it 


unmistakable. Care mu.si be taken not to accept unreservedly the patient’s explanations, 
that, lor instance, his nervous breakdown’ is due to his failure in business or to a dis- 


appointment in fovc, wficn the sequence of events was really the reverse. There can be 
no direct measure of the relative part played by external and constiUitional factors in the 
development of a state of depression or excitement; nevertheless it is important both from 
the prognostic and the therapeutic point of view to diagnose betiveen, for example, a con- 
stitutional recurrent depressive, a hysterical type of personality suffering from a largely 
psychogenic depression, and a comparatively normal type of personality in a state of 
depression reactive to particular external circumstances. 

Differentiation of cydoihymic and r eactive det>ress ion. the subject of lively argument 
between psyciiothcrapTsts and psychiatrists of thirty years ago (Curran, 1937) is again 
topical because reactive depressions have of late become more frequent in the psychiatrist’s 
consulting-room, since their psychological nature is recognized at an earlier stage and 
they arc sent to the specialist before more severe neurotic symptoms have appeared. 
The evidence of repeated attacks of depression may be misleading because the person- 
ality predisposed to this type of psychoneurotic reaction may show it whenever he is 
in difficulties. If family history, Constitutional make-up, and the objective data of the 
patient’s life are fully Imown and collated with the clinical picture, a decision can be 
reached in most cases, provided these factors are not merely enumerated but weighed 
with judgement and insight, and the observer does not lose his way in a thicket of unim- 
portant dctails.VThe life-history of the reactive depressive show s that all his -depressions 
have been in responfelo the stress’^” circumstance, and that a purely endogenous mood 
change is imknowm to him. The cyclothymic person on the other hand will know at once 
what is meant when enquiry is made about endogenous mood changes; and the daily 
fluctuation in mood will also be familiar to himl^T he depressive mood .o f-lhe-reaetnc 
patient is much more responsive to the immediate environment than an endogenous 
depression, and will generally be alleviated for a few hours by such distractions as the 
society of cheerfu l frien ds. -Any degree of retarda tion is most unusual in re active states, 
and insomniaTvdienlt^ccursris a dfficulty in dropping off to sleep and not, as is general!} 
the case in endogenous depressions, a tendency to wake in the early hours. 

Severe alcoholic intoxication is sometimes mistaken for a manic state. Since die manic 
at the beginning of his psychosis is often given to alcoholic over-indulgence, the distincuon 
may be impossible before the patient has returned to sobriet3-\ H^'perkinesis in childf^^ 
suffering from encephalitis epidemica may be mistaken for manic excitement. Specinc 
neurological signs may be absent, but the history usually discloses the real nature of tj^ 
illness. States of excitement in patients with toxic goitre may show every psychologic^ 


characteristic of mania or at times dosefy resemble an agitated depression. Some 


assume an 


1C UI llldilia UI tit tiiAxw — -X , , 

intrinsic connexion between thyrotoxic and affective disorders; but, besm - 
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the obvious ph5'sical signs, the subjects of thyrotoxic psychoses usually show some dimming 
of consciousness or at least a fluctuation in its clearness. 

Only when manic excitement is severe are clouding of consciousness and confusion observed. 
Generally speaking, depression and mania occur in a setting of clear consciousness. 
This serv'es to differentiate affective disorders from similar psychoses accompanying fever 
or other physical illness, from post-traumatic confusion, and from epileptic twilight states, 
in which mood changes may be prominent. 

Epileptic mood stoings occurring as equivalents can have all the characteristics of an 
endogenous depression including stiicidal tendaicy; the history of seizures and the E.E.G. 
will clear up the diagnosis. The differential diagnosis of manic-depressive from post- 
infectious depression (‘organic neurasthenia’) may also be difficult, although retardation is 
often absent in the latter, irritability may be marked and even the leading symptom. Severe 
depressive reactions not infrequently follow the administration of sulphonamides and 
vanish with their discontinuation. 

The differential diagnosis between an affective psychosis and schizophrenia is important 
and often difficult. The differentiation is simple m all cases in which schizophrenic thought- 
disorder, incongruity of affect, and a bizarre quality of the behaviour are easily recognized, 
however prominent the mood change may appear. The schizophrenic symptoms, however, 
may be much more vague. The schizophrenic may complain of increasing shalloNvness of 
affect, of a feeling of loss of sympathy, and of depression of spirits, using very similar words 
and phrases to the depressive; but the setting is different. The schizophrenic lacks the 
warmth and natural expression of the depressive. The same similarity of symptoms and 
difference of setting are seen in the schizophrenic complaint of loss of energy and will- 
power, which may closely resemble the subjective experience of retardation. The 
distinction here may be impossible, until a short and unexpected outburst of bizarre 
hyperactivity incompatible with retardation indicates schizophrenia. 

In general it may be said that the schizophrenic, in contrast to the depressive, shows a 
withdrawal from reality and a remote absorption in psychotic fantasy, a stiffness of move- 
ment, a lack of consistency in expression and emotional attitude, and the primary develop- 
ment of delusions unrelated to the affective background. On the other hand the occurrence 
of a single apparently schizophrenic symptom in an affective setting is not of great diagnostic 
significance, especially in young people. Lange (1922) collected catatonic symptoms in 
manic-depressives and found them fairly common about the age of twenty years. Cases of 
mania are seen with catatonic features, m which the outcome is no worse than in the 
classical types. Very similar hallucinations may be found m depressives and in schizo- 
phrenics The single symptom ts less important than the total picture provided by history, 
constitution, personality, and interaction of personality and symptoms. Schizophrenic 
disorders are commoner than affective psychoses when the latter are strictly defined. Many 
practitioners mistakenly believe that schizophrenic psychoses are largely irrecoverable, 
and are thereby led by an optimism out of touch with reality to regard any case 
as affective so long as affective symptoms occur. A schizophrenic psychosis, particularly 
in late life, may commence in the setting of a profound depression. The undue prominence 
of paranoid and schizophrenic symptoms, which also tend to grow more pronounced with 
each successive relapse following treatment, should give the clue to the diagnosis. The 
differential diagnosis between a schizophrenic and an affective disorder, though often very 
difficult, is extremely important not merely from the scientific but also from the severely 
practical viewpoints of therapy and prognosis. When differential diagnosis seems impossible. 
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it rn;»5’ lu; rcnictnbcrcd that combinations of tlic two psyclioscs, tliough uncommon do 
ofcnr. Such a tliagnoais should be made only when there is strong positive evidence on 
both sides, if h as a ride better to postpone judgement than to make an arbitrary diagnosis 
without sidficicnt jnsllftcation. 


lUiCcnt Statistical Enquiries into Diagnosis and Prediction of Outcome 

’rbcclassi(icafion of depression has recently been investigated with the aid of objective 
metbods of e.wunination, and the statistical techniques of principal component and 
liiscrimimnU function analysis. Many of these studies have been conducted in the course 
of pharmacological and other treatments. It has been found that following treatment with 
bbC.'r. (Robcrls, 19590; Hamilton and White, 1959; Rose, 1963 ; Carney, Roth and Garside, 
Mendels, 19650) and imipramine (Kiloh and Ball, 1961), significantly better results 
arc achieved in endogenous than reactive eases with each form of treatment. As far as pre- 
frontal Icucotomy is concerned most workers agree that there is a differential effect in the 
two main groups of depression. Most of the workers who have studied large series have 
reported better results in ‘reactive’ than in endogenous depression (Partridge, 1949; 
Pippard, 1955; Elithorn, 1959). But Sykes and Tredgold (1964) recently reported excellent 
results in ‘recurrent depressive illness’. In the studies carried out by Kiloh and his colleagues 
a discriminant function analysis of the data from 97 patients all treated with imipramine 
showed that one cluster of symptoms was correlated positively and a second cluster of symp- 
toms correlated negatively with a good response to imipramine. The first cluster 
corresponded to the clinical picture of endogenous depression while the second included 
features often regarded as characteristic of neurotic depression. In a further enquiry a 
factorial analysis was carried out on an enlarged material of 143 patients (Kiloh ei aU 
1963). Two factors were extracted. The first was a general factor for which the majority of 
the depressive features studied had positive loadings. It was shown statistically, however, 
tiiat the data were not consistent with the presence of a single depressive syndrome. 

A second bipolar factor extracted differentiated between neurotic and endogenous depres- 
sion. The clinical features significantly correlated with a diagnosis of endogenous depression 
were early-morning weakening, depression worse in the morning, qualitative change in 
affect, retardation, duration of symptoms of one year or less, age 40 years or above, depres- 
sion regarded as being of considerable depth, failure of concentration, weight loss of 7 lbs. 
or more and a history of previous attacks. The items have been cited in order of the 
magnitude of their correlation with the diagnosis. On the other hand, the following 
features correlated significantly with a diagnosis of neurotic depression; responsiveness of 
depression (to environmental change), presence of a precipitant, self-pity, variability 
of illness, hysterical features, inadequacy, initial insomnia, depression worse in the eve- 
ning, sudden onset, irritability, hypochondriasis and obsessionality. These authors 
also summarized a considerable body of observations from literature concerned with 
hereditary factors, physiological and biochemical changes, prognosis and differential 
responses to treatment, providing confirmation for the independence of reactive and endo- 
genous depression. Lopez Ibor (1962) made similar observations to those of Kiloh and his 
colleagues, eliciting a better response with imipramine in patients manifesting ‘vital sadness 
than the treated depressive group as a whole. However Fieminger and Groden 
could find no relationship between response to treatment with imipramine and the presence 
or absence of agitation, anorexia, anxiety, apathy, early awakening, hypochondriasis, 
self-reproach, and suicidal ideas among other features. 
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Cnrncy, Roth and ( ;nrside ( 1 965) investigated 129 in-patients suiTcring from depressive 
ilincr. i and treated with An analysis yielded three significant factors. The first of 

these vvan a hijxdar factor closely similar (o that extracted by Kiloh and Garside. In this 
encjuiry the outcome of the illness was investigated at 3 months and again at 6 months 
•alter (l>c completion of treatment. Rherc was a clear diflcrencc in outcome between 
the endojtennus and neairotic groups of depression. On the basis of a multiple regression 
atialysis ({roin which 13 'doubtful’ cases were excluded) the 18 best predictive features 
Were chosen and three series of weighted cocflicicnts were calculated for differential 
diagnosis between the two varieties of dcjwcssion and for the prediction of E.C.T. response 
at 3 atul 6 months respectively. The distribution of the weighted diagnostic item scores 
is sitnwn in histogram form in Fig. Tiicrc is a clearly bimodal distribution corresponding 
with the distinction between endogenous and neurotic depression. The result is similar 
to that earlier recorded by Hamilton and White (1959). Their material comprised only 
<>7 patients, however, and the distribution of factor scores did not depart from the norm 
to a significant degree. Distribution of the weighted scores for the prediction of the results 
of I'-.C.T. at 6 months after treatment is shown in Fig. 5 ; the bimodality of this distribution 
is not quite as clear cut as that for the diagnostic weights. It was found that the outcome 
of F.C.'r. could be better jwcdicted by the direet use of the weights for E.C.T. response 
than from the diagnostic weights alone. From the original 18 diagnostic and predictive 
weights simplified weights have been derived both for diagnostie purposes and for prediction 
of outcome. The table shows the ten features of greatest discriminating and predictive 
value. 'Fhe original weights have been converted to whole numbers for the sake of simplicity. 


WTHGHTS FOR DERIVING DIAGNOSTIC AND E.C.T. 
PREDICTION INDICES 


Feature 

Diagnostic 

Indices 

E.C.T. 

Indices 
Outcome at 

6 months 

3. Adequate personality . . 

+ 1 


4. No adequate psychogenesis . . 

+2 


7. Distinct quality. . 

+ 1 

+ 3 

8. Weight loss 

+2 

10. Pyknic 

+ 1 

+ 3 

1 1 . Previous episode 

4-2 

12. Early wakening 

+2 

-1 

15. Depresswe psychomotor activity 


16. Anxiety . . 

—2 

18. Nihilistic delusions 

+2 

4-2 

19. Somatic delusions 


20. Paranoid delusions 


+ 1 

25. Worse p.m 

-1 

—3 

26. Blame others . . 

-1 

27. Self-pity 


29. Hypochondriasis 


— 0 

-3 

33. Hysterical features 

35. Guilt 

+ 1 1 
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component i of 145 cases (15 in whom diagnosis was doubtful) using 58 items listed in 
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depressions {p. 198 ). It is difficult to regard the man who responds to bereavement with 
mania and to inheriting a fortune with depression as a variant of the norm. 

The differentiation of anxiety states from depressive disorders has already been dis- 
cussed (p. 97 ). There is some measure of overlap between the two broad groups but with 
the aid of modern statistical methods a satisfactory degree of separation between them, as 
also between their main subdivisions, can be achieved. In a principal component analysis 
of the clinical features of the 145 patients with anxiety states and depressive disorders 
already discussed, three significant components were isolated, all of which appeared to be 
clinically meaningful (Roth, 1968 ; Gurney and Roth, 1969 ). Figure 6 shows the distribution 
of patients’ factor scores on the first component. It will be seen that the four groups into 
which the patients were tentatively allocated (phobic anxiety-depersonalization states, 
simple anxiety states, neurotic depressions and endogenous depressions) occupy different 
parts of the distribution. The 58 clinical items used in the analysis and their loadings on this 
first component are shown in the table. With the aid of the two other components the 
overlap between the groups could be reduced to a considerable extent (see p. 98 ). When the 
distribution of patents’ scores and the loadings of clinical features with respect to the three 
main components was examined, the separate clustering of the endogenous depressive and 


ITEM WEIGHTS ON FIRST COMPONENT 
145 patients : 58 items. The number of grades used in scoring each item is indicated in 


Family history (2) +0*2861 

Poor relationship with parents (2) +0-3364 

Parental deprivation (2) +0*1281 

Over-protection (2) +0*2916 

Neurotic traits: childhood (3) +0 5204 

Phobias: childhood (3) +04724 

Poor school adjustment (2) +0-3405 

Unstable work record (2) +0-0726 

Marital disharmony (21 +0 3379 

Other domestic difficulties (2) —0 0720 

Poor social adjustment (2) +0 2624 

Sensitive: paranoid (2) +0 3491 

Anxiety traits (3) +0 5512 

Irritability of mood (2) + 0 4400 

Immaturity (2) +0 5490 

Dependence (2) +0 5166 

Obsessional traits (3) +0 1154 

Psychopathic traits (3) +0*1692 

Hysterical traits (3) +0 4675 

Anergic traits (2) +0 3460 

Personality disorder (3) +0 6303 

Prewous breakdoum (3) +0*1793 

Sudden onset (2) +0-1322 

Age of onset young (5) +0 6610 

Duration (4) —0*4565 

Psychological stress (3) +0 2829 

Physical stress (3) — 0 0278 

Tension (3) +0 1553 

Panic attacks (3) +0*5962 


parentheses. 


Situational phobias (3) +0-5959 

Other phobias (3) + 0 4032 

Depersonalization (3) +0 4611 

Derealization (3) +0-5178 

Anxiety symptoms (4) +0-4131 

^izzy’ attacks (2) +0-4602 

Temporal lobe features (3) 4.0.6436 

Attacks of unconsciousness (3) +0-4018 

Depressed mood; severity (3) —0*1839 

Persistent depression (2) — 0-4926 

Reactivity of depression (2) 4-0.3963 

Depression: ^vo^se a.m. (2) -0-4070 

Loss of interest and energy ( 2 ) —0 2068 

Affective loss (2j +0 0642 

Early awakening (2) -0*5363 

Suicidal tendencies (3) —0*1105 

Hypochondriacalideas (3) +0 1629 

Agitation (2) -0-0923 

Retardation (2) —0 4947 

Delusions (2) -0 1886 

Episodes of hypomania (2) —0*1362 

Hysterical symptoms (3) +0 4241 

Obsessional symptoms (3) 4-0.464Q 

Aggressive outbursts (3) +0 2702 

Alcoholism (2) +0 0211 

Current physical illness (3) —0 1987 

Male sex (2) -0-3896 

Neuroticism (M.P.I.)6 +0-4110 

Introversion (iM.P.I.) 6 +0*3474 
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ic anxiety f^roujis jtrovccl to clcriv'c partly from the appearance of novel features with 
nset f)f illness - -retarciation, delusions and early awakening in the former; situational 
ias, panic attacks, depersonalization and attacks of unconsciousness in the latter. This 
y demarcated 'process’-like character of the phobic eases together with the common 
,'ssive colouring cxi)lain the frequency with which a diagnosis of endogenous depression 
tde in this disorder. 


TREATMENT 

•OGENOUS DEPRESSION. The use of convulsion therapy in the affective disorders 
res a section to itself; but the possibility of treatment by this method should not blind 
dinician to the more jycneral aspects of treatment. This should, where possible, be of a 
u vativc kind. Given time, in nearly every case one can expect a spontaneous remission, 
lat drastic, and above all destructive, methods of treatment should be applied with the 
cst caution. 'Jlic first duties of the physician arc to guard his patients against the dangers 
c illness, and to provide them with relief from the worst symptoms, 
ly far the most serious danger is, in states of depression, that of suicide. Since the risk 
catest at the beginning of the illness, before retardation has paralysed the patient s 
iiy and cajnicity for taking decisions, the responsibility rests largely wdth the practi- . 
:r who sees him first. He must not only deal with the fixed ideas of biased relations 
also with deception on the part of the patient, who will dissimulate his weariness of 
If he speaks of it openly, this is often mistakenly taken as a sign that the danger is not 
-which is far from true. Even a slight suspicion of suicidal inclination should ensure 
patient’s removal to a place where he can be kept under observation night and day. 
;ss there are facilities for this at home, he should be removed to a psychiatric hospital. 
Jadays there are departments of psychological medicine in general and teaching hos- 
s where the facilities will exist for adequate observation, and security will be sufficient 
wen a seriously suicidal patient. Where such units are not available, the admission ward 
mental hospital, where the patient can go as an informal patient, is preferable by far to 
eshift arrangements in a general hospital or nursing home. There is no generally 
[icable rule forjudging the danger of suicide in an individual case, and even competen 
^rts are liable to make occasional mistakes. An unsuccessful attempt at suicide at the 
nnine of the illness, on the other hand, facilitates the subsequent management. 

[t is a common mistake to try to cheer up a depressive by sending him ^ 
•;n<T him travel or go on a holiday, and forcing social activities on him. The sam 
take is made with the hypomanic, to provide him with an oudet for his 

Rnth states however, should be treated in a quiet environment with as little dis 
-nossible ’unless of a specifically prescribed kind. If the state is at all a severe on , 
the most suitable place is a special hospital. The early depressive is often easily 
to enter the hospital as an informal patient and usually adapts himself well t 
rf At manv centres day hospitals are available, and may provide all that is needed, 
pital life- deoressives on the other hand, may suffer a social disadvantage b} 

if T 

early an patients, while some working routme can be rtiai 

re of sick suicide, admission to hospital can be postponed for a time; 

,ed, and there short-lived mood state it may be possible to avoid sick leave 

. in the case of a mild symptoms by such 

Bleep, end .he adn.inis.re.ion of an..dcpress.ve 
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drugs along the lines described below. If convulsive therapy is required, it is often available 
at a neighbouring out-patient clinic. The dangers which have to be avoided in the hypomanic 
patient are of another nature, and unless his state is very mild indeed admission to hospital 
is likely to be imperative. The risk he runs is that he will perform some ill-considered, 
tactless or unwise action which will prejudice his future. This is so difficult to predict or to 
guard against that it is by far the best thing if the patient can be persuaded to protect 
himself by going into hospital. 

In hospital the severely depressed patient, retarded or agitated, should be first treated 
in bed. This is also desirable for the manic patient, but much more difficult to carry out. 
Each should be nursed in a quiet room tvith as little outside stimulation as possible. Rela- 
tives should only be admitted if they have understanding of the case and co-operate with 
the medical staff. 

In true endogenous depression any attempt at systematic psychotherapy is contra-indica- 
ted as it often leads to a deepening of the patient’s sense of worthlessness. But it is essential 
to penetmte the barrier created by the patient’s self-torment and despair and to establish 
a warm rapport wth him — a difficult task which requires much patience and skill. Explana- 
tions about the benign and recoverable character of the illness, the manner in which it 
generates the morbid ideas expressed by the patient and reassuring objections against his 
self-accusations may appear to make no impression, but are frequently recalled with grati- 
tude by the patient after recovery. Even the speechless patient e.xpects words of comfort 
and encouragement and resents if it he is overlooked. Though apparently completely 
self-absorbed, he is sensitive to tactless handling and will only be driven into deeper 
depression if he feels he is not under sjinpathetic care. Adequate time spent in making 
contact with, and gaming the confidence of, the patient usually reaps rewards when it 
comes to persuading him to accept medication or other physical treatment. 

It is not uncommon for resentment or animosity towards some close relation or a mar- 
riage partner to surge up during a depressive attack and to give rise to strained relations 
and even to precipitate actions which may prejudice the chances of a reconciliation. Such 
antipathy has frequently died down after recovery from the illness and a seemingly ill- 
matched couple may, after successful treatment of thcsick partner, resume a long-established 
modus vivendi.lx is well to remember, therefore, that intense feelings of hostility and anger 
may be, to some extent, conditioned by the psychotic illness and, although rarely wthout 
some real foundation, they may be e.x3ggerated out of all proportion to the true state of 
affairs. The patient, as also his relations, may need to be carefully advised and guided to 
prevent them from taking precipitate actions, the effects of which may prove to be irrevoc- 
able. 

The bodily constitution of both depressive and hypomanic patients needs careful watch- 
ing, when agitation or excitement and insufficient feeding have brought it to a low level. 
Depressive patients (especially the elderly) are frequently admitted in a state of emaciation 
and exhaustion .^nd it is advisable in such cases to administer a high-potency vitamin 
preparation intramuscularly for a period as an adjunct to other physical treatments. It is 
essential to promote sleep from the beginning by adequate dosage of hypnotics such as 
sodium amylobarbitone (200-400 mg.) or butobarbitone (100-200 mg.). Where the patient 
continues to u-aken early in the morning despite adequate doses of normal hypnotics, a 
long-acting preparation, such as sodium quinalbarbitone in doses of 100 mg., may be added. 
Under no circumstances should the patient be entrusted with quantities of these substances 
adequate for a suicidal attempt and, in profoundly depressed and determined suicidal 
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jnUictUn, special care must ho taken to ensure that hypnotics administered arc, in fact, being 
takcfj and not saved up for an atlcmj)t. 

It is imimrtani for the patient to he kept occupied but care must be taken not to overtax 
his powers, tuui coercion in atiy form or degree is wholly unjustified. To obtain the best 
reradts with ocatpadoiml therapy it sliould be given with a due appreciation of the 
psychiatric state and of the patient’s talents, failings, likes and dislikes and given by someone 
skilled in its management. To.ss of spontaneity and difficulty in concentration convert 
even situpic tasks into an ordeal, and in the most severe eases all activity may reinforce the 
sense of failure and inadequacy. 

As far ns specific treatment for endogenous depression is concerned, where a swift 
cITcct is Jtceded in a profoundly depressed andsuicidalpatient, elcctroplej^^ probably remains 
the treatment of choice. But where there is no urgency or where the patient isfrail, exhausted 
or physically ill, a trial of one of the antidepressant drugs is greatly to be preferred. Many 
eases of endogenous depression can with advantage be treated at home provided satisfactory 
arrangements for careful and regular out-patient supervision can be made. Many drugs are 
recommended for use and a number of these have had their efficacy established with the aid 
of controlled therapeutic trials. Among these, perhaps the best tried preparation is imi- 
praminc (Tofranil) which is administered in initial doses of 25 mg. four times daily increas- 
ing within 7-10 days to a maximum total dosage of 150-250 mg. daily. Only in rare 
instances need the maximum dosage taken be above 200 mg. daily. The dosage should be 
maintained at this level for a period of three to four weeks, and then reduced over 10-14 


days to a maintenance dosage of 75-roo rag. daily. The precise period for which treatment 
with this and other antidepressant drugs is required remains to be determined. There 
appears to be some individual variation in the needs of different patients, but, as a general 
rule, maintenance dosage for a period of four to six months is required and in many cases 
relapse follows discontinuation of treatment even after this period. The side-effects of 
dryness in the mouth, difficulty in initiating micturition and constipation give rise to little 
difficulty in cases of endogenous depression. It is surprising how little patients with this 
disorder complain of such symptoms, despite the fact that careful enquiry will often show 
them to be present. Hypotension is also common and the blood pressure should be checked 
regularly, particularly in elderly patients. 

Among alternatives for imipramine is amitriptyline hydrochloride which has been 
shown in some controlled trials (Burt et ah, 1962; Hordern et ah, 1963; Garry and 
Leonard, 1963) to be at least the equal of imipramine in the treatment of endogenous 
depression. It is given in doses of 50 mg. three times daily reduced on maintenance to 25 
mg. three to four times daily. It is less prone to produce tension, perspiration and tremor 
than imipramine and frequently exerts something of a soporific effect which is useful m 
some cases but a disadvantage in others. Among new tricyclic compounds the secondary 
amines, desipramine, nortryptiline and protryptiline are possibly more stimulating in very 
retarded patients but tend to exacerbate anxiety. There is no convincing evidence that 
these or tertiary amines such as trimipramine are superior to amitryptiline or imipramine. 

For the present, there would appear to be little to indicate that any 07 ie type of endogenous 
depression, being specially susceptible, is particularly worthy of a preliminary trial on 
pharmacological treatment. On the whole the more closely the picture approximates to 
that of classical endogenous depression the more likely a favourable response to imipramine 
fKiloh et ah, 1962). But stuporous and persistently deluded or hallucinated patients often 
fail to respond in the authors’ experience and require E.C.T. Further clinical experience may 
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serve to define groups in terms of clinical picture, age of onset, duration and sex, which 
respond specifically to pharmacological or to electroconvulsive treatment. If there is no 
response, it is unjustified to prolong treatment with drugs for longer than three or four weeks 
and, in the more severe cases, it may have to be abandoned earlier and electroplexy 
begun. 

With beginning convalescence, the risk of suicide once more becomes serious as retarda- 
tion fades. The patient should not be discharged from hospital until there are grounds for 
regarding the recovery as stable. Useful assistance in deciding this point and in helping 
the patient to adapt himself to outside life is provided by short excursions and week-ends 
at home. Relatives often press for early discharge, even when in early convalescence the 
risk of suicide is still appreciable ; and the hospital psychiatrist may need the assistance of 
the family practitioner to induce them to take a sensible view. 

Environmental stresses play a very limited part in causing endogenous depression and 
are rarely more than precipitating factors. Resolving the difficulties in which the patient 
may have become enmeshed before his illness will not, therefore, cure him but will often 
help him once recovery begins. Moreover, a minority of patients with endogenous depres- 
sion have lifelong emotional and personality problems similar to those in patients with 
neurotic affective disturbances. Some patients harbour ambitions that are beyond their 
capacity to fulfil, others are seeking unawares ‘to have their cake and eat it’. Some patients 
are prevented from making an adequate adaptation to their difficulties by refusal to face them 
squarely ; they may be able to do so with help. Other unstable persons continue to respond to 
difficulties in interpersonal relationships in a way that previous c.\pcrience should have 
taught them was bound to fail. Psychotherapy aimed at deepening the patient’s insight into 
such problems and into the way in which he may unwittingly expose himself to undue stress 
or conflict, may help to reduce the chances of further breakdown, 

MANIA. Cases of mania or severe forms of h>jomanlc illness require admission to hospital 
as the patient’s lack of restraint and impaired judgement may jcop-irdizc his career or social 
position. The milder attacks of hypomanic illness can be treated at home under the super- 
vision of the general practitioner, but only if it is possible to ensure a wise and flexible 
supervision of the patient’s activities. An intelligent and responsible relative who is prepared 
to remain at home with the patient may meet the needs of the situation. But only a very 
small proportion of hypomanic cases can be managed in this manner. 

Most of the milder cases of mania respond fairly rapidly to phenothiazines and an initial 
intramuscular dose of 50 mg. repeated within four to six hours, and followed thereafter by 
50-100 mg doses orally at 6-hourly intervals, brings the c.\citement, overactivity and in- 
somnia under a reasonable degree of control. In cases with an extreme degree of psychomotor 
overactivity other measures will be necessary. 'Hie drug haloperidol (which is related in 
structure to gamma-amino-butyric acid) given in an intravenous injection of 3-5 mg., 
often reduces manic excitement in a dramatic manner. The dose should be repeated at 6- 
hourly interx’als until the patient’s condition is sufficiently subdued. Maintenance dosage 
consists of I or 2 mg. thrice daily, taken by mouth. Extra-pyramidal side-efTccta arc 
common and severe and may have to be counteracted with orphenadrine hydrochloride 
(Disipal), 50 mg. thrice daily. Treatment wnth haloperidol should be undertaken only in 
hospital, but maintenance treatment for a period is often necessary when the patient 
returns home. 

Drug treatment may fail to bring the excitement under sufficiently rapid control and, 
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;U'. An emergency measure, a short course of E.C.T. administered at intervals of one to 
days, accorditig to progress, may be required. The minimum number of treatments nec( 
sary to render the condition manageable should be given. 

In some patients manic excitement and irritability become chronic or relapse rapid 
follows a seemingly complete recovery. Lithium carbonate, originally introduced by Ca 
(J 9 ‘{ 9 )' ^ valuable part in the management of such chronic or relapsing cases. Tl 

drug is provided in 250 mg. tablets and an initial dosage of 750-1000 mg., in foi 
divided doses, is required for the control of symptoms. After a week or so, dosage may I 
changed to a nKiinlcnancc dose of two to three tablets daily which should be adjusted lat 
in accortlancc with the clinical improvement and side effects. This treatment should m 
he administered unless regular estimations of plasma lithium can be arranged. In some cas( 
a therapeutic effect is not achieved unless a minimum plasma level of i m/Eq. per liti 
c.'in be maintained. 'J'hc dosage may have to be raised to 1^-2 gm. daily in the initial stag< 
to bring plasma lithimrv to this level and subsequent dosage needs to be adjusted to maintai 
it at thi.s level. Toxic effects appear when the plasma lithium concentration rises above 2 m 
liq. per litre. The patient complains of some of the following symptoms: dizziness, headach* 
blurring of vision, wealmess and tremor, diarrhoea and anorexia. In the presence of an 
such complications the drug should be discontinued immediately. After a few days, dosag 
can often be resumed at a lower level. Toxic effects rarely arise on maintenance therapj 
The drug is wholly contra-indicated in patients with renal or cardiac disease. 

Hypomanics and manics without the slightest insight into their condition are not acces 
siblc to psychological treatment; but the transition from hospital to normallife may be con 
sidcrably eased by the skill of a sympathetic and understanding doctor. Convalescence i 
often difficult, and return to outside life with its distractions and irritations may precipitati 
a recurrence of the symptoms. 

Mixed states in which depression and manic features occur simultaneously or in whict 
manic and depressive attacks follow one another without normal intervals present problem! 
of the greatest difficulty for therapy. It is probably best in these cases to avoid convulsivf 
treatment as far as this is possible. It has been suggested (Schou, 1963) that imipraminc 
and its analogues as well as lithium salts act as stabilizers of mood disturbance, whether manic 
or depressive, but the evidence for this is, at present, imconvincing. A certain proportion oi 
mixed cases respond to imipramine alone. In others careful and systematic trial of a 
combination of imipramine with haloperidol or with lithium carbonate has to be under- 
talcen. Most cases are eventually brought under control but months or years may elapse 
before a satisfactory stabilization is achieved. 


Convulsive Therapy 

Convulsive therapy finds by far its most important application in the treatment of 
affective disorders and, wisely used, may transform the outlook at least for the attack. 
The mistake that is most frequently made nowadays is its excessive or too indiscriminate 
use. The authors have seen no good results from battering the patient with more than one 
fit a day for days in succession, but they have seen the most serious and lasting losses ot 
memory and amnesic patches extending over months or even years as a result of this 
treatment, which then themselves form the germ of new complaints in a cyclothymic or 

neurotic patient. Kpnpfit 

Of all the affective syndromes involutional depression is most susceptible to oenci 

from convulsive treatment. Once the diagnosis can be confidently made, the treatment 
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should be begun— that is to say, provided there are no overriding contra-indications. It is 
probably best to give the treatment twice a week for the first three or four treatments, after 
which the frequency might drop to once weekly. Others prefer to give three treatments weekly 
for two weeks and wait for the result of this course. In general the length of treatment should 
be judged by the results obtained. If no sign whatever of improvement has been obtained 
■with the first six treatments it is best to revert to Toore conservative measures for one or two 
months, after which a second attempt can be made. 

Treatment should not necessarily be continued until the last traces of depression have 
disappeared. Once he is well on the way to recovery, the depressive will often go the rest of 
the way himself. The spacing of the convulsions should be adapted to the individual patient. 
Although the convulsion is an all-or-nothing reaction, one fit exactly like the other, clinical 
discrimination should be applied to its proper timing and spacing. The amount of slow 
activity generated in the E.E.G. by a given course of E.C.T. varies markedly in different 
individuals (Roth et ah, 1957) udth an identical illness, and courses of treatment which do 
not vary in spacing or number arc therefore probably unphysiological. However it is well 
knoum that, if a course of E.C.T. is brought to an end as soon as the main symptoms have 
been relieved, relapse commonly follows. It is therefore necessary to prolong the course 
beyond this point; the final number of treatments administered being based on careful 
clinical appraisal. Thus, when the first series of six fits has initiated recovery, one to three 
carefully spaced treatments may be needed to remove the last traces of the illness, such as 
slight inertia in the morning. In the case of psychosis the numberofE.C.T.given should 
very rarely be less than three or more than ten. The appearance of mild hypomania follow- 
ing a short course of treatment in a depressive patient should be taken as a signal to stop 
the treatment. It usually disappears after a few days or a week; but if it is followed by a 
relapse into depression, some more spaced-out treatments may help the patient to gain his 
equilibrium. 

It should not be forgotten that a succession of fits, even as infrequently as once a week 
causes some impairment of memory, and therefore an attempt should be made to keep the 
number given as low as possible. In the great majority of cases the damage is transient and 
memory and retention if disturbed at all return to normal after about a month. The patients 
themselves consider the complaint negligible when compared wth their sufferings during 
the depressive illness. However, unexpected and severe memory loss may occur and we have 
seen at least one severe dysmnesic syndrome lasting t^vo months in a patient of thirty 
after a few convulsions given for a reactive depression. Sustained impairment of intellectual 
function is much more likely in the presence of cerebrovascular or other cerebral disease, 
but there is very Utile evidence that the changes produced are irreversible or that the adrnin- 
istration of E.C.T. in such cases carries an appreciable risk of producing cerebral infarction 
or damage. In other cases one has to balance the hazard of producing some quite sustained 
intellectual impairment, possibly an attack of confusion, against the benefits derived from 
bringing leVief for the depression, which in these cases carries an appreciable risk of suicide 
(see Chapter X, p- 559). Throughout the course of the convulsive treatment an eye should 
be kept open for signs of a confusion which lasts for more than the few hours immediately 
succeeding the fit, and for disturbances of memory and impairment of grasp and concentra- 

Recurrent affective disorders of a more typically manic-depressive type do not respond 
so regularly to convulsive therapy as do the involutional melancholias; but the treatment 
IS still far superior to anything known before its introduction and may considerably 
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r.hf»r u.'!i the sioglc nttnck of depression or mania, reduce the time in hospital and mitigate 
suiferinj: and distress. It is always worth trying, although not infrequently treatment fails 
to have an e/fect, or produces only a temporary improvement. This is particularly likely to 
happt'fi if trcattncnl i.s given early in tlic affective swing, while it is gathering momentum 
or is fuill at its height. Succc.ss, however, is very probable if the biological change has passed 
its zenith, and yet the patient remains stuck fa.st in a depression. Often the past history will 
give one -some idea of how long, in the individual patient, the normal length of the illness 
shoiild be. We have seen patients wlio have been allowed to go on untreated for two years, 
after an early failure with electrical treatment, but have then recovered after two or three 


treatments. One patient, who had recovered once after treatment given at the end of one 
phase, failed to respond when it was given early in the next one, and was so discouraged that 
lie took his life. This is a typical incident illustrating the danger of treating an endogenous 
depression without adequate supervision, and also of the m/e of suicide during and im- 
mcdialcly after convulsive therapy. Convulsions may remove the motor inhibition with- 
out clearing up entirely the background of unhappiness or despair — ^factors which are 
not entirely interdependent as we know from the occurrence of mixed states. On the other 
hand the number of suicidal attempts which will be encountered in patients who have once 
come under observation and control will be lessened considerably by energetic treatment. 

Electrical convulsive therapy is less effective for manic and hypomanic states than for 
depressions. Good results are obtained from time to time; a greater number oj more closely 
spaced cotwulsious is needed for a satisfactory result. On the whole, the treatment should be 
used according to the same principles as in the manic-depressive depressions, that is to say 
with caution, and with an effort to choose the most propitious time. 

The setting in which the treatment is given is of some importance. Each patient should 
be treated singly in a room by himself and not behind a screen in the ward where other 
patients anxiously observe the noises (epileptic cry and stertorous breathing) while they are 
waiting for their turn. Privacy in treatment is no less necessary with the greatly improved 
modern method of administering an intravenous anaesthetic (thiopentone sodium) and a 
muscular relaxant (suxamethonium) before giving the electrical treatment. 

The method of choice for convulsive treatment at present is the application of an alter- 
nating electric current of 70 to 120 volts for 0*4-0 -6 of a second. The technical details are 
laid down in handbooks of physical therapy (Sargant and Slater, 1963; Kalinowsky and 


Hoch, 1961). Convulsive therapy is now almost always modified by giving first an in- 
travenous injection of barbiturate and then a muscular relaxant. The anaesthetic most 
commonly used is thiopentone sodium which is given in doses 0.2-0.25 gm. in 4-5 
water. This is injected over a period of 30-35 seconds and is followed immediately by an 
injection of 30 mg. of scoline given through the same needle. It is essential to ensure that the 
patient is adequately oxygenated before electric current is passed to initiate commlsion. 
Apart from the general desirability of this, there is some reason to suppose that anoxia plays 
a part in deciding the degree of memory impairment. The occurrence of a fit is sometinies 
difficult to judge but a slight rhythmic twitching of the facial muscles and toes normally 
provides a reliable indication that the fit is in progress. It is important to administer the 
intravenous barbiturate first as the experience of progressive paralysis in the conscious stat 
is terrifying. Immediately the fit is over, oxygenation should be begun again with the aid ot < 
oressure-bag and maintained until a satisfactory red colour is achieved and spontaneou 
respiration is established. Speaking generally, the more simple apparatus with reliable timi L 
is to be preferred to complicated machines which because of their refined build are son 
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times apt to break down. The same holds true ofthe type of electrodes used; reliable contact 
can be achieved by cleansing the skin with a salt solution or a contact jelly, and that is all that 
is needed. As the current within the range of strength and time mentioned above is free from 
danger, it seems unnecessary to start with the lowest possible dose in each case because 
‘subconvulsive shocks' are often very unpleasant for the patient and apt to increase his appre- 
hension. They should be avoided as far as possible. If the patient has taken phenobarbitone 
before the beginning of the convulsive therapy, the first treatments may need a relatively 
high voltage because of the anti-epileptic effect of these drugs. Much detailed study has 
been given to modifications of the electrical impulses; wave form, pulse strength and 
duration, intervals between pulses, polarity, have all been varied; and apparatus has been 
recommended to produce some special variation, the claim being made that it reduces the 
post-convulsive confusion and the disturbance of memory. Frequent claims have, for example, 
been made for the therapeutic advantages of types of apparatus that deliver unidirec- 
tional pulses which are considered to yield superior results and to cause less marked 
memory impairment. Careful enquiries (Cronholm and Ottosson, 1 963 b) have failed to con- 
firm these claims. In a group of important studies Ottosson (i960 a,b,c) has shown that the 
depression-relieving effects of E.C.T. are due to the generation of ‘seizure activity’ and not 
(or only to a minor extent) to other effects exerted by the current. The therapeutic effect of 
grand mal seizures is similar whether the electrical stimulus was liminal or supraliminal 
although improvement tended to be somewhat more rapid when a supraliminal stimulus 
was used. Seizures modified by Iidocaine were slightly less effective than unmodified seiz- 
ures. Of particular importance was the finding that the mechanism whereby therapeutic 
results and memory defects were produced were independent of each other; the latter 
consisted of an impairment of retention and was related to the electrical energy administered. 
There would therefore appear to be some advantages, as far as memory impairment is 
concerned, in techniques that involve the passage of the smallest quantity of electrical energy 
required to generate a fit. 

If there is no adverse outside influence, depressive patients accept convulsion treatment 
tviihout dread or anxtety. Many consent willingly to further applications when they feel its 
effect on their condition, in spite of some vague, half-conscious memory of the procedure. 
We have seen many recurrent depressives return and ask for the treatment when they felt 
their oncoming attack. Conversely, gossip about it in hospital wards or out-patient clinics 
and ill-informed and exaggerated literary and journalistic descriptions can easily produce 
an atmosphere of fear infecting all patients. 

The effect produced is illustrated by a patient's spontaneous description, written three 
years after her discharge from hospital; 

‘. . . after the second treatment I could taste my food for the first time and felt I had an 
appetite. I had been so fond of sweets and after I got depressed I could not look at sweets, 
but just after the second treatment one of the ladies gave me a bit of chocolate. It tasted 
so good and I just wanted more, and I got better every day after that. 

T could not bear to hear a bird singing or hear the sound of a motor horn when I went in 
at first, but after the electrical treatment everything was different, and I certainly have 
felt no bad effects and I can concentrate on reading, sewing, wireless or listening even to 
a quarrel with my two girls and I never bother at all.’ 

Since the induction of convulsions by electricity (Cerletti and Bini, 1938) has become the 
standard method, analeptic drugs have gone out of use for this purpose. However, some 
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f'.liort('it the t<inKlc attack of depression or mania, reduce the time in hospital and mitigate 
tadTcrinp ai\(l distress. It is always worth trying, although not infrequently treatment fails 
to have an ciTect, or produces only a temporary improvement. This is particularly likely to 
Imppen if treatment is given early in the affective swing, while it is gathering momentum 
or is still at its height. Success, however, is very probable if the biological change has passed 
its '/.cnitli, and yet the patient remains stuck fast in a depression. Often the past history will 
give one some idea of how long, in the individual patient, the normal length of the illness 
should he. We have seen p.'ilicnts wlio have been allowed to go on untreated for two years, 
after an early failure with electrical treatment, but have then recovered after two or three 
treatments. One patient, who had recovered once after treatment given at the end of one 
phase, failed to respond when it was given early in the next one, and was so discouraged that 
lie took his life. Tiiis is a typical incident illustrating the danger of treating an endogenous 
depression without adequate supervision, and also of the risk of suicide during and im- 
mediately after convulsive therapy. Convulsions may remove the motor inhibition with- 
out clearing up entirely the background of unhappiness or despair — ^factors which are 
not entirely interdependent as we know from the occurrence of mixed states. On the other 
hand the number of suicidal attempts which will be encountered in patients who have once 
come under observation and control will be lessened considerably by energetic treatment. 

lilcctrical convulsive therapy is less effective for manic and hypomanic states than for 
depressions. Good results arc obtained from time to time; a greater number of more closely 
spaced convulsions is needed for a satisfactory result. On the whole, the treatment should be 
used according to the same principles as in the manic-depressive depressions, that is to say 
w'ith caution, and with an effort to choose the most propitious time. 

The setting in which the treatment is given is of some importance. Each patient should 
be treated singly in a room by himself and not behind a screen in the ward where other 
patients anxiously observe the noises (epileptic cry and stertorous breathing) while they are 
waiting for their turn. Privacy in treatment is no less necessary with the greatly improved 
modern method of administering an intravenous anaesthetic (thiopentone sodium) and a 
muscular relaxant (suxamethonium) before giving the electrical treatment. 

The method of choice for convulsive treatment at present is the application of an alter- 
nating electric current of 70 to 120 volts for o'4-o-6 of a second. The technical details are 
laid down in handbooks of physical therapy (Sargant and Slater, 1963; Kalinowsky and 
Hoch, 1961). Convulsive therapy is now almost always modified by giving first an in- 
travenous injection of barbiturate and then a muscular relaxant. The anaesthetic most 
commonly used is thiopentone sodium which is given in doses 0.2-0.25 gm. in 4-5 ml- 
water. This is injected over a period of 30-35 seconds and is followed immediately by an 
injection of 30 mg. of scoline given through the same needle. It is essential to ensure that the 
patient is adequately oxygenated before electric current is passed to initiate convulsion. 
Apart from the general desirability of this, there is some reason to suppose that anoxia plays 
a part in deciding the degree of memory impairment. The occurrence of a fit is sometimes 
difficult to judge but a slight rhythmic twitching of the facial muscles and toes normally 
provides a reliable indication that the fit is in progress. It is important to administer the 
intravenous barbiturate first as the experience of progressive paralysis in the conscious state 
is terrifying. Immediately the fit is over, oxygenation should be begun again with the aid ot a 
pressure-bag and maintained until a satisfactory red colour is achieved and spontaneous 
respiration is established. Speaking generally, the more simple apparatus with reliable timing 
is to be preferred to complicated machines which because of their refined build are som 
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times apt to break down. The same holds true of the type of electrodes used; reliable contact 
can be achieved by cleansing the skin with a salt solution or a contact jelly, and that is all that 
IS needed. As the current within the range of strength and time mentioned above is free from 
danger, it seems unnecessary to start with the lowest possible dose in each case because 
'subconvulsive shocks' are often ver>' unpleasant for the patient and apt to increase his appre- 
hension. They should be avoided as far as possible. If the patient has taken phenobarbitone 
before the beginning of the convulsive therapy, the first treatments may need a relatively 
high voltage because of the anti-epileptic effect of these drugs. Much detailed study has 
been given to modifications of the electrical impulses: wave form, pulse strength and 
duration, intervals between pulses, polarity, have all been varied; and apparatus has been 
recommended to produce some special variation, the claim being made that it reduces the 
post-convulsive confusion and the disturbance of memory. Frequent claims have, for example, 
been made for the therapeutic advantages of types of apparatus that deliver unidirec- 
tional pulses which are considered to yield superior results and to cause less marked 
memory impairment. Careful enquiries (Cronholm and Ottosson, 1963 6) have failed to con- 
firm these claims. In a group of important studies Ottosson (i960 a,b,c) has shown that the 
depression-relieving effects of E.C.T. are due to the generation of ‘seizure activity’ and not 
(or only to a minor extent) to other effects exerted by the current. The therapeutic effect of 
grand mal seizures is similar whether the electrical stimulus was liminal or supraliminal 
although improvement tended to be somewhat more rapid when a supraliminal stimulus 
was used. Seizures modified by lidocaine were slightly less effective than unmodified seiz- 
ures, Of particular importance was the finding that the mechanism whereby therapeutic 
results and memory defects were produced were independent of each other; the latter 
consisted of an impairment of retention and was related to the electrical energy administered. 
There would therefore appear to be some advantages, as far as memory impairment is 
concerned, in techniques that involve the passage of the smallest quantity of electrical energy 
required to generate a fit. 

If there is no adverse outside influence, depressive patients accept convulsion treatment 
xoithout dread or anxiety. Many consent willingly to further applications when they feel its 
effect on their condition, in spite of some vague, half-conscious memory of the procedure. 
We have seen many recurrent depressives return and ask for the treatment when they felt 
their oncoming attack. Conversely, gossip about it in hospital wards or out-patient clinics 
and ill-informed and exaggerated literary and journalistic descriptions can easily produce 
an atmosphere of fear infecting all patients. 

The effect produced is illustrated by a patient's spontaneous description, written three 
years after her discharge from hospital: 


*. . . after the second treatment I could taste my food for the first time and felt I had an 
appetite. I had been so fond of sweets and after I got depressed I could not look at sweets 
but just after the second treatment one of the ladies gave me a bit of chocolate. It tasted 
so good and I just wanted more, and I got better every day after that. 

‘I could not bear to hear a bird singingor hear the sound of a motor horn when I went in 
at first, but after the electrical treatment everything ^vas different, and I certainly hav^ 
felt no bad effects and I can concentrate on reading, sewine wirp1o«c ^ 

a quarrel with my two girls and I never bother at 5 l.* 

Since the induction of convulsions by electricity (Cerletti and Bini, ig-ig) has b 
standard method, analeptic drugs have gone out of use for this purpose Howeve^*”^ 
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liciaits ntill insist that fils produced by leptazol, the drug applied by Meduna when he 
t cstalilisiicd the treatment, have an cfTcct in certain patients refractory to electrical 
ivulsivc therapy, especially in cases of agitated melancholia. A possible explanation 
lid be that the initial feeling of dread, after the injection of the drug before the con- 
sion, has some additional influence on the patient. This initial dread is absent when 
:lriciiy is used. 'I’hc general theory, however, that fear is the curative factor in con- 
sion treatment has no foundation in fact. 

'I’hc part that Icucotomy or similar operative procedures may play in the treatment 
[lie aflcctive psychoses is not yet fully explored. There can be no doubt that it will 
en bring about the rapid cessation of a depressive illness. As the cerebral effects of 
clrical treatment arc reversible, Icucotomy should only be employed when convulsive 
rapy has failed and the outlook appears hopeless without it. Caution is especially required 
he cyclical affective psychoses, and every case should be judged on its merits. Theperson- 
y changes seen after Icucotomy often destroy those delicate emotional features which are 
greatest asset of the cyclothymic. In involutional melancholias, which have failed to 
pond to convulsive therapy, Icucotomy has given satisfactory results, and most observers 
;c found a recovery rate between 6o and 8o per cent. Here again we know at least of one 
lent who changed into a picture of persisting hypomania with reckless aggressiveness, 
its social effects much worse than the pre-operative hypochondriacal depression. A few 
cs have also been observed in which there has been a subsequent relapse, a phenomenon 
ich it is not very easy to understand. 



CHAPTER V 


SCHIZOPHRENIA 

DEFINITION 

IE t erm schizophrenia is used here for a grou p of mental illnes ses c]yra«erized bv 
Jci^ psychdogical symptoms and leading, in the majority of cases, to a disorganization 
the personality of the patient. The symptoms interfere with the patient’s tlMing, 
lotions, conation and motor behaviour, and ivith each in a characteristic way. The dis- 
ganization of personality often results in chronic invalidism and life-long hospitalization 
spite of the absence of gross physical signs or sympt oms. ^ 

Unfavourable outcome and onset m youth or ^rly manhood provided the guiding 
inciple for Kraepelin in unifying varied clinical pictures under the name of ^dementia 
aecox ’ in i8q6 . The term had faeen^rst used.bvMotelfiS bo) to designate a smaller group" 
similar kind. These were cases of what till then had been regarded as not one but many 
fferent diseases, and Kraepelin’s new concept, was opposed by most contemporary 
ychiatrists. ‘By a stroke of genius’ ( AdolLM eyer) Kraepelin assembled into the newly 
tablished disease entity the masses of what were then, and still are, chronic inmates of 


'oad clinical material, made an important attempt at establishing a primary distiirha n/»A 
immon to all cases of th e grou p. From the nature of this fundamental disturbance' he 
lined the term ‘schizo phrenia * using the plural because of uncertainty of the aetiologlraf 
lity of the group. T' ‘ ' *- — u v..,..., ...i., , 

hat wider range of ► ■ ■ 

ises without a clear , , . • ' . 

te name of schizoids. 

Numerous attempts have been made to subdivide the large group without success. In 
ter editions of his text-book Kraepelin himself singled out ‘presenile parano ia’. \Spaet- 
2^fome!-(late catatonj a) and ‘par aphrenia * as sub-groups, placing them either inside, or 
ordering on the 'dementia praecox-circle’. These subdivisions have not found as general 
1 acceptance as his main grouping, although the problems of classification of some of these 
roups are far from settled (sec p. 294). Conversely, diseases which he and others had con- 
dered separate entities, such as involutional and alcoholic paranoi a, have proved to be 
losely related to the large schizophrenic a^regate. This has resisted dissolution so far 
ad has been taken over in the psychobiological sj^tem of Adolf Meyer as the 'parergasic 
’action tvpe'. The effort by Kleist an d his pupil s to split it up again into numerous small 
atitics, with different syndromes and outcome, must appear, in the absence of any estab- 
shed pathology, as a retrograde step towards the pre-Kraepelinian confusion of the 
ineteenth century. 


*37 
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INCIDENCE 

Witli so much coiUrnvcrsy iihout the boundaries, one would hardly expect to get rcliab 
uta oi\ ihe prevalence of schizophrenia in the general population. Such estimates are, i 
vet, alTected l>y errors from a wide variety of sources. Fashions in diagnosis change froi 
me to time; in the U.S.A., for instance, there has been a greater readiness to make 
iagiiosis of schizophrenia in recent years. I’hc breadth or narrowness of concept involve 
» a diagnostic classification also varies from country to country, and in this respect th 
imcral practice diifers a good deal between North America and Europe. There are marke 
itfcrcnces in diagnostic practice between private and public mental hospitals; and in th 
>rmer there is a widespread tendency to avoid the diagnosis of a psychosis, and particular!; 
1C diagnosis of schizophrenia. 'J'hcrc arc differences between university clinics, out-patien 
linics, and regional hospitals; and, even within the group of regional hospitals, the diagnos 
c practice of one hospital may difl'er from that of its neighbours. Certain clinical syndromei 
ich as stales of deperso nalizat ion, 'schiz o-af fcctivc’ disorders and 'psycho gen ic psyc hoses ’ 
md in particular to be classified in one way by some hospitals and in another waylby others 
leverthelcss, in the case of schizophrenia, most hospitals in E urope t end to be guided bj 
Iraepclinian concepts, so that they show a gratifying degree of consistency in clinical 
oproach. On this basis, the bulk of ‘schizophrenic’ patients would be acceptable as such 
) the great majority of clinicians. Prevalence rates and expectancies calculated from clinical 
bscrvations classified by this generally agreed system of diagnosis show themselves to be 
nnparablc from country to country, and from one decade to the next. 

Variations in the incidence of schizophrenia along et hnic, cultural a nd social lines have 
.traded a great deal of attention. A number of reports (e.g. Paris and Dunham, 1939) 
lowed that schizophrenics te n d_to come from the most depressed social cl asses and fro m 
tc slum a re as of g reat cities . The same trend has been found in national figures, as for 
istancc, in Britain. However, recent work (e.g. Clausen and Kohn, 1959; Goldberg and 
lorrison, 1963) suggests that these findings are to be interpreted in the opposite sense from 
le one which first seemed plausible . The parents of schizophrenics, and the circumstances 
ito which they are born, show the same social distribution as that of the general population; 
Eat has happened is that the schizophrenic has himself drifted down the social scale, often 
5 the result of a slow process which may have antedated the onset of manifest psychosis, 
lowever, a limited contribution by adverse environmental and exogenous factors to the 
lusation of schizophrenia is not excluded by the available facts (Kay and Roth, 1961)- 
'he steep social class gradient in the prevalence of schizophrenic illness therefore desen'es 
irther enquiry both from the genetical a n d the sociological point o f view. 

There is nothing to support the view that large ethnic groups differ markedly m 
leir liability to schizophrenic illness. The notion that primitives, untouched by civilization, 
re even relatively immune has never found evidential support. As Hoch has noted (1961). 
lere is a wonderful change in the underprivileged country once psychiatric facilities are 
lade available : ‘Whereas they formerly claimed that they had no psychotic patients, their 
ulture being such that it didn’t produce schizophrenia, as soon as a hospital is built it is 
lied, and immediately they are made to build another hospital.’ On the other hand, small) 
rbreeding, partially isolated subcultures may be found to have raised or lowered expectan- 
ies of one or another psychosis. Thus the North American religious sect of Hutteritcs 
ave been found to have very little schizophrenia but rather more than their share of rnanic- 
epressive illness; while the North Swedish, geographically isolated, population investigate! 
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by Book had practically no manic-depressives, but nearly three times the usual incidence 
of schizophrenia. 

The more important estimates of the expectancy of schizophrenia for members of the 
general population in several countries, and the data provided by the Registrar General for 
England and Wales in i960 (together with some further estimates calculated from them) 
are sho^\'n in the accompanying tables. On the basis of the Registrar General’s figures one 
may calculate the expectancy of schizophrenia for males as 1.13 per cent, by the age 0^5, 
1 .23 p^ cent, byjhejge of 75 ; for females the corresponding figure s are 1.08 per cen t, and 
1^0 per cent^ These estimates, based on hospital returns for the country as a whole, are in 
good agreement, not only with Norris’s estimates using national data for 1953, but also 
with most of the estimates made for samples of out-bred populations. Arctic Sweden and 
the populations of Geneva and of Iceland differ rather sharply from the general mean. 


EXPECTANCY OF SCHIZOPHRENIA IN THE GENERAL POPULATION 


Date Author 

Re^on 

1 

Expectancy (per 

cent.) 

IVIales 

j Females 

Both 

1946 0degaard 

I Norway 

1-92 



1948 Sjogren 

1950 Stromgren 

Sweden 

' 18 investigations in Centra! and j 

— 

1 1-79 

0-S3 

Northern Europe 

— 


0-72 

1951 Fremming 

Denmark 1 

0-75 1 

1-02 

0-88 

1953 Book 

Arctic Sweden 

2-59 1 

2*75 

2'66 

1954 Larsson and Sjogren 

Sweden (Rural) ' 

1-6 ' 

1-6 

1-6 

1956 Essen-Moller 

Sweden (Rural) i 


... 

M 

1959 Norris 

U.K. (National data) 

1'07 

0-93 

Norris 

U.K. (area of 3 mental hospitals) 

0 93 

M6 


1962 Garrone 

Swtzerland 

1-9 

1 2 9 

2-4 

1964 Helgason 

Iceland j 

0*57 

: 

0-9 


ADMISSION RATE FOR SCHIZOPHRENIA IN ENGLAND 
AND WALES IN 1960 


Age 

Group 

Annual admission 
rate per million 

Sex ratio 
M/F 

Proportion (per cent.) 
of total risk survived 


M 

F 

M/F 

M 

F 

10 to 

11 

13 

0-87 

0 

0 

15 to 

247 

224 

M8 

0 

0 

20 to 

4S8 

283 

1-46 

10 

9 

25 to 

403 

350 

MS 

29 

20 

35 to 

254 

275 

0 95 

62 

47 

45 to 

119 

195 

0-58 

82 

68 

55 to 


139 

0-48 

92 

83 

65 to 

30 

84 

0-42 

98 

94 

75 plus 

23 

68 

0 38 

100 

100 
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t -^riu;ro i'i little cliircrcncc in the risk of schizophrenia for males and for females exce] 
that, in ICnplancl and Wales at least, the age of onset in women tends to fall rather later tha 
in men. 'I’hi.s results in a striking change in the sex ratio of new admissions at various age 
with a marked preponderance of males at earlier agcs_ especially between 2.1; and 31;, and a 
increasingly greater preponderance of females at ages after £5. It seems proQbd^at this is 
chararterislic of the illness which is to be found in Western countries generally; but whethc 
its causes arc to be sought for in biological or social factors is an open question. 


AETIOLOGY AND PATHOLOGY 
(i) Heredity 

'rhe gcnclical contribution to the aetiology of schizophrenia, though resting on a masi 
of well-observed and analysed data, is constantly called in question, especially by writer 
who believe that psychodynamic {actors arc prepotej at.' ^An example of recent criticism froii 
this point of view has been provided by Jackson (i960). It seems desirable, therefore, tc 
review the evidence with special reference to recent work. 


WORK ON TWINS. The biological difference between monozygotic (MZ) and dizygotic 
(DZ) pairs of twins provides the means of making the most sensitive single test of the signi- 
ficance of hereditary factors. A balanced review of the logic of this approach, and of the 
results that have been obtained in psychiatry, has been provided bv* ^Essen-M6ller -(iQ6:^). 
If there arc g enct ical factors involved in causation, then we must expect a^much greater 
degree of similarity between members of MZ pairs than between members of (same-swed) 
piZ pairs, since thc,.former are genotypic, replicas of one another^and the latter share only 
iialf of their gerietical equipment in co mmon .^his somewhat simplified statement stands 
despite the qualifications which the theorist feels called on to make, for example, regarding 
the effect of cytoplasmic inheritance, of somatic mutations, transfer of genetic material 
from one twin to another. All such phenomena are, as far as is known, sufficiently infrequent 
or of such limited extent in their effect on the total genotype, that when one is working 
with a scries of patients and using statistical methods their effect can be ignored. Their 
significance, however, has to be borne in mind in a number of rare and interesting individual 


cases. 


The principal caution, which is advanced in the way of interpreting the results of twin 
investigations along genetical lines, is that the environment of MZ pairs i s muc h inore_ 
alike for the two membei^s of the pair than it is for the two members of DZ p airs. There is 
certainly some truth in this contention, mainly because individuals of different genetical 
make-up and different predispositions will seek out different environments_for themselves, 
while MZ pairs of twins not infrequently cling together to share a life lived much in common. 
This objection however, remains of an entirely theoretical kind. It has never been shown 
that the environments of members of MZ pairs are more alike than the environments of 
DZ pairs in respect of any single feature which is known to have any connexion with mental 
illness. Until we know what to look for, we have no means of measuring the allowance we 
should make for such hypothetical environmental differences between MZ and DZ pairs. 
If we were to be ruled by this consideration we should have to abandon twin observations 
of all kinds as having no relevance to the problem of distinguishing between genetical an 
environmental contributions to aetiology. 
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The other main line of objection amounts, in effect, to the proposition that twins, 
especially MZ twins, suffer under a variety of disabilities in the development of ‘ego identity’. 
According to Jackson {i960) ‘the identity problem of the schizophrenic . . . could find no 
better nidus than in the intertwining of twin identities, in the ego fusion that in one sense 
doubles the ego (since the other is felt as part of the self) and in another halves it (since the 
self is felt as part of the other)’. As has been pointed out by Rosenthal (i960, 1963) who is 
himself a keen but discriminating critic of twin methodology, all such theories lead to an 9 


Interest has recently been aroused by reports showing a much lower degree of concord- 
ance between members of MZ pairs in respect of schizophrenia than that found by earlier 
workers. Essen-Moller (1963) reviewed the major contributions made up to that time, 
including onlj' SS paris, and showed a crude concordance, uncorrected for age, of 69 per 
cent, in the MZ pairs as against 13 per cent, in the DZ pairs. The Japanese workers Inouye 
and Kurihara (Inouye, 1961) found much the same picture, 60 per cent, concordance in the 
MZ pairs and 18 per cent, in the DZ pairs. Preconceptions were accordingly violently jarred 
when Tienari (1963) reported a large unselected series of t\vins from Finland, male pairs 
only, in which there was zero concordance in the 16 MZ schizophrenic pairs. This was 
indeed difficult to understand, though the w'ork of Kringlen (1966) and of Gottesman and 
Shields (1966) helps us to resolve this apparent contradiction. The data provided by all 
these workers are shown in the table below. 



Concordance in absolute numbers 

SS DZ 

AIZ pairs 

Essen-Moller (results of S senes 
summed) 

Inouye, Kurihara 

Tienari 

Knnglen 

Gottesman and Shields 

59/448 

2/1 J 

1/19 

13/94 

3/33 

Male Female Total 

194/280 

12/21 21/34 33/55 

0/12 0/12 

12/27 7/23 19/50 

5/13 5/11 10/24 

1 


The older material has been repeatedly criticized for being clinically unrepresentative, 


principle, the starting material having been all same-sexed twins born in Finland from 1920- 
1929. 1 lowever, even here selective factors may have influenced the results since female pairs 
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were not investigated, and only living twins were taken, by which the ascertainment of those 
wIh) In-catnc scinzophrcnic may well have been incomplete. 

It is a rctnnrkablc feature of the survey that Tic nari found no single case of affective 
payehosir.. Of the. 17 psychotic patients 14 arc diagnosed as suffering from schizophrenia, 
and one each from schizo-affectivc psychosis, ‘border-line’ schizophrenia, and reactive 
psyeliosis. However, three of the schizophrenics 608, 32, 462) had gross brain lesions and 
most p.nychialrists would unhesitatingly have diagnosed them as suffering from organic 
psychoses; in a fourth pair (74) both twins had thyrotoxicosis, and in addition the co-twin 
Iv.ul n liyperpielic brain syndrome. To make the ease material comparable with other 
stiulies it seems best to omit the more obviously organic states and, as is recorded in the 
table above, to allow zero concordance in a total of 12 pairs. 

h'oiTunalely Ticnari provides adequate ease summaries, from which it appears that his 
elinitral material docs not difler so much from that of other workers as one might have 
thought from his figures alone. There are close resemblances between the members of a 
number of his MZ pairs, and in one ease (989) most judges would consider that both brothers 
were schizojthrenic. Nevertheless, one must agree that concordance within MZ pairs is 
surprisingly low in this series. Shields (1965) has pointed out that concordance rates tend to 
he low in all the Scandinavian series, including those of Essen-Moller in Sweden and 
Kringlcn in Norway; and these studies as a group differ from those conducted in America, 
Britain, Denmark, Germany and Japan. It is possible that concordance rates might be lower 
in Norway, Sweden and Finland than elsewhere in the world; it might be that the popu- 
lation in these lands is genetically more homogeneous than in other countries, so that 
gcnctical differences behveen individuals lose in significance to the environmental 
ones. 

However the main cause for the lowering of the estimates of concordance w^hich recent 
studies have brought is probably due to the fact that recent workers have been careful to 
guard against the effects of selection in favour of severe psychoses. Gottesman and Shields 
have confirmed the suggestion made by Rosenthal that the more se vere the illness the. more, 
likely is it to prove concordant ^thin_MZ twin pmrs. In their material there was 17 per cent, 
concordance in the 12 MZ pairs in which the jmoband^ illness was a mild one, 75 per cent, 
in the 16 pairs where it was severe. The correponding figures in the DZ pairs was o per cent, 
and 22 per cent. The method of selection employed by Gottesman and Shields was the 
follow-up of an uninterrupted series of hospital in-patient and out-patient admissions, m 
which twinship was ascertained at the time of admission. An equally satisfactory or even 
better method of selection was used by Kringlen, by means of a cross check between all 
twin births recorded at a national central office and all persons registered in the National 
Register of Psychosis. The twins taken were those born 1901 to 1930, and who were there- 
fore in the 35 to 64 age group on investigation. The results are much the same in both these 
modern studies. Concordance in MZ pairs, estimated as 38 to 42 per cent., is markedly and 
significantly greater than in SS DZ pairs, 9 to 14 per cent. The twin evidence for the exist- 
ence of a genetical contribution to a large part at least of the illnesses we call schizophrenic 

remains very strong. _ . ^ 

Noteworthy contributions to twin theory have been made by Ro sen th al in a senes 0 
papers (1959, i960, 1961, 1962 a,h), especially in criticizing processes of case-selection, and in 
rebutting the idea that thejpeciaj enviro nment in which tvvins live may be an j igtiologtc^^ 
factor. He has also pointed out that in one twin series (Slater, 1953) there w'ere severa 
observations which suggested sclfizophrenia m,ight_be_broken do\yn into genetic 4 !y_ 3 B- 
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non-geneticall y determined syndromes. However, apart from the findings that severer ill- 
nesses go with higher concordance rates, similar observations have not been made in the 
later series of Kringlen and of Gottesman and Shields. 

Rosenthal has also reported the very striking case of the Genain quadruplets (1963). 
These were four monozygous girls, all of whom became schizophrenic, though with psycho- 
ses of widely different severity ; obviously in this case the genetical predisposition must have 


GENETIC HETEROGENEITY. The work of Rosenthal, and the interesting suggestion 
that within the group of schizophrenias forms may be distinguished which are respectively 
genetically and non-genetically caused, has already been referred to. In the chapter on the 
symptomatic schizophrenias, forms of schizophrenic illness are discussed, which at some 
stage in their life history are clinically indistinguishable from the nuclear group of schizo- 
phrenias, but which appear to have no specific genetical basis. The general thesis that schizo- 
phrenia covers a- variety of different conditions may therefore be accepted; but from thislt 
does not follow that the great bulk of cases, especially those in which the illness begins in 
early adult life without obvious precipitant, are not to be regarded as belonging to a uniform 
group. It may well be that the fringe psychoses represent only a small minority of all cases 
diagnosed schizophrenic, since those that have been identified are all relatively infrequent. 

A more difficult problem arises when we come to consider whether the nuclear group of 
schizophrenics is itself heterogeneous. This is constantly suggested anew, but usually with 
very little supporting evidence. However, there are observations bearing on this point. 
One of the earliest suggestions made by clinicians was that there w'as a special form of 
schizophrenia associated with mental subnormal!^ — 'PJropfschizophrenie'. Repeated inves- 
tigations of this possibility, from the earliest by Brugger in 1928 to the most recent by 
Hallgren and Sjogren (1959), conclusively negative this. The latter workers, for instance, 
found that cases in which schizophrenia was combined with low-grade defect were present 
in the population they investigated in statistical excess; but the incidence of schizophrenia 
in the sibs of defectives, and the incidence of mental defect in the sibs of schizophrenics, 
were hot raised There was in fact no suggestion of any biological link between the two 
conditions. 

An interesting attempt to break down schizophrenia into clinical-genetical subgroups 
was made by Schulz and Leonhard (i94o)._Leonhard.classified the case records of schizo- 
phrenic probands into those who were, by his criteria, *ty pica r (i.e. patients with progressively 
deteriorating disorders) and those who were ^ atypicar (e.g. suffering from recurrent phasic 
disturbances, etc.); this was done without any knowledge of the family histories, data 

which had already been collected by Schulz. It- ^ - • •• 

in the 300 sibs and the 200 parents of the pro 
than in the families of the ‘typical’ probi^s 

(7 8 per cent, to 5.5 per cent ) as in the parents (5.6 per cent, to 0.9 per cent.). The surgestion 
arises that this method of clinical analysis might be separating disorders caused by .-Tdomin- 
ant gene from those caused by a recessive one. It w’ould be quite in accordance with our 
understanding of genetics for the severe disorder to be associated with recessive inheritance 
the milder one with dominant inheritance. 
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'I'lu: view that all liic endogenous psychoses arc genetically related to one another has 
been ayr-tenvaiically advanced by Mitsuda (1957, 1962). Thus, in his view, there are inde- 
pendent schizopluenic, manic-depressive, epileptic and ‘degeneration’ psychoses, each 
overlapping with the others to some extent; and within each major psychosis there are 
partially independent sub-ilincsscs, which also overlap. Atypical schizophrenic psychoses 
wotdd have some kinship with atypical manic-depressive psychoses; and within the large 
gremp of atyiucal psychoses families with dominant and with recessive inheritance are to be 
fotind. 


IJnwcver, there seems to be no sound evidence for gcnctical kinship between manic- 
depressive illness and schizophrenia. The lack of connexion is not quite so sure in the case 
of involutional melancholia, since it seems that late schizophrenic illnesses may take a 
depressive form, and are not infrequently diagnosed as cases of affective psychosis. 

'J’he independence of schizophrenic. and manic-deprcssivejllnesses is supported by 
observations from many fields. Follow-up studies have shown that in the majority of cases, 
‘schizo-alfcclive’ disorders and illnesses of a clinically intermediate type become in the 
course of time more and more clearly schizophrenic in nature. On the genetical side, three 
groups of findings support the distinction; 

1. In the many studies which have been made of the near relatives of probands with 
endogenous psychoses, the risk of manic-depressive illness in the relatives of schizo- 
phrenics, and the risk of schizophrenia in the relatives of manic-depressives, have 
not been found to be significantly greater than in the general population. 

z. In all the large numbers of twin pairs that have now been reported, there has been 
no MZ pair in which one member showed a schizophrenic and the other a manic- 
depressive illness. 

3. The endogenous psychoses which are found in the children of parents, both of 
whom have suffered from either a manic-depressive or a schizophrenic illness, 
conform to one or the other of these types, depending on the mating from which 
the children descend. There is no tendency for the merging of one stereotype with 


Parental 

mating 

N. Type 
34 SxS 

20 M X M 
19 SxM 
23 AxS 

21 AxM 
17 AxA 

34 all 
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the other. The results which we owe to Elsasser (1952) are shown in the table above. 
It will be seen that matings between a m anic-de pressive and a scl^ophrenic produce 
manic-depressiv es an d schizophrenics ; and that matings, between parents both of 
whom have had ‘atypical*, endogenoti^psychoses show a marked tendency for tl^ 
manic-depressive and schizophrenic predispositionsjo ‘mendelize’ out in the next 
generation^ ' 

EMPIRICAL RISKS IN THE FAMILIES OF SCHIZOPHRENICS. Kallmann, 
collating his o\vn observations wth those of others, has provided the figures for the table 
below. The striking feature of this table is the sharp and steady rise in the risk of schizo- 
phrenia as ' ' ' ' ‘ * * ... 

index case, 

M Z twins ^ 

consorts.and step-sibs of schizophrenics than that of the general population, and the greater 
risk in MZ pairs for co-twins who had lived with the index case than for those who had 
been separated for the past five years or more. 


Expectation of schizophrenia (as percentage) 

General population 

09 

Relatives of schizophrenic probands 


a. Not related by blood 


Step-sibs 

1-8 

Spouses 

2-1 

b. 'Related by blood 


First cousins | 

2-6 

Nephews and nieces 

3-9 

Grandchildren 

4-3 

Half-sibs 

7-1 

Parents 

9-2 

Full sibs 

14-2 

Dizygotic co-twins 

14-5 

Dizygotic co-tivins 0/ same sex 

17-6 

Children 

16-4 

Children of two schizophrenic parents (Els^ser) 

39 2 

Monozygotic co-twins living apart 

77-6 

Monozygotic co-twins living together 

91 -S 


(Data mainly from Kallmann) 


Other obsen'ers have found risks comparable with those reported by Kallman, if some- 
what lower. The risk for sibshas been estimated by Joh.nnson (1958) as from 3 *8 to 7-6 per 
cent., Slater (1953) 5-4 per cent., Hallgren and Sjogren (1959) 57 per cent., Alanen (1963) 
7-3 per cent., Bleuler (1941) 10 o per cent., Kallmann (1938) 11*5 per cent, and Garrone 
(1962) 14*6 per cent. Attention has been drawn to tliefact that these estimates are lower tlian 
those associated with DZ nvins. However, the nature of genetical field studies is such that 
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(UH- obtain;', much iicttcr and more reliable information about twins than about sibs. Tin 
invent iftator makes a strong cflbrt to see all co-twins; but, when investigating a sibship, b 
usually has to be content with seeing one only of several sibs, so that the bulk of his infer 
malion is, hearsay. It is, therefore, very doubtful whether the DZ twins of schizophrenic; 
have any greater risk of schizophrenia than the sibs. If it could be shown that they did 
the ruuling could be plausibly related with the greater homogeneity of the environment ol 
a pair of twins than a ]>air of sibs, 

\/^i\ feat.uiic,,of the familial data which has confused many authors is that, when the parents 
td schizophrenics arc investigated, Jargcrjiumbcrs of schizophrenic.mothersJ:ha n of sc hizo- 
phrenic fathers have usually been found. Both Alanen an d Bleuler and, following them, 
jackson, have interpreted this finding in support of the view that it is psychogenic^rather 
[hatt gcuctical factors which play the predominant role in the causation_of schizophrenia, 
'■(’he very facts, which used to bo taken as a “proof” of the genetical causation of schizo- 
phrenia, arc today accepted by many researchers as demonstrating the familial tensionsja 
which schizophrenics have been exposed^ and thereby the probability ofpsych^causation’‘ 
[Hleuler, 1963). 

However, it was alw.ays dilHcult to reconcile with this interpretation the co-existent fact 
lhat all investigations have shown that the sex of a schizophrenic parent is not relevant 
Lo the fate of his children, Male schizophrenics have just as high a proportion of schizophre- 
nic children as female schizophrenics do. E ssen-Moller frobal has shown couHncingly that 
[he reason for the dilTcrcnce in the findings when one proceeds from the index case to the 
parents, and from the index case to the children is due to a difference in the selective factors 
involved. Parents arc selected for health, and to have had a schizophrenic child, must have 
reached the age attained at the time of his birth, not only without, dying but also most 
probably without having suffered from a schizophrenic breakdown.''^en_marryjaterjLan ^ 
women _and have their schizophrenic illnesses earlier in life. So it is tfetTaTtKeirme of the 
iDirth of the individual who eventually becomes a schizophrenic index case, the father has 
survived a larger part of his schizophrenic risk period than the in.other has. Reliable esti- 
aiatcs of the respective proportionate risks can be made; and if they are taken into account, 
the observed proportions of schizophrenic fathers to schizophrenic mothers fit the expected 
proportions very well.f . 

An interesting development in the clinical and psychodynamic approach to the causation 
of schizophrenia has risen from thepsychometric study of parents (McConaghy, 1959)- The 
work of Lidz and his co-workers (Lidz et al., 1957 a,b\ 1958 a,b \ Fleck et al, 1957) may be 
Instanced. Forms of thought disorder, which are regarded as of the schizophrenic kind, 
are found in a high proportion of the parents. In this sense therefore, a^high proportionpf 
the parents of schizophrenics^ are found to be schizop hre nic. Their children, the probands, 
have themselves become schizophrenic, not via genetical transmission it is thought, 

Psyc hic co ntagion. Both the reliability of these findings and their interpretations must 
await independent confirmation \«ee also p. 317). 

C/ 

MODEL GENETICAL HYPOTHESES. Reviewing the facts discussed in the preceding 
pages, we may conclude that the evidence is -very strong that the genetical copstitutiqn ofju 
individual contributes a large part of his total potentiality of becomin g sc hizophm^- 
Furthermore, the schizophrenic dispositmn appears to be. fairly specific and . does . not-Ui- 
i^olve predisposition to .other mental or bodily disorders.'^here are two main working 
hypotheses which may be used to explain the known facts and supply a foundation 
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further research: these are respectively of a polygenic and of a monogenic kind. The 
hypothesis advanced by Burchf i q64^) (i,e. that schizophrenia is an auto-im mune disorder 
resulting-On-the appearance^ a forbidden clone of cells caused by two successiv^somatic 
mutatio_ns, in indivi duals. predispdsed_by homo2ygosity_for t\vo_ recessive genes at t\y o 
independent,Ioci) will only have to be seriously considered if ad hoc research shows that 
auto-immunization is taking place in schizophrenics. 

The pnlygfni c h ypothesis in_schizpphrenia,is based on considerations advanced by 
Edwards (i960, 1963). These considerations can be put briefly as follows. No single-gene 
hypothesis, dominant, recessive or intermediate, can account for the observational data 
without the supplementary hypothesis of a reduced manifestation rate. Furthermore the 
factors which determine whe ther , in the predisposed individual^ manifestation, of Jhe 
psychosis does or doe s not occu^are generally suppqsed to be polygenic. It would therefore 
be a step in the direction of simplicity if one postulated polygenic factors only and left out 
the hypothetical single gene. It can be shown that polygenic factors are responsibleJn_a 
number of all-or-none reactions, ji typical example being the harelip-cleft palate synd rome . 
Union of the embryonic layers involved can be pushed forwards or back in time, in a quan- 
titatively variable way, as the result of quantitatively variable genetic constitution; but if 
union of these layers is delayed beyond a certain point in embryonic development, then it 
never occurs. In other cases quantitative variation may be transformed into qualitative 
differences by the passing of a threshold; biochemical thresholds, hormonal switch- 
mechanisms, mechanical events such as the bursting of an artery, may be the means by 
which a ‘normal’ individual is transformed into a case of disease. Edwards advances theoreti- 
cal reasons for expecting that in diseases which are common in the community, genetical 
predisposition is likely to make its effects felt along such pathways as these, rather than 
through the agency of specific genes. 

The hypothesis is a useful one, because precise predictions can be based upon it. 
Edwards shows that the incidence of a common disorder (a disorder is ‘common’ if more 
than one person in a thousand is subject to it) will be found in the first degree rejati ves of 
index cases in a proportion represented by \/j where s is_the frequency of the condit^n 
in the general population. If the older figuresjor the incidence of schizophrenia in the pop- 
i' ■ ' ' " ■ "* * ' "■' ! .'‘‘ le childre n 

< ■ ■ • as the ex .- 

X ' ' ' • ■ ■ ■ ■ es of schi- 

zophrenics should be 1 1 per cen t. These figures are quite close to those actually reported. 
Other lines of evidence lending support to the view advanced by Edw-ards can be cited. 
The monogenic theory, particularly \yhen dominant or intermediate inheritance is postu- 
lated, always requires some qualification in that marked variations in such characteristics 
as age of onset, degree of affective colouring, type of disease, its course, and other features, 
have to be explained by the action of polygenes. The existence of symptomatic schizophrenias 
often found in association with little or very low incidence of schizophrenic illness in 
the first-degree relatives is more difficult to accommodate within a monogenic than a poly- 
genic theory. Edwards (1963) has pointed out that when concordance within MZ pairs is 
high, say 80 per cent., and at least twice as great as concordance in DZ pairs, the presence 
of genes of high specificity may reasonably be assumed in the majority of cases. The observed 
differences between the concordances in schizophrenia are of this order; 69 per cent in 
MZ and 14 per cent, in DZ pairs. But the interpretation of such data presents some difficul- 
ties in the case of common disorders. It is often held that a polygenic hypothesis is 




■j. Theoretical expectations of incidence of schizophrenia in relatives of schizophrenics (brok^ hnes) 
rying gene frequency and varying penetrance. i=children of two schizophrenics ; 2=sibs of schizo- 
s; 3=chlldren of one schizophrenic; h— proportion of all schizophrenics who are homozygous, 
m=manifestation rate of gene in heterozygote. (After Slater, 1958.) 


istent with the presence of specific biochemical, physiological changes betn'cen schizo- 
c and normal subjects. This is not necessarily the case. Idiop athic ep ilepsyjij^”^°-^^ 
ily determined by mu lti-fac to rial inheritance . Yet in* a high proportion of oases ; 
lencephalographic changes of a highly specific kind, such as the spike and 
ex, are to be found. This suggests that when quantitative variation has been 
i a certain threshold, qualitatively distinct physiological and biochemical 
ecome manifest. 

polygenic hypothesis has been adopted by Gottesman and Shields (1967) noo > 


[en (1967) but needs more evidence. Moreover, a polygenic basis for some form? ° 
phrenia, as for example those associated with exogenous causes, is not necessan^^ 
patible with a specific genetic basis for most of the cases encountered in clin>^ 
:e. Not only is the weight of evidence in favour of a specific, genetic basis too weig ' ^ 
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to be discounted on the basis of theoretical considerations, but the monogenic theoty is 
heuristically more productive; specific biochemical, physiological and psychological differ- 
ences between schizophrenic and norma! subjects are more likely if a specific hypothesis is 
accepted. 

As our knowledge of the biochemical basis of human variation increases, so our theories 
of genetical causation are likely to pass from unifactorial to multifactorial form and hack 
again. Under the all-or-none classification, diabetic or normal quantitative variation in the 
efficiency of sugar metabolism was found, which suggested polygenic inheritance. This was 
a step forward from a primitive one-gene hypothesis. Now it has been found that, under 
the quantitative variation, there are qualitative differences between individuals in respect 
of a circulating antidnsulln. Adult di a betics a re li kely to come from _the heterozygotes 
and infantile and childhood diabetics from t he homozygotes who_carry_this bodyiin-their 
serum. On such general considerations as these, it se ems desira bl e to fit a single 
l^pothesis m the genetics of schjzophrenia if_qne^can; and then see what there is left that 
cannot be so accounted for. 

This is no place to discuss the earlier two-gene theories, and the single-gene theories 
involving simple dominance or recessivity. The only single-gene theory deserving considera- 
tion is that of an intermediate gene, such as was first postulated by Book (1953 a, 6) to 
account for the findings in the north Swedish Isolate he investigated. This ffi eory (Slater 
1958) is that all the homozygotes, carrying the hypothetical sp.ecific. schizophrenic.g^e 
become schizoph renic, while only aproportion m of ffie heterozygotcs_do; w is, in fact, the 
manifestation rate in the heterozygoie. If we write s for the frequency of schizophreni^n 
the general population, and p for the frequency in the population of the schizophrenia gftne 
then the relation holds: st^zmp+p^. Fots we can enter the best estimate we have of the 
incidence of schizophrenia in the general population, and we can then calculate what values 
p must take with every value of m from i, i.e. complete dominance, to o, i.e. complete 
recessivity. Furthermore, if we know the values of m and p, we can calculate the expected 
incidence of schizophrenia in the relatives of schizophrenics. The interrelation of these 
expectations to the gene frequency, on the assumption that s, the incidence of schizophrenia 
in the general population, is 0.8 per cent, is shown in Fig. 7. At the point marked by 
the arrow and line we have something near the best fit we can get behveen observation, in 

thesis. If we takea higher estimate of the incidence of schizophrenia in the general population 
we can still get a tolerable fit between observation and expectation, as may be seen in the 
table on p. 250. 

We may briefly note the consequences of this theory. If 0'8 per cent, is the best estimate 
of the incidence of schizophrenia in the general population, then at a gene frequency of 
0*015 have a situation not far removed from dominance. Less than 3 per cent, of all 
schizophrenics are homoz>*gotes. and about 97 per cent, of th e pop ulation are homozj^g^s 
normals and without genetical predisposition to schizophrenia. Of the heterozygotes o^ly 
26 per cent, actually become schizophrenic, so that a large part of the causative factors woi^ld 
have to be looked for elsewhere, for example in.environmental precipitants. 

One suggestion arising from Fig. 7 is worth brief mention. It will be seen that the fine 
dra\vn at points of closest correspondence between observTition and expectation lies near to 
the lowest points in the curves of incidence in first degree relatives. Such a coinciderice 
might arise as the result of the operation of natural selective forces on an evolutionary tiine 
scale. The effect is one of balancing gene frequency against manifestation rate to produce 
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/' 

i 

i 

h 

2. Sibs 

3.Ch. of 1 

l.Ch. of 2 

0-0()8 j 

0-0 15 

0-263 

0-028 

0-144 

0-143 

0-396 

0‘012 

0-030 

0-191 

0-075 

0-125 

0-118 

0-384 

0'012 

0-025 

0-233 

0-052 

0-133 

0-130 

0-393 


('I'lic frequencies per cent, may he derived from tin’s table by multiplying each figure by too.) 


hx[>ectcd ineidcnce of schizophrenia in relatives of schizophrenics, at stated incidence of schizophreni 
the general j)opiilation, and stated gene frequency. Incidences in the sibs of schizophrenics, in the chil 
of one schizophrenic parent, and the children of uvo parents, both schizophrenic, are shown. 

s ■ : incidence in general population; «» — frequency of manifestation in the heterozygote; 

It ■ - proportion of all schizophrenics who will be homozygotes; p — gene frequency. 


the lowest incidences in the relatives of schizophrenics for a given incidenee of schi 
phrenia. 

'^I’hc gcnctical model offered by this hypothesis can be fitted into the balanced pc 
morphisms, which have recently received wide attention. It is, in fact, generally suppo 
that where we find genes of common occurrence, dividing the population into genetict 
distinct strains, each of the allelomorphic forms of the gene will be associated with so 
biological advantage and disadvantage. One form of such a balanced polymorphism ad 
where the hctcrozygotc has an advantage over both types of homozygote; and it is t 
balanced state, or ‘morphism’ in the terminology of Julian Huxley, which could account 
the genetics and the epidemiology of schizophrenia. Huxley, Mayr, Osmond and Hoi 
(1964) suggest that thc^S^^gene^is too common to be in balance with its obvious disadv£ 
tages (such as the reduction of fertility of schizophrenics by 30 per cent.) without select 
advantages. Such advantages, however, can actually be found in the high resistance of schr 
phrenics to surgical and wound shock, to dangerous concentrations of insulin, and to otl 
stresses. It w'ould seem, they conclude, that th e Sc gene causes an error of metabolism a 
onejyliich may result, in a substance interfering with the normal integ r ation of 
This hypothesis is one which is fertile in ideas for further research along many lines. Ho 
ever, future progress in the genetics of schizophrenia will probably have to wait for advanc 
in other fields, such as the biochemical, which may provide us wdth the means of recognizi 
the gene-carrier. 


(2) The Schizoid Constitution 

Observant clinicians early realized that many schizophrenics had shown 
liarjtLesJ?efore the. illnep pro per beg an. Similar features were also found m the bln 
■relatives of the patients. It was difficult to say precisely what these peculiarities 'tei 
Berze (1910) mentioned certain characteristics in the patient’s parents : lack of insight in 
the illness of their-children,_shyness^and _eccentricity. Bleuler was inclined to see m the 
eccentrics ‘laten t schizophreni cs’! He insisted "that the psychosis had often 0 
quantitatively increased features of character present in relatives or in the_p.re-psych_ 

personality, of J;he_patient himselj^ 

' J/lt was Kretschmer (1936) who took up these observations and constructed a 
hensive theory o f the schizop hrenic con stimion. He coined the term schizoid and hu 
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symmetrical system parallel to the system of relations between basic affective constitution 
and affective psychoses. ^ his opinion, the psychology of the pre-psychotic, the psychoti 
and the post-psychotic (remitted) schizophrenic is identical with that of the schizoid, th 
non-psychotic blood relative of tlw patient. ‘Only if one considers all these as one and th 
same, can one arrive at a correct picture.'- 

Kretschmer’s theory of the psycfi^s and their constitutional background, of which th 
schizoid personality and the associated bodily constitution is one part, appears at firs 
acquaintance complete in itself. Its weaknesses arc especially apparent in the field o 
schizophrenia. He and his pupils have made every attempt to replace the original in^tuitiveli 
conceived concepts by more exact, experimental and quantitative methods. From the firs' 
he neglected to provide figures of the distribution in the general population, both for hi: 
psychological and physical types. Even if this were corrected and allowance made for othei 
difficulties and discrepancies of method, strong objections to some of his fundamental ideas 
would remain. The validity of identifying the S3rmptoms of a psychosis leading to personal- 
ity deterioration with certain superficially similar features in the patient before the illness 
or in his relatives has not been accepted outside Kretschmer’s o%vn school. 

On the other hand the existence of the schizoid constitution itself has been generallj 
recognized. One of the more cautious^o llowers of Kretsc hmer . 'Manfred Fl euler, includes 


belonging to one of these types prior to their psychosis, but a further 29 per cent, with less 
marked, single schizoid features. Judged on j)re:psychotiQ_histoty,^chi2ophceni£s_wcre 
twice as often schizoid as the (non-s^iizophrenic) parents of the patients, three times more 
frequently so than their siblings and over fifty times more than .the ayerage_popuIation. 
Rather similar findings were made by Slater (1953) in the families of twin propositi suffering 
from schizophrenia. The deviations of personality which were typical of schizophrenic 
families, rather than the families of cases of affective, psychopathic or organic disorder 
could be grouped into four setsof trai tshpa ranoidtrait s showing themselves m_suspicious-^ 
ness, sensiti vity, resentful . j eaIous_jind critical attitudes ; ^feccentricitje s^ such as^ed^tjc 
humourl^s, cranky and bjgoted Avaysi^ck_(ff^eJing, seen in impassive, cool, calculatTn^ 
unsympathetic, unkind and selfish personalities with little capacity for warmth and often 
naturally reserved; and finally d'tenden^ to anergia. Psychopathic personalities of other 
types were found to be no more frequent among pre-psychotic schizophrenics and among 
their relatives than in the general population (M. Bleuler, 1941a). Other observers, usin^ 
different criteria, have estimated the figure of pre-ps ychotic schizoid persons in schizophren ic 
at about 50 per c ent. 

Results somewhat at variance with those of Bleuler are described in a preliminary 
report of a study designed to investigate the relative importance of environmental and 
hereditary aspects of schizophrenia. Atkinson ct at. (1968) found a higher incidence of 
psychiatric disorder and abnormal personalities within families of schizophrenic patients 
that within control families of neurotic or acute surgical patients. The excess of total ab- 
normality — comprising psychosis, neurosis and personality disorder — reached statistically 
significant levels both in parents and among siblings. In addition, non-psychotic first degree 
relatives of schizophrenics t\ere found to achieve mean scores on tests of thought disorder 
which lay between the means for schizophrenic patients and control groups (Romney, 1967). 
(See also p. 317.) There was no evidence of bimodality in the distribution of psychological 
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iriU scores, tior ilid tlic clistribulions of nl)nonrialily in the families of 73 schizoph 
p.-Uletit!! correspond to simple Mendch’an ratios. The relatively high incidence of abno 
persorudities in the first degree relatives, over and above the small group who ha 
indttbifahly scliizo()hrcnic. illness, is of particular interest. It conforms to findings in c 
studies ami was reported, for example, by Heston (1966) among the adopted childre 
r.ciu'zophrcnic mothers. Whether tliesc abnormal personalities have any affinity cons 
tiotwlly witlt the jirovcn cases of schizophrenia or reflect the operation of generally adv 
environmental factors within the family, or whether perhaps both these influences ai 
work, deserves careful investigation. If they are indeed formes frustes.they are prefer 
to the psyciiosis. 

'/^.VliilcJiie relation of schizoid personality and schizophrenia has been established, 
still has to remember that 30 to 50 per cent, of eases show no mental abnormality bejpn 
outbreak of the schizophrenic disease. The relation of schizophrenia to one or more type 
bodily build is still under debate except for a general agreement that it is unusual in pe rs 
of tlie lyp^ical pyknic physique. If it occurs, careful reconsideration of the diagnosis se( 
advisablc^^sec Difl'erential Diagnosis, p. 320). 


J/rr 


(3) Endocrines 

The rarity of scluMphr^ia m children before puberty, its frequent.cpmmencemen1 
adolescence, tire iim'ilarity of the climcabpicture to mental immaturityl(‘hebephxenia’)> ; 
release of schizophrenia by the puerperium and a second wave of higher incidence.at theli 
of the menopause — all pointed to the endocrine system as a possible factor in aetjology. 1 
dysplastic physique observed by Kretschmer in schizophrenic subjects, although found i 
small proportion of cases only, also suggests possible endocrine anomaly as does the frequ( 
delay of sexual maturity in schizophrenics with poor development of secondary.sex.cbari 
tcristics//The earlier work in this field was reviewed by Muller (1944). more recent ya 
modern techniques of endocrine investigation have been applied to the problem.^ In t 
1 950s attention was mainly directed to the pattern of excretion of 1 7-ketosteroids a i 
indirect indices of adrenocortical activity shown by blood eosinophil and lymphocyte epun 
investigations of urinary uric acid, phosphates and electrolytes. As these measures a 
poorly correlated with adrenocortical activity, it is not surprising that some workers (Pine 
and Hoagland, 1950) observed diminished and others increased p.drenocortical jctivit: 
Utilizing the more precise measure of plasm a level of hydroxyc orticosteroids, Bl iss_gL^ 
(1955) demonstrated an interesting difference between acute and chronic ca^-ofAchiz( 
phrenia. In 27 cases of schizophrenia of recent onset, 19 were judged to be emotional 
disturbed and they had a mean plasma 17-hydroxicorticosteroid level of 22 pgfroo ml. 1 
contrast, in 8 emotionally undisturbed patients, the mean level was 13 chronic cas( 

the observed plasma levels of 14 pg/ioo ml. did not differ from the level in normal subjeci 
and the response to the administration of ACTH in schizophrenics was normal. TreatoW 
with E.C.T. led in acute cases to a transient rise ofj y-hydr oxycorticosterQid levels wine 
reached a maximum within an^hour; they returned to the previousJeYel within four hou^ 

The degree of change showed no correlation with the therapeutic effect of E.CT. y 
^Michael and Gibbons point out (1963)^ correlations of increased adrenocortical 
appear, as in the case of states of depression and anxiety, to be with the disturbance of atte 
rather than the schizophrenic illness as such. . 

Recent enquiries into thyroid function in schizophre nia have yielded uncertain resu 
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Lingjaerde et al. (i960) reported,a mean uptake of 39 per cent, in 27 schizophrenics j thi 
was not significantly different from the results in other diagnostic groups. On the othe 
hand, 'Stevens and Dunn (1958) reported low nor mal radio-iodine u ptake in 28 cases 
Utilizing a more elegant index of thyroid function, the It yalue, which is based on the initia 
rate of uptake of radio-iodine by the thyroid and the actual uptake 3^24 hours, "lleiss and hi; 
colleagues (Batt et al., 1957) found that, in two-thirds of the patients with schizophrenia 
the results were within normal limits. However, among schizophrenic men 19 per cent 
had decreased and 15 per cent, increased thyroid activity; in women the figures were 14 and 
21 per cent, respectively. Stoll and Brack (1957) obtained similar results in chronic schizo- 
phrenics, but found neither a relationship between clinical improvement and change ir 
thyroid activity nor any impressive changes in clinical state when attempts w'ere made tc 
rectify thyroid activity with the aid of thyroid hormone or antithyroid medication.' ^Ve see, 
therefore, that there is very little evidence that endocrine disturbance plays any significant 
part in the aetiology of schizophrenic illness. The fact that sufferers from myxoedema, 
hyper- or hypothyroidism, Addison’s and Cushing’s disease and acromegaly_be^~no 
resemblance to schizophrenics^ — although combinations of these with schizophrenia have 
been observed in rare cases— also speaks against an endocrine ae tiology. Marked tolerant 
for thyroid extract has been reported in the past among long-standing schizophrenics as 
compared with normal subjects, but these observations need to be repeated with the aid 
of more modern and better-controlled techniques.'^'nierapeutic administration of a wide 
range of endocrine preparations has been tried in schizophrenics without success. 

Investigations on a large scale have been carried out byManfred Bleuler and his collabor- 
ators (1954), With the aim of elucidating the pathology of schizophrenia by studying the 
endocrine anomalies sometimes found in combination with it. A number of families showing 
such combinations were collected and their hereditary relations were analysed. Valuable 
documeijlary material was thus accumulated, but almost no light was thrown on the central 
problem.'fn most cases the endocrinological abnormality seems to have been a mere coinci- 
dence, although it might have had some effect on the clinical course of the psychosis. 
Women, for instance, with signs of virilism or an endocrine obesity tended to have a poor 
outlook, schizophrenia in their cases leading to severe deterioratimu The failure of this 
large-scale research project to yield the expected result is not to beTaid entirely at the door 
of psychiatry. Techniques of endocrinological investigation are not sufficiently advanced to 
measure and interpret the minor abnormalities with which the psychiatrist is so often faced. 


(4) Biochemical and Physiological Aspects 

I . EARLIER STUDIES. Clini cians and research workers vary in their views of the essen- 
tial nature of the schizophrenic process and of the breadth of variability to be allowed to 
its clinical manifestations. To this may be attributed the varying results of investigations 
into its metabolism. In one of the earlier editions of his book, Kraepelin classified dementia 
praecox as a metabolic disease; and many clinicians have pointed to the pale, unhealthy 
appearance, the cyanosed extremities, lack of appetite and loss of weight of the patients, who 
in fact rarely sho w robust p hysical health . In an illness that may last a life-time or whose acute 
attacks Tast for at least several months, the patient’s inactivity or hyper-activity may influence 
his metabolism and any variation may well be the result of the illness and not its cause. If, 
as many believe, schizophrenia is an aggregate comprising different diseases sho\ving iden- 
tical psychological symptoms, discrepanLfindings are wh.nt one would expect. I 
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’cnuVlcut invc;;{)Rati()ns l)y ihc Worcester 


group of workers under Hoskins resulted in £ 


large nnmiu'r of single findings, hut none with actiological significance: the schizophrenk 
is less that\ normally responsive not only to thyroid and oxidative stimulant, butilsp tc 
insulin and adrenaline, to moist heat, to cold, and to strong emotions. He has a low blood 
pressure, his heart rate and circulation tim e arc slow. His circulation adapts poorly to 
physical ellort. In the same way vestibular function, as measured by the number of nystag- 
mus heats after caloric or rotatory^ stimulation, are'bclow par in adaptation ; and his^postural 
steadiness is impaired if assessed in sway experiments. The same workers found an inability 


to maintain dilTcrcntial levels under stress as shown in the difference between oral and rectal 


letnperaturcs or between systolic and diastolic blood pressures. Hoskins (1946) who at one 
lime suggc.sted that these findings might be explained as signs of physiological ‘wi th 
tirau'itV from the ordinary environment corresponding to the mentah withdrawal, of .the 


schizophrenic, later speaks in more general terms of ‘numerous Rejects of adaptive 
rffidrncyyy. 

f^'^Thc methods used in these and many similar studies of schizophrenic metabolism seem 
unsatisfactory because the single data have been collected from a large number of patients 
exhibiting all the variegated clinical states occurring in schizophrenia. Even the most 
careful slalistical^analysis cannot overcome the probable lack of homogeneity of the basic 
clinical matcri^ Gjessing (1947) avoided this difficulty by his method of serial studies 
continued for years on a few patients^^jyho, because of the periodicity of their illness, could 
serve as their controls. He chose^eriodic catatonia, a comparatively rare form, account- 
ing for only 2 per cent, of all cases of schizophrenia, and recorded carefully over years the 
physiological and psychological changes. By registering intake and output, movements, 
circulation, blood picture and all autonomic signs in the psychotic phase as well as in the 
free interval, he lonnd phasic variations in the total nitrogen balance associated with the 
periodic mental changes. Catatonic stupor as well as catatonic excitement were accompanied 
Ijy nitrogen retention, or compensatory excretion of nitrogen after retention in the .free 
interval. Simultaneous changes in autonomic function he referred to an abnormal storage 
of nitrogen and its supposed toxic effect. This hypothesis was supported by the effect of 
thyroxin in his cases. Combined with a low-protein diet, it apparently catabolized the ex- 
cessive nitrogen thus abolishing the periodic psychosis (see section on therapy). In more 
recent work undertaken in collaboration with his son, L. Gjessing (1961), the length of the 
interval between attacks was manipulated by v^ing intake of protein and by controlling 
BMR by the administration of thyroxine. The reducec^rotein intake tended, to ..prolo^ 
.intervals between the attacks^ He also suggested that the. autonomi c changes ass oc i ated vntn 


catatonic states have a diencephali c origi n.,^ . 

In studies by Crammer (1957, 1959) onperiodic psychoses both schizophrenic and affec- 
tive, the focus of interest was on changes in body-w eight , whichwerefound to depend onwater 

metabolism. However it was not possible to form a hypothesis to explain the periodicity- 
Gjessing’s work has been confirmed by workers in Britain, Scandinaria and Germany, 
e.g. by Greving (1941). The latter also described together with Jahn (1936) certain chimg?.® 
in the formation of red blood cells wHch they referred to a hypothetical, histamine-f iktysu_ 
Stance, to ivhich the somatic symptoms of schi.zpphrenia could be attributed. 


2. RECENT BIOCHEMICAL THEQRIES. ^he toxic metabolite TH goRY-'The wen 
that substances such as Mescaline a nd bulbocapnine bear a chemical resemblarme m ^ 
toxin responsible for schizophrenia ismot altogether new, but was revived by Hotter e 



the first oxidation product of the latter, has an indole nucleus. Early cJaims that a^eno- 
chrome was psychotomimetic__proved to have little foundation. Adrenolutin^ anothe r 
derivative pfjidxenaline, has been claimed toj>roduM thought_disorder resembling that 
found in schizophrenic subjects (Hoffer, 1957). However, serious doubt has been cast on 
the adrenochrome an d ad renplutin theories by the studies of Axelrod which have defined 
the main pathways for the metabolism of epinephrine and norepinephnne. These involve 
0 -methylation to metanephrine or normetanephrine. The findings have been confirmed 
in man (La Cross, Axelrod and Kety, 1958) and the enzyme concer ned with t he 0 _-methyIa- 
tion of catecholamines, catechohO-methyl transferase, has also been identified. Ninety per 
cent, of the end-products of these processes have been indentified Jn human urine, 53 per 
cent., as metanephrine and its conjugates_(La Brosse, Axelrod and Kety, 1958) and 30 
per cen"t. as vanilmandelic.acid (Kirshner, Goodall and Rosen, 1958). ^ 

•^The substances adrenochrome and adrenolutin were not found as break-down products 
in these enquiries. It is possible that breakdown of adrenaline in schizophrenics proceeds 
along different paths, but this has been rendered improbable by studies (Pollin, Cardon 
and Kety, 1961) in which 12 schizophrenic and 12 control subjects were given intravenous 
adrenaline and their responses compared. Although there were some minor differences in 
behaviour in the two groups, assay of the tritium labelled metabolites in the urine showed 
that practically none of the adrenaline administered could have been metabolized via 
adrenochrome oc its derivatives in either schizophrenics or normals. 

'it' More recently Hoffer and Osmond (1962) have described an unidentified substance in the 
urine of schizophrenics which takes on a mauye colour on the plate paper chromatogram. 
The phenomenon is not, however, confined to schizophrenics, having also been observed by 
these workers in children with mental retardation. The authors have named this condition 
*m alvaria* . 

Observations in this field took a dramatic turn with a publication by Heath and his 
colleagues (1957, 1958) of their observations that the injection of.the serum_of_ schizo- 
phrenic patients produced catatonic and other schizophrenic symptoms in monkeys and 
man. They identified the active substance as an en^me similar to a copper-containmg 
enzyme, ceruloplasmin, and claimed that it can be fractionated from the serum of the sc hizo- 

phrenic ’ ■ * T' ’ ’ ’ • * ■ . ^ 

believes . ■ ' • ■ ' 

than by ' ^ ^ , ■ 

results and the claims made by the Tulane wxirkers cannot be regarded as confirmed 

(Bond, 1958; Kety 1958; Robins 1957; Siegal et a \ , 1959). 

V, Although there is a little evidence to suggest a specific schizophrenic toxin, observations 
continue to be reported to suggest that the body fluids of the schizophrenic contain_a_sub- 
stance, as yet unidentified, which exerts toxic or lethal effects when injected into_animaIs, 
Thus Sjovall (1947) repeated some earlier experiments by Weichbrodt on the toxic 
effects of schizophrenic serum in a series of carefully controlled experiments which show that 
schizophrenic serum is more often and more rapidly lethal than that of normalsr^fn studies 
carried out by Wada and Gibson (1959) on extracts prepared by McGeer, Brown and 
McGeer (1957) of the aromatic constituents of normal and schizophrenic urine, behavioural 
changes were confined to animals injected intra-cisternally or intra-ventricularly with 



cxiructr. ohtu’uu-d froin schizophrenics; they included behavioural changes such as intense 
rage atul automat isin in cats and catalcptiform episodes in monkeys. Plasma from schizo- 
phreuies lias also been shown to produce impairment of new learning capacity in the rat and 
alniormalitics in the web-spinning behaviour of spiders. 

A study by Smith and Sines (i960) claims to have demonstrated_an odour peculiar 
to the sweat of a proportion of schizophrenic patients. These workers collected speci- 
mens of sweat from sciiizophrcnics and from control subjects with organic psychoses under 
ttasiiment in tlie same ward who did not have the odour. It was claimed that rats could be 
trained to tlilferentiatc to a significant degree between the sweat collected from tire tv'o 
groups. That some of these foxic cfTccls arc likely to be non-specific and secondary is sugges- 
ted !)}• tile studies of Rodnight and Aves (1958) who investigated a number of previous 
reports tlial the urine of psychotic patients often contained abnormaljndoles. They showed i 
that tlic level of such substances in depressives bore no relation to their clinical state and 
could be reduced by administration of antibiotics. They concluded that the indoles were 
probably of intestinal origin, the sluggish peristalsis of these patients being responsible, 
in subsequent studies they suggested explanations along similar lines for the occ asiona l, 
finding of c.xccssivc indolcacctic acid or 5HIAA in thejjrine o£]^ychotic^ subjects. 

recent "discovery by FriedholT and van Winkle (1962) of a substance they identified 
as 3,4-dimeth^yphcnyl-cthylanii.nc. (DMPE) in the urine of 15 out of 19 schizophrenic 
patients has revived interest in the hypothesis originally advanced by Osmond and Smythies 
and Harley-Mason (1952) that abnormal_jnethylatipn of catecholamin es m ight,.b e of 
actiological importance for schizophrenic illness. The results obtained by other rvorkers 
have been variable. Takes ada et al. (1963) found DMPE in 70 out of 78 schizophrenic 
patients but the same result was obtained in 50 per cent, of neurotic subjects and normal 
controls. The most striking results have been recorded by Bourdillon et al (1965) who found 
a substance vvhich yielded a pink colour on chromatographic analysis in the urine of 46 out 
of 73 schizophrenic patients but none in 16 non-schizophrenic subjects. Moreover, in sub- 
jects who manifested Kurt Schneider’s first-rank symptoms and were regarded as free from 
paranoid delusions, 80 per cent, excreted a substance which yielded a ‘pink spot’ in contrast 
to patients who were Schneider-negative and show^ed paranoid features of whom only 15 
per cent, excreted the substance. The biochemical and clinical enquiries were conducted 
independently. The authors used the term ‘pink spot’ as they felt that further enquuy 
would be needed to establish the precise identity of the biochemical substance concerned, 
.^here are numerous sources of artifact in biochemical investigations of schizophrenics as 
,Kety (1959) has pointed out. Recent observations (Keuhl et al., 1966) have shown thatji^ 
schizophrenics are unlikely to have any special tendency to excrete DMPE, and that large 
doses of this substance are without significant effects in hum ans^ Hollister and Friedhoii, 
1966). 


THE NEUR O-HUMQURAL DiSEQUiLiBR njjyLXHEOBY. A suggestion was independently made ^ } 

Woolley^ md Shaw (igs^a) and Gaddum (1953) that_schizqplmenia mighTfesuh 
disorder of serotonin_metabolism. This hypothesis w-as prompted’by the fact thatLS^^| 
which has^arked hallucinogenic effects, also possesses strong an tise rotonmj^-Pgflk^; 
was suggested that these might give rise to a replacement of serotonin in the appmpna^^ 
receptors by LSD (in virtue of the similarity of the two substances) thus giving rise 
serotonin deficiency or competition between LSD and serotonin for the enzyrne mqnoaim^^ 
oxidase which could lead to an accumulation of serotonin in the brain. By analogy, 
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unknown biochemical cause of schizophrenia might act in a similar way as an antagonist ( 
serotonin. However, schizophrenics have not been found to have any anomaly of serotonl 
metabolism (Kopin, 1959) nor do all serotonin antagonists appear to have hallucinogen! 
properties. 

Alth ough the enquiries of the past ten to fifteen years began w’ith high hopes, they ha\ 
failed to identify the biochemical causes or correlates of schizophrenia in a conviiicin 
imanner and Kety (1959) in a critical review of the biochemical aspects of schizophreni: 
has cautioned against optimism that spedfic biochemical defects are likely to be identifie 
in the near future. Yet these enquiries have made important contributions to basic knowledg 
in neurochemistry and neuropharmacology and these may ultimately aid the search for th 
causes of schizophrenic illnesses. 


(5) Central Nervous System 

'“^^any workers in search of a somatic causation of schizophrenia end up with th^ 
e ncephal on, the regulating centre of both metab olism and e ndocrin es. There are, in 
some phj’sical symptoms which can be related to the a utonomic nervous sy stem, such a 
an increased tolerance to insulin, deviations in shape and size of cutaneous capillaries 
vago-insulm predominance as described by Gellhorn (1943). This writer speaks of ; 
slackness of central autonomic function in schizophrenia and explains the results of physica 
therapies such as com-ulsion a nd i nsulin treatment jheir stimulating effe ct on the h^ o 
thalanius.^leep disturbances in schizophrenics have been related to the.d4ncephalic. $Iee ^ 
centre, and Gjessing refers to the diencephalic regioi^ from which the periodic mental anc 
physical changes in his patients are regulated. ^ 

^^Encephalitis lethar gica produces hyperkinetic and akineti c sign s sometimes reminiscen 
of catatonic motor behaviour. During the epidemics after the First World War the simil^riti 
was frequently commented on and m a few cases the development of a schizophreniforrr 
psychosis has been seen after encephalitis lethargica. But m the very large number of ceases 
the mental state of the sufferer remained entirely unaffected or sho%ved mild organic diatur- 


of the cortical cells, of the glia and the capillaries, have been described and various 
authors have pointed to this or that finding as characteristic of schizophrenia. There 
doubt that.histopathological examination reveals certain changes in the brain of schizo- 
phre niesj but they are so uncharacte risti c and m many cases_so mimitejthat their inter^fe. 
tation is very difficult. Some, like the swelling of oligodendroglia, are found in many ot hpr 
forms of mental illness. Others may be due to terminal disease or to post-mortem chan^. 
They certainly cannot be clearly distinguished from the latter. Findings in biopsy matei-jal 
recovered during leucotomy operations, are regarded by critical observers as artifacts due to 
the process of fixation (Wolf and Cowen, 1952). 

Recent years have seen a new Avave of interest in the neuropathology of schizophrenia. 
Af a discussion on the histopathology of schizophrenia at the International Congress of 
Neuropathology in 1952, the Vogts (1952) reaffirmed their belief in the occurrence of fi^tty. 
degeneration of nerve cells and Schu'underkrmkung in the brain of schizo phren ics. Control 
material was used in these enquiries although the observations were not fully reported. 
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U w.in elitimccl (hat certain arcasjncluding the prefrontal, jintcrior cingula and the.tl 
cofivrilntion of tlic temporal iohes, as also the corpus striatuni and the anterior anime 
nuclei of the thalamus, were consistently involved while the hypothalamus was free 
dcrmitc change. A mnnher of workers rcpmicd gross pathological changes in subjects ^ 
had in life shown schizophrenic symptoms.^JhiicJscJi (1952) described gross damage du 
tlieiimatic occhisivc end arteritis (frequently with rlieumatic heart disease) in 9 of 
'schizophrenic’ subjects. Considered in isolation these and other observations reported at 
C’ongrcs.s afqicared to have little significance; when they are related to recent work on 
symptomatic schizophrenias undertaken in a more modern spirit, a clearer perspect 
cmcrge.s. 'J'hcrc can be no doubt, as will be further indicated in the section on symptom; 
schizophrenia (p. 299), that cerebral lesions arc associated under certain conditions, w 
psychiatric disorders diflicult to difi'erentiate from schizophrenic illness. In tlie schi 
phrenia-like psychoses of chronic epileptics, a focal lesion is found in one or both tempo 
lobes in a high proportion of instances (Slater ci al, 1963). The findings could not 
explained in terms of J^ortuitous, association of cerebral disease with a latent predispositi 
tt) schizophrenia. Of particular interest was the long interval, 14 years, in the case of epilpp 
that separated the commencement of cerebral disease from the onset of a psychosis, pavis 
(1966) has shown that schizophrenia and cerebral disease are associated more often tfian c 
be explained by chance and that the djgnce phal on and brain ste,m_are the commonest sii 
of the lesion. 


V' J. 

NEUROPi 1 YSijQLOGY .' A number of anomalies have been described in the E.E.G. of schiz 

phrcnics but hardly any of those reported on the strength of qualitative observations ha 

stood the test of time. More recently Heath, making use of in-dwelling electrodes, has r 

ported difl'ercnccs between schizophrenics and non-schizophrenic subjects (Heath, 196: 

and b). He describes_spildng and slow-yv[aye_activi^ from the h ippoc am pus con finetL 

psychotic episodes _and _subsi 3 ing.during^period^oJ remission- In schizophrenics the- abno 

jnal discharges are more marked in the, septal region than in the hippocampus^r d 

^amygdala,, whereas i n pa tients_j\vith epUepsy the converse is trm^ These findings awa 

independent confirmation; artifacts are difficult to exclude with the techniques employe' 

Quantitative analysis of the E.E.G. of chronic schizophrenics has recently suggested th: 

it may be characterized by a lower mean energy content and less variability than that c 

normal controls, in that drug-induced changes in the clinical status of these patients ma 

be accompanied by corresponding E.E.G. changes "^(Goldstein et al., 1963; Sugerma 

et al., 1964). Investigating the palmar skin potentiafA^enables and Wing (1962) found n 

differences betw'een schizophrenics and controls, but withdrawn schizophrenics were les 

responsive than either ‘active’ cases or controls and bi-phasic responses were significant! 

more common in normal than in schizophrenic subjects.^-It is claimed by Lovett-Dous 

(1962) that the capillary morphology of schizophrenic subjects shows an anatornics 

immaturity in common with other forms of mental disease but that in schizophrenics then 

is, in addition, a far longer cycle for spontaneous oscillation of the capillary circulation thai 

either in normal subjects or in those with other forms of functional or organic menta 

disorder. He relates these findings to the lower re sponsiveness to environmental stimu ^^o^ 

shown b^^chizo phrenics . The techniques of examination are not free from the risk 0 

su^^tive error but, with further development, they may prove one of the useful tools 0. 

the investigation of the schizophrenic constitution. 
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(6) Precipitation 

(a) BOPflA^ ILLNESS . With the prevailing uncertainty about the causation of schizo- 
phrenia', ”tHe possibility of a physical precipitation has attracted attention. There has been 
more theorizing and speculation than is warranted by the actual frequency of coincidence 
of bodily and mental illness. Three observations are of interest: (i) a schizophrenic illness 
may break out during or immediately after an i nfective dis ease or childbi rth, and, 
conversely, an intercurrent infection may have an effect on a chronic schizophrenia; 

(2) schizophrenia starting during the course of a bodily illness may take an a typical form ; 

(3) schizophrenic symptoms may be seen in organic cereb ral diseas e. 

•J-Kln view of these observations Bumke at ohT’fime proposed to range schizophrenia 
among the symptomatic psychoses. Because of the sinularity of some schizophrenic 
symptoms to those of delirium and subacute delirious states, he suggested ‘that 
schizophrenic symptoms are nothing but a certain type of exogenous reaction (in 
Bonhoeffer’s sense) for which a disposition exists in the brains of some persons and 
which may be released by various kinds of noxae’. If the noxa is acute and massive, delirium 
or another symptomatic psychosis may result; if it acts ii^idiously, it may lead to an 
ordinary schizophrenic illness. 

This attempt to link up schizophrenia with the so-called exogenous reaction type, 
i.e. with mental symptoms in infectious and to.xic disease, has not proved ver>’ fruitful. 
Some facts are against the hypothesis: symptomatic psychoses are infrequent, much rarer 
than schizophrenia ; infections and childbirth are frequent. Puerperal psychosis, for instance, 
has been estimated to occur in onlvo*i4 percent, of women in childbirth while the expecta- 
tion for a schizophrenic attack between twenty and forty is rougl dy o-g per cent, at least. 
If the schizophrenic predisposition were akin to that for symptomatic psychosis, many 
more schizophrenic attacks would be e.xpected to start in childbirth than actually do. 
According to Runge (1911) only about 37 per cent, of all puerperal psychoses are or become 
schizophrenic. Seelert (1929) calculated the probability of schizophrenic illness coinciding 
with pregnancy, puerperium and lactation in young women and doubts whether the con- 
clusion of a causal connexion can be drawn; the concurrence of the two events may be 
entirely coincidental. Moreover, infective illnesses are so frequent and universal that 
the manifestation of schizophrenia at the same time may also be the result of 
chanw. 

Clinical authorities have also maintained the precipitating action of mfections an d the 
puerperium. T he frequency of outbreak of schizophrenia in the latter has been contrasted 
rsith its relative rarity during pregnancy. There is no conclusive evidence that patients "Nvho 
became schizophrenic at childbirth, would not othenvise have fallen ill; such data as are 
available from the study of monozygotic twins are inconclusive. Cases in which therehasbeen 
relapse into a second attack of schizophrenia after the delivery of a second child are known, 
but also others with one or more uneventful births both before and after a single puerperal 
schizophrenia. S chizophreni a may appear for the first time after the second or the third 
deliver}’. These statements hold equally true mutuiis mutandi s for schizophrenia starting 
in conne.xion with infective disease. Nevertheless, the occurrence of a puerperal 
schizophrenia is sufficient, in the new of many clinicians, to justify the termination of 
a later pregnancy. 

^^The in fluence of acute fe brile infections on chronic schizophrenics has for a long time 
attrac tea~the attention of psychia trists. During such an illness all the more prominent 
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r.yinpininr., f^uoh as si^ois ninnacrisms, hall ucin ations, dclu^onal ideas, may disappe: 
;utd the patient who was liilhctio regarded as severely deteriorated and withdrawn ma 
hr.coine accessible, show adequate emotions nalurafly expressed and take an interest in h 
surromultiq^. 'rhis improvement may be transient and with the return of physical healt 
the psychosis may return. In some eases the remission may be lasting and lead to discharg 
from hospital. On the other hand, in themajority of instances' chronic schizophrenics alTecte 
by inieclioiia diseases show not the slightest alteration of their psychotic behaviour. The 
rctuain negatiyislic and dokiclcd and arc, therefore, very difficult to treat or to nursCj,^ 

'{'he ^ ^icelvAuism of the improvement when it occurs is not well understood. Then 
may be some direct inlbiencc on the unknown physical disorder underlying the disease 
Iti view of the known tendency to 'habit formation’ in schizophrenia, the curative effec 
may be purely psychological. 'I'lie apparently deteriorated patient may remain inaccessibh 
aUhough the schizophrenic process has come to a standstill. If the bodily disease occun 
:U this tnoment, the change of surroundings, the personal attention and*the physica 
siifl'cring may free him from symptoms which he carries on by habit — just as a change oi 
Ward or hospital or an accident, such as an outbreak of fire or bombing by enemy action, 
can lead to unexpected improvement. 

The observation that schizophrenia starting during an infection or at childbirth often 
sliows symptom!; appertaining to symptomatic psychoses (see Chapter VI, p. 374) is of 
clinical and diagnostic importance. This is what one would expect from the modifia- 
bility of tlic picture in early schizophrenia. \Ve^ shall find the same influence of the psy- 
chological situation, personality and milieu on the clinical picture when discussing 
llic precipitation by psychological factors. This is on ly an instance of the general rule 
in psychiatiy that positive symptonis are much more easily observed“t'han~negative- 
onesf ancrhcncc f actors^which prdducepositive features will tend to be given undu ^Tomin- 
cnTc'iirarfalr’pfalsaTd rtlie clin icalpicture. Negative symptoms or deficiencies, are submerge 
until tH^bccome manifest at a later stage. It is an ill-founded conclusion that the obsen^a- 
tion of symptoms of, say, delirium in the initial stages of a schizophrenic illness proves that 
the latter has been precipitated by the bodily illness responsible for the delirium. 

However, recent obseiwations suggest that the association of physical illness and schizo- 
phrenia may not be wholly fortuitous. McClelland, Roth et al. (1968) examined this 
association in a sample of 168 patients, compared with a control group admitted Avith 
affective illness to a psychiatric hospital over the same period. 34.5 per cent, of the schizo- 
phrenic cases were found to have physical illness. In the age group 41-60 there was 
significantly more physical illness in schizophrenics than in the affective controls and m 
the 18-40 group the trend was in the same direction but the difference was not significant 
either in this group or in those aged 60 and over. 

Impaired hearing and vision and physical, deformities were significantly 
within the schizophrenic group as a whole, while car diova scular and lu ng d iseasej^ere 
significantly more commoirm the cont rol group. 'Ti Csions of t he C N S were c onimon^ J^ 
the schizophrenics but the difference just failed to reac h significanc e. 

I ^YCHOLQGICAL PRECIPITATION. The schizophrenia-like psychogenic 
psychics wiffTtheir” abrupt onset and short duration are discussed on page 302. Here 
are concerned with the broader problem of psychogenic precipitation of schizophren ^ 
psychoses typical both in form and in evolution. It seems improbable that a severe 
illness leading to deterioration and destruction of the personality could be psychogenica 
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determined, even if a strong genetic predisposition is assumed. One should, therefore, 
approach with scepdcal reserve the ^rare cases in which a schizophrenic iliness seems to be 
precipitated by em mional upse ts me ^] TOnttict^ r other ^ch^ogic^ or social dlffi^lfiH. 
On closer enquiry in many of these cases the situations or emotional conflicts to ■which a 
precipitating force is assigned prove to be but the earliest social effects of the beginning of 
the illness itself. It would, however, be far-fetched to deny a psychological precipitation 
in some of the cases reported on, in which the outbreak of the psytdiosis has been associated 
with the^l^s ‘ , , < . , 

exhaustion, ^ ; ■ , ' . ■ 

dec isions on ' every msiance one vvni iinu serious pre - 

dis posing factors on which the psychol ogical event acts as a trigg er. Even if the patient’s 
mind is full of ideas concerned with the events which are presumed to have caused the 
attack and the sequence of experiences seems to lit these events and is easy to understand, 
one should still be reluctant to trust to appearances. Only by a tour de force can the primary 
symptoms on which the diagnosis of schizophrenia is based, be tinderstood as the outcome 
of an emotional conflict. If these primary symptoms are present, then they are features which 
refute any purely psychogenic theory ; if they are absent, then the diagnosis of schizophrenia 
should be reconsidered. 

However, if the predisposition is present, the response of the predisposed person to a 
situation^ stress may take the form of a schizophrenic iliness — at least one is tempted to 
think so. "^hg. remarkable face is the scarcity of cases in which such a precipitation is plaus- 
ible. Neither the First nor the Second World War increased the incidence of schizophrenia 
in any of the belligerent countries. No greater incidence has been observed among prisoners 
of war and in concentration car^s or among victims of mass catastrophes such as earth- 
quakes, accidents in mines, etc. ^ 

as tonis hing improvem ent is sometimes seen in c hroni aschizophrenics after a change 
of wrd, dischargeTTome, or some emotional stimulation. If these events take place'at the 
righrfnoment m action t whose illness is at an inactive stage, they may have an unexpectedly 
favourable effect. In many other patients not at such a susceptible stage, they are wthout 
effect. In fact, these imracles of mental healing are a contrast-effect in neglected chronic 
v:ards\ because they happen among the most deteriorated patients, they are so memorable. 
It is one of the tasks of the psychiatrist treatmg hospitalized chronic patients to pay atten- 
tion to the tendency of schizophrenics to get bogged down in stereotypies of thinking and 
behaving. He has to combat this morbid mechanism and the formation of habits. If that 
IS done according to the principles first developed by Bleuler and his school, miraculous 
psychological cures will disappear, every patient will be kept at his best possible level and 
the general behaviour will maintain a higher standard (see section on Treatment, p. 327), 

• ^ A fact which has been used to support the view that the psychological situation plays 
. an important role, is that schizophrenia is relatively frequent among criminals serving 
long-term sentences of imprisonment. Among a number of men serving life sentences 
Rudin (1909) found forty-seven who showed signs of abnormality and twenty-one who 
suffered from schizophrenia. Similar findings have been repeatedly made since; West 
(1963), for instance, found seven p^chotics in 50 men made subject to preventive detention, 
five at least being schizophrenic. The most probable explanation of the accumulation of 
the illness among incorrigibly anti-social men is that of Wilmanns (1940). He related the 
c riminal career to a schizoid make-up or an insidious schizop hren ic pe rsonality changer* 
These men became criminals becau^ of their schizophrenic constUufiqn, and uhdeTthe 
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[itio ns o f lonj'-lcrni tlctcnlion in sol itary con finem ent their psychosis became manifest, 
[n ^lort ,~ps^ioJ(^JcaIJaclors, inTsj^te of a widespread belief IjTtheiFiiifluencej'^^'xio't 
iiciitly pro cipailuFTsctiiy.ophr^ illness or attack. The psychological situation has, 
cv(‘r, c()iisiticral)Ie efrcci TiirUiFcst abl islic’d'^ii zo pli ren i c iflness. The term 'schizo- 
'iii o reac t imr^itUrodiiccd to suggest a transient psychogenic schizophrenic illness has 
T'ouh’daUon in fact and should, in the view of the authors, be avoided, 
t'hc neurotic reactions which may be symptoms of an early schizophrenia, and their 
ion to the psychological situation, arc described and discussed under ‘Clinical Picture’ 
'/ /}' 


PSYCHOGENESIS 

n recent years undaunted efforts have been made to elucidate the problems of psycho- 
sis in schizophrenia. 'J’hc subject has been reviewed by Kind (1966). Some of the evi- 
;c that psychotic states, clinically typically schizophrenic in form, may arise under 
re psychogenic stresses, is discussed in the section on symptomatic schizophrenia 
99). However, more far-reaching claims arc made than that psychological stresses may 
ipitatc a schizophreniform psychosis. It is believe d that apparently irreversibl e schizo- 
nic processes may be cause d by disturbance of the child’s (Motional relationship s 
other m embers of the famil y, especial ly the mothe r; and that suc h processes ma^e 
•sed by psych othc rap^L Thus Scchchaye (1954) reported the striking case of a girl 
ring from severe deteriorative hebephrenic psychosis, who seemed to respond to 
liothcrapy and who made a remarkable recovery. Such work has been taken up syste- 
:ally by the Zurich school under the inspiration by Manfred Bleuler, as has been 
rted by Bcncdetti (1964) who has been very active in this field. However inspiring for 
)sychothcrapist, this work is of limited evidential value for the problems of aetiology. 

I comments that the rather scanty successes of psychotherapy cannot be taken as proof 
lychogenesis; statistically they have no weight, and it is not possible to dismiss the ob- 
Dn that they are the results of spontaneous remission^ 

L second line of study has been the intensive investigation of family relationships such 
IS been conducted by Lidz, Fleck and their co-workers, and reported in a number of 
rs over the last sixteen years (Fleck, 1963). Only some 15 to 17 young patients were 
itigated, but very intensively, hundreds of hours being spent in interviews with all 
able members of the family, and even teachers and nannies. In every one of these 
lies a very abnormal state of affairs was discovered, but one that varied -widely from 
ly to family. A majority of the patie nta-har Lat least one parent who Avas either ac U^} 
lophren ic or d efinitely parano id; and s chizophrenic thought di sor der could be demo n- 
s d by psychometric methods. T he relationship of the child to the~parent ^va sJikg,y 
; distorted by the ‘double bind’ (i.e. the co nflict caused by the demands of each _pg£^^^ 
ie child being mutually inconmatible or antagonis tic!. One of the wealmesses of t us 
f is that it is by no means clear that any one, either of the parents or of the proban . 
iselves, would be diagnosed as schizophrenic by any European psychiatrist. Not on } 
e American concept of schizophrenia much Avider than the concepts applied m a 
tries of Europe, but Lidz himself has denied the usefulness of attempting to fit ps}^ 
ric disorder into a diagnostic classification. Nothing has been reported 
lies which could not readily be accounted for if the probands Avere a group of chi re 
severe behaviour disorders, but not actually schizophrenic. 
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This objection cannot be raised to the work of Alanen (1958), which w’as not only very 
thorough, but was also based on Langfeldt’s concept of schizophrenic and schizophreniform 
psychoses. He examined personally 100 mothersof young patients in the University Clinic 
at Helsinki, and took as controls the mothers of 20 neurotics from a medical ward and 20 
healthy students. While 84 of the mothersof schizophrenics were at least severely neurotic, 
with salient symptoms of anxiety and aggressiveness, there were only three abnormal mothers 
in the control series.* ^ear and aggression characterized the early relationships beU veen 
m other ^ and_ghi ld ; and m ost of the mothers had been particularly disturbed, emotion - 

at • . -fliers 

of 

‘ w ^ are 

illustrated by the work of Ernst (1956) at Zurich. Out of 50 female schizophrenics under his 
care in Burghdlzli, 7 came from abroad ; 1035 out of the43 remaining cases routine investigation 
had already shown that family rel ationships were very disturb ed. Emst now investiMted 
the 8 cases in which family circumstances seemed to be fairly norm al. In all but one o^hem 
exhaustive research finally showed that the patient had been subjected to severe stresses 
from within the family, and in only one was the family regarded as an integrated one. It is 
very difficult to know what weight to give to such findings. It is not the usual clinical 
experience to find that all but a very small minority of schizophrenic patients have been 
subjected to emotional stresses much more severe than most children and young people cope 
with; the suggestion arises from the work of Emst that this is only because practically all 
psychiatrists up till now have not looked at the childhood of their patients sufficiently 
carefully. This is certainly a possibility ; but other possibilities have to be taken into account. 
Ernst went into his intensive investigations determined to discover anything and everything 
that was discoverable, and the halo effect of such an emotional attitude on the part of the 
investigator can be very great. 

This consideration applies also to a large part of the other work in this field which 
offers us for consideration as objective matter results based on highly subjective impressions 
It is claimed that the cool and impartial observer will never discover for himself all that In's 
patients have to reveal; only if the psychotherapist puts himself into close emotional raonnrt 


data for aetiological researchT^^callyjiJLthjsj^ is retrQs^tive. The m'vcsticato^ 
relies on what his patients and their relatives can telllum, not so much about the events of 
one, two or three decades ago, as about their emotional inter-relationships of that far-off 
time. No allowance is made for the falsificationsof memory that must occur, and it is difficult 
to see how an allowance could be made. With the observer and interpreter himself pre- 
committed to a particular aetiological theory, it becomes impossible for the outsider to 
know what solid ground therejs. ' ut c l • 

^O ne must aI_so note, th_at this_jfl-ork^not j:apablg gj confirmo^i \,y 
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liilTcrence; nnd they vary a great deal from one investigator to the next, so that it is hard 
po;;'-!ihlc to speak of the work of one confirming the work of another.'^ 

‘%hen (»ne e.vainitios tlie conclusions that arc drawn, one finds that the parents have bei 
subjected to a moral judgement, one might even say a harsh one, and have been found wan 
ing. 'berms of moral condemnation arc in fact employed; it is said that the parents hai 
'failed' their children and have failed them ‘lamentably’. It is above all the mothers who a: 
c(»ndemncd. 'They have shown either cxecssive strictness, or excessive indulgence. Tlu 
have been indecisive and ambivalent, or have shown a covert harshness and moral inflex 
bility. 'rhey have been rejecting or covertly rejecting or over-protective. They have show 
either a cool detachment or an excessive devotion. One investigator, according to Kinc 
found that a special type of gentle yet restrictive control and domination under the guis 
of self-sacrificing mother love had a particularly devastating effect. Where parent and chil 
are both normal, the relationship between them is found to have been pathological. It i 
diniciilt to resist the conclusion that we are being offered an account of mothers who b 
aful large arc within the normal range of human variation, but who are very much mothers 
It seems to have been their maternity even more than their humanity which has aroused s( 
much indignation^ 

.r 1 1 is to be regretted that it has been predominantly the psychotherapist, pre-committed t( 
a theory and emotionally involved with his patients, who has penetrated into this field. I: 
his discoveries had proved tobe to some degree correlated with data which could be confirmee 
by the independent observer, we should have been able to advance much farther. We musi 
suppose that the totality of environmental factors plays a large part in the aetiology of schizo- 
phrenia, and it seems likely that the experiences of the child may affect his development ir 
such a "Way as to make him more or less susceptible to schizophrenic illness. At present, 
however, we are still very much in the dark about what the nature of these experiences 
may be, and what kind of twist may be given to the processes of development to increase 
the risk of schizophrenia. 


PSYCHOPATHOLOGY 

"Ols long as no known physical pathology of schizophrenia exists, the psychology of the 
disease must be of primary importance even to those who, like the authors, believe that it 
has a physical cause. Psychological symptoms are at present the basis of our diagjiosis and 
therapeutic action and any theory of the illness has to be founded on its psychopathoIog)^ 
In fact, much of the psychopathology of psychoses, and of neuroses as well, has been devel- 
oped on schizophrenic material and in connexion with the phenomena observed in schizo- 

phrenia^' , r 

Before Eugen Bleuler’s work appeared, and in some respect anticipating his concept o 
‘splitting’,''Stransky (1914), using a metaphor from neurology, proposed ‘intrapsycuc 
ataxia’ as the basic symptom of dementia praecox. He described a lack of co-ordination be- 
tween emotions (‘thymo-psyche’) and t hinking (‘noo-psyche’), which is now 
accepted'iHd'referred to as mcongruity of affectfl^leuler found the splitting withm 
thinking itself, and being an adherenTof Wundt’s association psychology, thought ^ 
loosening in the association of ideas was the primary and fundamental disturbance. 
the loosened links in the chain of associations instinctual desires and unconscious ws - 
can intrude into the consciousness of the patient; his repressed complexes gam ^ 
hand and can entirely rule his life and behaviour. The result is the disruption or distor 
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of his personality. He is at the mercy of his emotions and withdraws from reality whenever 
it is opposed to the whim of his complexes. 

The introduction of Freudian theory into Bleuler's psychology of schizophrenia had 
been prepared b^Jun gJiQoy ^ who was working with Bleuler at that time. However, while 
*’*’■'*■ ‘ !• .1 • - i .» ’ • f schizophrenia 

Bleuler main- 
id independent 

of influences arising from the unconscious. Other symptoms, although not of the same 
order as the disturbance of thinking, and thought by Bleuler to be primary, are: weakening 
of will-power, e nmtion aLstiffness iiad, flat tening , and a mbivalen ce. Delt^ions, hallucinations 
and catatonic symptoms are regarded as secondary or accessory.'^mism (withdrawal) is 
placed somewhere between these two groups in Bleuler’s system, andTreely used to explain 
other symptoms. 

Bleuler ^vas on the search for a fundamental disturbance, hoping that the symptoms 
could then be explain^as the reaction to it of the patient’s mind. This idea was taken up 
in a systematic way b>^_erz^9i4). He thought that ’i nsufficiency and lowering of p sychic 
; • ’ ’ ■ •’ unknown nature , is the primar y sym ptom of schizo- 

■ will-power and lack of control and spontaneity ; and 

jch descriptions. The lowered mental activity may 
prevent the making of a clear distinction between what is real and what is^aginary, so 
that the schizophrenic indulges in delusional ways of thinking and behavinl'. Other authors 
have used as a comparison the half-waking state of the normal person goin^o sleep. A 
person in this state may have similar difficulties in thinking clearly and in distinguishing 
between reality and imagination. To explain the over-activity and increased productivity 
in certain schizophrenic states, Berze resorts to the idea that in them there has been a re- 
moval of inhibitions which are part of normal activity: schizophrenic excitement is, accord- 
ing to this theory, really unproductive and on a lower level of psychological performance. 
It is therefore not incompatible with the reduction of energy required by the theory of 
insufficiency of mental activity. Another important distinction which Berze drew between 
symptoms of the acute illness, and symptoms of defect and adaptation after the acute disease 
process has come to a standstill, has been widely recognized and has proved most fruitful. 
Some of the most striking symptoms of chronic schizophrenics, grotesque stereotypies of 
speech and behaviour, negativisms and many difficulties in institutional life have almost 
disappeared, since the tendency to 'habit formation' (Adolf Meyer) has been acknowledged 
as a typical defect of the patient of this type, and has been given appropriate treatment. 
The earlier psychopathological theories of schizophrenia are numerous and complex. 
For a lucid description and critique the work by Fish (1962) should be consulted. Nearly all 
theories show their inadequacy by ‘explaining’ only part of the symptomatology — the nega- 
tive symptoms but not the positive ones— or are so vague as to have no heuristic value, 
as is the case with existentbiHst theories. 

During the past decade hypotheses about the nature of the fundamental psychological 
disturbance underlying schizophrenic symptoms have been put to the test by investigations 
of schizophrenic subjects and controls with the aid of carefully designed tests. Some of these 
enquiries have brought together the ap'^roach<^f experimental psyclmlogy,'fsychodyna- 
mics and genTtics. The results derived from this integrated approach have been ifb ?ul 
and promismg. One of the starting points tvas^ Norman Cameron’s (Cameron, 
concept of over-inclusiveness in thinking as the essential defect; this was defined as % 
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ifiahility to preserve coticcptual bounciarics, resulting in incorporation of irrelevant id 
leading to vagueness and confusion of thought.' Payne (1962) has suggested that ov 
inclusiveness may arise from ‘breakdown in a hypothetical filter mechanism which norma 
sereci\s out those stiimdi, both internal and external, which are irrelevant to a task in har 
to allow the most efiicient processing of incoming information’. Over-inclusive thinking 
said to be confitied to schixophrcnic patients but occurs in only about half the cases studic 
these being very largely acute schizophrenics (Payne, 1962). It appears to be a relatm 
specific disorder largely independent of general intelligence and of the general retardatk 
seen in many psychotic patients. However, it influences performance of a variety of tes 
and emerges as a dearly defined factor when test inter-correlations are factor analyse 
Payne has suggested that over-inclusive thinking may be related to the presence of delusioi 
but this is as yet unsupported by satisfactory evidence. 

'J’ests of the object-classification and sorting kind have also been used by Lovibor 
(195,1) and McConaghy (1959). The latter showed that one or both parents of schizophren 
patients show a disorder of conceptual thinking on the Lovibond test. This result was stril 
ingly at \'ariancc with that obtained in control subjects. As such techniques provide apossibl 
means of identifying schizoid personalities, the implications for enquiries along both genet: 
cal and psychopathological lines arc of importance. Lidz et al. (1958^) have drawn attentio 
lo the distortions of communication which frequently result in families of schizophreni 
patients owing to the schizoid or paranoid personalities of one or both parents; these ma 
undermine the patient’s ability to test reality and to assess and respond appropriately to th 
emotional responses of other members of the family. However, such ‘transmission 0 
irrationality’ may merely render manifest an inborn predisposition to schizophrenic illness 
Indeed McGhic (1961), who found the mothers of schizophrenics to differ from those 0: 
acurotics in characteristic ways, points out that explanations of schizophrenia in terms 
3f warped mother-child relationships have also to account for the fact that most siblings oi 
schizophrenics survive their early rearing in such a way as to achieve a satisfactory adjust- 
Ticnt in adult life. He concludes that both genetic predisposition towards ‘inadequate ego 
levclopment’ and family influences which may help to loosen the patient’s hold on reality 
lave to be invoked to account for schizophrenia. As these new techniques of investigation 
nay serve to identify both possible carriers of abnormal genes and sources of abnormal 
psychological influence within the family, they may also help to define the relative impor- 
;ancc of these two factors'.'^'lt is, perhaps, expecting too much to hope to define a fundamental 
isychological disturbance underlying all schizophrenic symptoms, especially as there is 
ioubt whether the present concept of schizophrenia is uniform fro 77 i the aetiological point 
if view. In the present state of our knowledge all that can be done is to group the essential 
psychological ahnormalities as they affect the different mental functions and to build up 
Tom these abnormalities the most typical syndromes. 


(i) Disturbance of Thinking 

^ When we refer to schizophrenic thought disorder, we mean an abnormality of the 
hoiight process, and not any abnormality of the ideas which it may express. One aspect 
s shown in the splitting and loosening of associations, which Bleuler regarded as the 
undamental symptom of schizophrenia, and which is in fact a most characteristic an^ 
mportant one. But the disturbance has other aspects than a simple disconnexion of thong '> r 
)r the putting together of overtly disconnected ideas.,. 
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In early cases it often appears as a Svoolly’ vagueness, or as an inconsequential following 
of side-issues which lead away from the main topic of conversation. The effect is very 
puzzling, if a suspicion of schizophrenia is not already in mind ; and the clinician may only 
become aware that there is something amiss when ten minutes of earnest enquiry have 
led nowhere. The patient’s thought is directed by alliterations, analogies, clang associations, 
associations with the accidents of his environment, symbolic meanings, and the condensa- 
tions into one of several, perhaps mutually contradictory, ideas. The effect is sometimes 
rather like that of wit, and indeed may be on occasion genuinely witty; and the patient may 
therefore appear facetious or jocular when speaking about serious subjects. Words are used 
out of context, as it were, a concrete meaning being employed when the abstract one would 
be appropriate, and vice versa. The schizophrenic clings to unimportant detail, in this 
resembling the epileptic, permits the aim of hts thinking to slip out of sight, and lacks 
discrimination in his thinking processes. (See also Plates VII and VIII.) 

A young patient said: T feel that everything is sort of related to everybody and that 
some people are far more susceptible to this theory of relativity than others because of 
either having previous ancestors connected in some way or other with places or things, 
or because of believing, or by leaving a trail behind when you walk through a room you 
know. Some people might leave a different trail and all sorts of things go like that.’ This 
patient claimed that this statement was a clear one, and showed signs of anger when 
asked to elucidate it. 

The following example is from a letter: T have just looked up “simplicity” and the 

dictionary says “sim = one, plicare = to fold, one fold”. I told Dr H that I 

dreamed he returned to me the story I sent him which he had folded six times when I 
had folded it once making it double. Jesus said that the sheep he called would make one 
fold. I thought at the time that the Latin for six is sex, and that the number of the Beast 
is 666. Is sex then beastly? I think I will leave you to puzzle out the difference between 
6 and 666 and 6 fold in substitution of one fold; for the number of the Beast is a mystery.’ 

It is necessary to give such illustrations here— others will be given when the symptoms 
are discussed — because even the lengthiest description cannot convey the impression of 
schizophrenic thought disorder with the immediacy of an example. The art productions of 
schizophrenics often represent their thought and feeling in a particularly clear manner 
(Plate X). On the other hand, it must be remembered that the negative symptoms, the gaps, 
the poverty, the indefiniteness and vagueness are not fully represented in such examples. 
Furthermore, what they show is necessarily formulated in spoken or written language, and 
may correspond to what, in the thinking process, may be a more severe or a qualitatively 
different disturbance; for of course the patient tries to overcome his difficulties, and in his 
expressions the primar>’ disturbance and the secondary adjustments it requiries are nor 
easily separated. 

Some patients have no insight into the disorder, and consider that their vagueness is 
profunditv and their deviant associations^^ginahty; in this way their interest may be 
turned Xc^p hilosophical and mystical subjec ts, and, if they are active and productive, may 
impel them to write books, join societiw and address meetings. Generally, however, and 
especially in early cases, some insight is retained, and the patients complain of perplexity 
and bewilderment, of difficulties in concentration, or of a feeling of emptiness. Other and 
more characteristic things may be complained of. It is impossible to provide any adequate 
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illti'Uration of *t/iotii>ht-h!ocJ^^, in which the patient is aware of a sudden pause in 
Ihnv of thouf'ht, and imy^iow it in his behaviour, or of *prcsfiire of thoughts', in whief 
feel;'. (luU a tmilliludc of ideas arc racing through his mindf^bth syinpt^s are diagno 
orse!iizoidit c.nia?^i'hc following self-description is, however, pertinent, and provides a g 
idea of the suthjeclivc experience of thought under duress, which is seen in the schizophre 
(roinp)aint of ' thought <oith(lratoaV , of thoughts spohen aloud or echo de peush and of thoui 
(ichtg put into his mind: 


'All sorts of "thoughts” seem to come to me, as if someone is “speaking” them ins 
my head. 'W’hcn in any company it appears to be worse (probably some form of s- 
consciousness). I don’t want tlie “thoughts” to come but I keep on “hearing” them (a 
were) and it requires lots of will power sometimes to stop myself from “thinking” (in 
form of "words”) tlic most absurd and embarrassing things. These “thoughts” do i 
mean anyliiing to me, and cause “lack of concentration” in whatever I am doing at wo 
etc. When listening to music I find that the words of the song come to me involuntar 
or if I don’t know tlie particular song that is being played, I seem to “make up won 
to the song against my will. Another thing similar to the above is the fact that if tlien 
any banging or such-like noise going on, I do tire same thing, which is to “think u 
words to “rhyme” — as you might say — ^with whatever noise I can hear,’ 


'I'hc psychometric testing for thought disorder is discussed on p. 316. Thought dison 
is often difficult to detect and may be entirely absent while the patient is questioned by t 
psychiatrist at an interview holding his full attention. Yet when he is led to express hims 
freely, for instance by explaining a proverb or repeating a short fable, such as ‘The Cowb 
Story’ or ‘The Donkey and the Salt’, it may be easily demonstrated. Other patients 01 
exhibit the impairment of thinJeing under a certain emotional stress, for instance wh 
speaking in a larger company or under the influence of alcohol. 

Laconic answers, such as ‘Maybe’, ‘Perhaps’, ‘I don’t Imow’, are often given fre 
embarrassment due to disordered thought of which the patient is more or less awai 
Similarly the monotonous repetition of phrases like ‘I want to go home’, ‘I w^ant to see r 
mother’, without any affect or attempt to put these aims into effect, is often nothing b 
a sign of emptiness and vagueness of ideas.. The patient tries to hold on, so to spea 
to something wncrete while”” everything else in his mind is diffused, ha^ a’ 

Many authors have made the theory of schizophrenic thought disorder a subject _ 
special studies. Bleuler (1921) himself followed up the part played byJautisticLor_to 
tic’ (n^torjbpi ^ tn realitvl thinking within the psychology of the normal. In this study 

contentthan of the functional disturbance of thinking. Mo 
attention is paid to the fufictional side of the disorder in N. Cameron’ s (1938) subdiyisic 
of three types of disorganization of thought in schizophrenia ; "^asyn^s’, a paucity | 
functional connecting links ; "^metonymy’, a poor approximation instead of the corre 
word totally inadequate verbal productions which seem however to satisfy the patient, 
finally ‘interpretation’ where ideas related to reality and to fantasy are mixed i^^separa^^. 
Cameroff^typeiluSer from an attempt to combine too many aspects— logic, seman 
relation to reality, and social relations— for their formation.^ ^ 

Paul Schilder’s (1920) theory of schizophrenic thought is not, like Bleuler s,Dase. _ 
the outmoded views of association of ideas in a contmuous cham. Conscious thinKing 
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in his view, guided by a determinative idea. It has a goal towards which clear and relevant 
thoughts progress, surrounded by a fringe of less important, less precise ideas and recol- 
lections which accompanies the main train of thoughts all the time. The schizophrenic is, 
according to Schilder, unable to keep to the determinative idea and to focus his attention 
on the centre. Associated ideas from the fringe constantly interfere with the clearness of 
his thinking; hence the peculiar character of schizophrenic thought which is beside the 
point, disjointed, but often not entirely meaningless. This formulation clearly has affinities 
with the modern concept of ‘over-inclusion’ that was discussed above. 

(2) Disturbance of Emotions 

The schizophrenic’s emotions are not the mere accompaniment of his mental life, 
inclusive of his symptoms. They can be primarily disturbed in their character, their in- 
tensity and in their relation to other psychic experiences. 

^'E motional hhmting in the established schizophrenic was regarded by Kraepelin as 
characteristic of the personality change in chronic cases. He spoke of ‘affec tive dementia’ 
in contrast to the ‘intellectualjdementia’ seen in patients with demonstrable brain damage. 
The loss of capacity fof”experiencing certam emotions may be an early symptom and, 
in some cases, for a long time the only sign of the disease. The flattening of emotional 
reaction progresses from the more refined and tender feelings of sympathy and regard for 
family and friends, to primitive emotions of fear, rage, hilarity and eroticism. The latter 
often persist when differentiated responses have long been blunted. The theory of a primary 
withdrawal can explain the schizophrenic’s loss of interest in his appearance and his lack 
of regard for the feeling of others. It cannot, however, account for the rapid Huctuatio ns of 
fwox/oo-ohserved m many schizophrenics, nor for the 'I ncongruity be tween affect and 
tliought and action. Transient states of elation, ecstasy, desolation, dread or panic, bewilder- 
inglKe patient, are frequent m early schizophrenia. They may occur in sudden bursts 
side by side with emotional blunting and the absence of warm human feelings. They may 
be the basis of delusional ideas or combine with primary delusions in an acute schizophrenic 
attack. 

An intelligent young man gave the following description: 

‘During the day I feel emotions of a sentimental nature (I think) which seem to be 
entirely on their o^vn inside me without any particular accompanying processes of 
thought. But sometimes I may eventually build thoughts or imagined scenes on these 
feelings. But when these emotions slide away I realize that without them I would have 
to force myself to believe I wws concerned and keen about something.’ 

'^Jneonsruity of affect and accompanying thought can be considemd as a further example 
of splitting of person ality. It sometimes appears as if only the patient’s expression of emo- 
iiotts islio^t m step wi th his flow of ideas or of talk . But from many descriptions the dis- 
sociation between feeling and thinking is beyond doubt, '^he appropriate emotion is in 
other cases only delayed in time so that the patient speaks of a bereavement with carelessness 
followed by a flood of tears some time later when an indifferent subject is being discussed. ^ 
A trifling affair may arouse wild fury and an incident pregnant with pathos may be treated 
with levity. 

"T llunting of emotion and the other primary emotional disturbances are partly or wholly 
responsible for callous and apparently motiveless crim es of violence w hich sometimes are 
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the fimt f 4 gti of a hcv^iriiimg schizoiiJircnia (Wilmanns, 1922). They include homici 
Vuitcicic, ifcxual attacks or ke lf-m util atipn. The lack of feeling removes civilized' restr^ 
Intt a ((elmaonal fnisin’tcrprctalion or a liallucinatory command may also contribute to 
atitka^cial act' Ojl tlic other hand, the weakness of will and indecision of the schizophre 
prevetus (he cxcciiiion of such deeds in most cases where otherwise the risk might ari 
"I’hc actual number of crimes committed by established schizophrenics is, in fact, relativ 
small. 

'I’he incapacity of the schizophrenic for emotional contact with other human beings 
pit>ba!)!y also at the root of the physician’s impression of chill and distance when cc 
frontoil witlt the patient. 'I’his lack of 'rapport\ the ‘pane of glass’ preventing the doci 
from csuablishing ordinary human relations, in spite of all effort to do so, is of great dia 
nostic value because it is a ‘physiognomic’ perception of the disturbed feelings of sympat 
in the patient. It may enable an outsider to detect the illness at a time when the relath 
often schizoid themselves, have failed to observe anything abnormal (see Diagnosis, p. 3L 


(3) Disturbances of Volition 

Merc again the most eommon disturbance is a blunting of will power,. Berze’s bas 
insufficiency of activity. Complaints of patients about the weakening of their will, thf 
inability to m ake dccisio its or to act, are not rare; but many do not seem to realize the 
r«luccd activity and efficiency. Tfiey have ready, though often vague or empty, excus' 
if asked why they arc inactive, spend their days in bed, and do not progress in their work; ( 
they regard these matters as requiring no explanation^ A young student finds it natur 
to waste many months staring into space preparing to write the outlines of a new philc 
sophy or religion, which will never be written. Such behaviour is closely related to autist 
dav-dreamin g and to ca tatonic stup or ; in fact many abnormalities of volition become man: 

fest in catatonic signs. g 

Besides indecision from weakness of will, there i^ften at the same time stubbornm 
and pcrsiste7ice in a negative attitud e to all requests f^iegativism. The peculiar gesture c 
half proffering and half withdrawing his hand in a handshake has long been recognized as 
physiognomic sign of schizophrenia. Bleuler introduced the term” ‘ ambivalenc e’, applyii^! 
it to the whole field of motivations in schizophrenia. Psychoanalysis has extended its use 
finding similar contrasting motivations in many instances of normal emotional life, h 
schizophrenics ^biyalence-is mainly due to weakness of voliti on. 

The latter can be theoretically^ributed to disturbance of the self. In fact, some "porker 
have made the weakness or loss of the self the'cehtrai symptom of schizophrenia. Tn< 
passivity phetiomena in which this loss is best seen are indeed very characteristic of schizo- 
phrenii’^T Imp^nt tells us that his thoughts, feelings, speech and action are not his ovjn 
His thoughtTare^put into his head by an outside influence; his emotions are artificial} 
made; he is made to laugh, to cry, to remain mute, to utter nonsensical words or obscem 
phrases, to perform bizarre movements, or to act against his will. Catato nic hyperkinesu 
and akinesis are often experienced in this way, but not always. There are all transitions fron 
full self-identification with the abnormal behaviour to complete passivity with 
into the strange and alien nature of the experiences and the behaviour arising out of tn 
The patient may interpret the experience of passivity in a delusional manner by 
ItuT that he is influenced by hypnosis, guided_bxGod, wi reless wa ves, telepaffiy, or m, 
pulated by certain persons or^hpneies There are obvious FHfifmns beti 
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passivity and-hallucioations and both phenomena may be based on the same mechanisms — 
bu^ in fact they occur independently. ^ 

Closely related to the ecstatic states in acute schizophrenia, a loosening or blurring of 
the boundaries of the selfb, often experienced: the patient feels that he is part of the plants, 
animals, clouds, or ot the whole world, and that they are part of himself. His empathy and 
feeling of unity may extend to all mankind — or he may complain that will power and energy 
are sapped from him by a hostile outer world which has reduced him to a robot without a 
self. Fr^ch workers have comprehended disturbances of volition and self under the con- 
cept of ' ^utomatisme ' (Baillarger^. Levy-Valensi (1925) distinguishes ‘ automatisme sensitiv e — 
s ensorieV (= hallucinations), * aUlom atism e mote ur' (= catatonia) and 'au tomatisme sut jjrieur' 
{= loss or disturbance of self). They give very illustrative descriptions of the phenomena; 
'prise de la pensee\ 'pense’e divulguee'; 'ma petisee est mise dans la rue'; 'c'est comme si mes 
projets etaient sur un e'cran'. 

Disturbance of volition and of the self, loss of self-control, negativism and ambivalence 
can be accompanied by doubt, perplexity, uncertainty and distress, especially in early 
stages of the illness. One patient said 'It’s peculiar; it’s just as if I were being steered around, 
by whom or what I don’t know.’ Habit-formation and flattening of affect later lead to 
uncomplaining acceptance of the symptoms or to more or less consequential delusional 
explanations of what is experienced. 

(4) Catatonic Symptoms 

Although they can be regarded as purely physical and are to be explained in neurological 
terms, catatonic symptoms have their psychopathology. Hence they have been termed 
' psychoynotor' s\mt) toms. More detailed description will be given in the section on clinical pic- 
ture. Many catatonic signs are only the outward expression of the di sorders o f volition 
already described. "Sl ilder signs of catato nja such as awkwardne ss, immobi lity, stilted and 
ungraceful movements seem simply to express the mental attitude of the patient ; ^shotvs 
his peculiarity orfeeling in the way he walks or dances or behaves in company.^tupor, 
catalepsy. mann_erisms, stereotypies may also be understood as purely neurological signs, 
being observed in organic brai n dise ases such as encephalitis lethargica, cere^al tumours, 
epilepsy, etc. In schizophrenia they are, however, often meaningful; and the most absurd 
utterances and actions can represent ideas and complexes. The longer they persist the more 
abbreviated and distorted they become. Klasi (1922) has analysed a number of such in- 
veterate stereotypies and revealed their original meaning and derivation. However, it would 
be erroneous to conclude from his interesting analyses of relatively complicated symptoms 
that, because these activities have a meaning, their causation is psychological. 

'''Stupor, for instance, the most common catatonic symptom, does not in all patients, nor 
even'' in the majority of cases, signify a withdrawal into a world of delusional fantasies. 
Many siuporose patients experience nothing m this state. Careful and thorough examina- 
tion after^\’ards reveals no content whatsoever, although the patient was at the time fully 
aware of his surroundings and is now willing to furnish all possible information. In other 
cases, the patient seems to have been in a dozing, semi-conscious state, and has no recollec- 
tion of what was going on around him during his stupor. Finally, some patients seem to be 
entirely unaware of their motionless, passive condition in stupor, and deny that they 
behaved abnormally. One patient who had been stuporose for weeks, had had to be spoon- 
fed and taken to the toilet with resistance and great difficulty, spoke for the first time when 
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her relative;; visited her, and complained that she was bored and had nothing to do in t 
ho:’.pitnl , 

'The iihiionnal tnotor behaviour . in.,catatonia.takcs..p]ace, neurologically speaking, < 
such a hiiih level of integrajjou that it is easily influenced and coloured by psychology 
I'aclors, It can be liotli caused and abolished by mental and environmental influences; ai 
it may mirror the mental attitude of the patient and his other schizophrenic symptoms 
dissociation of thinking, affective and volitional disturbances. This also explains why gre 
catat(.)?iic features have become rather rare recently, since treatment in modern hospin 
directs the patient’s activities into less asocial and more useful channels. 


(5) Primary Delusions 


Delusional interpretations of symptoms, such as passivity or e motional outbu rsts, ai 
of a secondary nature. They merely show that the patient’s powers of reasoning and judge 
ment arc well preserved, and that he tries to keep order and system in the world of h 
experience. The primary (or autochthonous) deiusipn,_on the other hand, is a distwbam 
of function at a nui'ch mbi-cTundamental level, as was first pointed out by Gruhle (1915, 
Gruhlc made it clear that it is not a disturbance of sensory perception; the patient does nc 
feel there is any alteration of the colour or shape of things. Nor is it a disturbance of apper 
ceplion : the patient is aware that the object at which he is looking is, say, a table. And final! 
it is not a disturbance of intelligent grasp: the patient can say that it is a rococo table. Tfi 
d isturban cc is one of s3'mb ol ic meaning , and the table signifies that the world is twisted lik 
it's legs, 'riie experience is an immediate one, appears out of the blue and without precursoi 
or explanation. While it jDUz'zlcs the patient, it carries with it'^ts^wn sense of conviction 
Interpretative delusions occur in most psychoses, primary delusions are almost patho- 
gnomonic for schizophrenia.* In_their purest form they appear suddenly, fully developed; 
and are immediately and firmly believed by the patient. 


A young wife, herself a doctor, travelled with her children to visit her husband who 
had been called up for war service, at a nearby aerodrome. While the train stopped at a 
station, she suddenly realized that all the passengers in her carriage were hostile towards 
her and her family, that they were disguised Roman Catholic priests and wanted to kill 
her. She left the train immediately and with her children returned home, where she fell 
into an acute catatonic psychosis the following night. In another case, a young woman 
was listening to the B.B.C. news bulletin when she suddenly realized that the announcer 
was talldng about her (Gillies, 1949). 

After having made a good recovery, an intelligent working-class girl wrote this 
description of the start of her illness. ‘We got off the bus and entered the cinema. I don t 
quite know how to say this but it seemed like a place for prostitutes. Inside were peop e 
and as they went through the doors I knew they were there to judge me and would give 
their verdict. At first I enjoyed the film then it became disjointed and I realized that t e 
actors were not who they were supposed to be and that it was all to fool me in some w^^ 
We went into the cafe afterwards and a switch like an electric switch seemed to e 
moved across my mind and suddenly I was laughing and everj^thing was fine, then^^ 
heard someone say, "She knows”, and I suddenly understood they were all there to a 
a look at me and I thought "Perhaps I’ll only get a light sentence”. Once more it ^ 
being judged. Then my cousin said, “Oh, you’ve woken up, have you?”, witli a cio 
meaning it seemed, as if I had suddenly woken up to the meaning of life.’ 
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The peculiar disturbance of symbolization producing the experience of primary delusion 
is most obvious and most easily demonstrated in early cases. The rapid grotvth of secondary 
interpretations naturally obscures their origin when the illness has progressed. It was 
Gruhle who, on the basis of Neisser’s observations, first pointed out the primary' 
nature and the importance of this symptom in schizophrenia. Many critics, howev'er, still 
maintained its secondary nature, and held that its occurrence could be explained by the 
delusional idea which it embodies. Projection of guilt feelings, they said, would produce 
the idea of persecution, compensation for feelings of inferiority, the idea of a messianic 
mission and of universal recognition, etc. 

However, in many cases any clear ideational content is missing from the experience of 
primary’ delusions : the patient knows that some trivial observation, such as a few chairs in 
a row, or the reflections of the sunlight in the street, has some important significance for 
him, but he does not know what it means. He is stirred to the depths by some lines in the 
newspaper; he know’s that they are of great significance for the state of the world and for 
humanity, but is unable to say what they indicate, or whether they augur good or ill. T 
went into a cafe and there wefe three white tables ; it seemed to me that this might mean the 
end of 'the world.’ Ideas of an imminent catastrophe, of the approaching day of judgement, 
etc., are frequently mentioned in this connexion by patients who in fact are perplexed and 
helpless, but at the same time firmly convinced of the reality and significance of their 
experience. 

Other critics of the primary delusion have pointed to the characteristic mood of the 
patient experiencing it and have insisted that the disturbance is primarily an emotional 
one. This ‘delusional mood’ {'Wahnstmmung') is sometimes a dominant aspect of the 
symptom; but it seems difficult to derive from it the varied and unexpected modes of 
thinking and behaving which are often entirely unconnected with the prevailing emotions 
of the patient. 

Once the patient has accepted the validity of a primary delusion, there seems, in many 
cases, to be no end to the further delusional misinterpretations which may be based upon 
it. If they are logical, and to some extent, systematized explanations of the patient’s situa- 
tion or of other schizophrenic symptoms, there is no reason to range them tvith primary 
delusions as symptoms of the disease. In other cases, the primary delusions of significance, 
of clairvoyance, of reference, of symbolic meanings, etc., continue and become the main 
content of the patient’s life. He learns in the course of time that others do not share his 
beliefs, but this does not shatter them. P.ithological inactivity and weakness of volition 
may prevent him from acting in accordance with his convictions. But beyond this, there 
often seems to be some insight into the morbid nature of it all: the man who thought 
himself perpetually molested by means of the telephone and the wireless did not take his 
complaints to the Post Office or to the D.B.C., but consulted a psychiatrist. 


A teach ‘ ' , ' ' • 

the extent , ' ’ ■ 

grammar scnooi. Wnen sne was seen live yeais aiier treatment, she still had an occasional 
recurrence of primary delusion, m sp.te of her full insight : 'Things around me suddenly 
seem to fall into a pattern of meaning, with myself m the centre. Two eirls cam. m 1 
with their plaits cut off. I was convinced it referred to me. A man 3s the^™ ? 
feel I should go doivn and speak to him. But I always realize after'^a shorUime thaufis 
my imagination.’ ‘ *’■ 
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jaHprrii (hm 3«) has clincrcntiatcd between cJclmhuaJ perceptions, delusional ideas i 
udhns aivd delusional atvarencsss. In tl\c first of these, a normal perception is unaccounta 
tnl()\V(:<l by the patient with some delusional significance which may be mystifyi 
poealyptic, or merely peculiar. Special importance has been attached by Kurt Schneu 
1 952) to delusional perception which he distinguishes from other types of primary delusi( 
tut its special liiagnostic value does not rest on vciy clear evidence. In the delusional id 
memory or passing thought suddenly generates a delusional conviction in the patien 
uind. Me may, for example, come to believe that he is descended from royalty or endow 
vitli tlie gift of prophecy and thc.se beliefs arc then confirmed by memories nowseen in a m 
ight ' as if the scales had fallen from my eyes’. A king may have looked at a patient, or tvor 
cith special intonation may have been spoken from the pulpit. The delusional awarene 
> jiarticularly characteristic of fiorid and acute psychoses. The patient feels sudden 
harged with knowledge of world-shaking importance, unrelated to any previous thought 
KTCcption of a relevant kind, 'fhe end of the world may be at hand, a plague or epidem 
las begun in a towm nearby, or the patient assumes the identity of a biblical character. C 
he existing evidence it is doubted whether any one form of primary delusion can be coj 
idcred more specifically schizophrenic than another and the classification is perhaps ove 
laborate. Distinctions of this kind however need to be borne in mind in the course 1 
ystcmalic comparisons of idiopathic with symptomatic schizophrenic disorders and othi 
onditions of the schizophrenic borderland. Recent obser\^ations (Chapman, 1966) sugge; 
hat, in some cases of acute schizophrenia, primary delusions may be traced to disturbancf 
if perception and cognition such as alterations in the size, distance and shape of object 
hanges in colour or brightness/contrast; these are reminiscent of the disturbed perceptior 
ncountcrcd in association with organic disease of the parietal and temporal lobes. Abnormi 
oncept formation has also been linked with disturbance of visual perceptual constanc 
Wcckowicz and Blewett, 1959). It is possible, therefore, that the perceptual process under 
y'ing primar}’’ delusions is not always a normal one. 

(6) Hallucinations 

It seems doubtful whether hallucinations as symptoms of schizophrenia should bi 
anged with the main disturbances of schizophrenia. They are often the most conspicuous 
ign of the illness and easy to elicit, Kraepelin insisted that auditory hallucinations were £ 
iagnostically important sign of dementia praecox. But they occur in many types of menta, 
isease. Those characteristic of schizophrenia are significant not so much as hallucinations 
s by virtue of their combmation with the symptoms mentioned above: utterances which 
sproduce the patient’s thought disorder, or contain neologisms ; bodily sensations closely 
elated to feelings of passivity or to catatonic movements; synaesthesiae with bizarre 
elusional content, behind which the hallucination proper remains indiscernible. 

This has led various authors to psychopathological theories which deny the sensory 
ature of schizophrenic hallucinations. Schilder (1920), for example, emphasized tlae role 
f imagery in the ‘fringe’ of thinking, from which he derived the auditory hallucinations, 
limilarly Berze attributed their appearance to reduced mental control. C. Schneider (i 925 )> 
quating the schizophrenic with the hypnagogic state, reprds hallucinations as the inevit- 
ble outcome of the general condition. Their dissimilarity with normal sense perception 
;as emphasized by Schroeder (1925), who thinks the 'verbal hallucinosis' of schizophrenics 
; in a different category from other forms of hallucinosis. 
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The latter point is, to some extent, supported by the patients’ descriptions; many 
localize the ‘voices’ in the head, speak of thoughts coming aloud or of thought echo {Jcho 
des pensees; de Clerambault, 1942). 

Nevertheless, if the facts are allowed to speak for themselves, it is difficult to deny the 
primary nature of certain sensory abnormalities in schizophrenia. While they are sometimes 
clearly distinguishable from perceptions of reality, in other instances this is impossible. 
Their sensory character can be so striking that one patient hired a boat and went out on to 
one of the Swiss lakes in order to prove to himself that they were the product of his imagina- 
tion. Schizophrenic hallucinations typically occur in a setting of clear consciousness, a vert- 
uncommon event in other psychoses. ’ 

Auditory hallucinations may be the first sign of a beginning schizophrenic illness or 
they may be absent from the clinical picture for a long time. They may only appear on a 
single occasion, or may persist over years to overwhelm and direct the patient’s behaviour 
throughout the illness. In fact, very few acute schizophrenic psychoses occur without 
hallucination at one or another stage of the illness. Auditory hallucinations may accompany 
every action of the patient with their comments, even repeating aloud what he js silLtlv 
reading. In some cases, they consist of whistling only, or of inarticulate voices* or thev 
consist of words which in spite of an honest effort the patient is unable to repeat alihou h 
they absorb his attention. Neologisms arc often expressed by hallucinatory voices and all 
other primary disturbances are reflected in schizophrenic hallucinations. Their 'un^ V 
appearance, even if recognized, does not reduce the patient’s belief in their reality 
importance. They are. in fact, frequently accepted with the same conviction as pritnaw 
delusions. ^ 

Besides hallucinations of hearing, those of touch, smell and taste are observed 
peculiar visceral sensations often related to the sex organs. Patients report feeline he 
intense cold on certain parts of their skin, or that they are sprayed with fine sand or h 
by bumps from behind. The flavour of food is interfered with, it is made tasteless 
pulsive; certain smells indicate the presence of gases let into the room by hostile pe*^ 
women complain of orgasm artificially imposed on them, etc. ^ ^ ® ’ 

Visual hallucinations are rare in schizophrenia, but not entirely unkno^TO Esn * 
in acute delusional states, distortions of form and modification’ of colour are de^ ’k j 
similar to those produced by certain drugs, e.g. mescaline. In , their early stages ™ 
paranoid schizophrenics may take on an aspect resembling delirious states with 
fusion and disturbance of consciousness; and then they may have visual hallucinatf^^' 
e.g. of coloured lights or frightening faces, frequently experienced in fragmentary faslJo*’ 
Such experiences are, in our observations, associated with a relatively favourable progn 
The chronic paranoid schizophrenic after years of illness may also, though rarely re or* 
visual hallucinations, without any sign of clouding of consciousness. ’ ^ 


OCCURRENCE OF SYMPTOMS: GENERAL QtALlTIES 

Before discussing the occurrence of the principal symjitf (.!.s it seems ' propriate to 
Wn mental functions generally undisturbed in. tchho^httmei.. iriousness ri mains clear- 
attention, orientation and memory are not affected by the disease; sensation, pciception 
(except for hallucinations) are well preserved and so potentially is motility (except in 
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c.uivtnnia). Imd licence, including nequired knowledge and ability to solve new tasks, maj 
be found undbuurhcd even when the illness is fully established. The problem of schizo- 
plircnie deterioration will be discussed separately (see Outcome and Course). Speciai 
aptitudes in the artistic or intellectual field are often undamaged even after years oi 
invalidism and seclusion; but it is, on the other hand, obvious that higher artistic qualities 
arc ear.ily alTccicd by a disease interfering with expression and communication. 

Although the principal symptoms described above may all be found in one patient at 
the r.atue time or iji the course of his illness, in many cases a preference is shown for one 
or for a small grouj) of the symptoms, and the others arc not seen. Thus, some develop 
thought disorder and shallowness of aflcct only, but never have delusions and hallucina- 
tions; some catatonics have for a long time stuporose episodes only, without psychological 
content except for some hypochondriasis in the free intervals or a few hallucinations in the 
it\troduclory stage. There are paranoid schizophrenics without and with thought disorder. 
Volitional disturbance and loss of self may dominate the picture, perhaps with some 
dehisit)nal interpretations, etc., etc. There is not one among the main symptoms which cannot 
be absent in a case of schizophrenia^ provided the others, or some of the others, are present. 

'fhe eddrts, and their failure, to establish one fundamental disturbance from which the 
multiform symptomatology could be derived, have been mentioned before. In each theory 
is a certain core of truth, but none of them covers the facts with satisfactory completeness. 

There arc, however, some general, structural and ideational qualities of schizophrenic 
psycholog)', derived from the primary symptoms, by means of which it is sometimes easier 
to make a diagnosis than by the primary symptoms themselves. 

Clearness of consciousness has been mentioned before. Except for a few very acute states, 
to be described in the section on clinical pictures, it is preserved throughout the illness. 
Because of it the patient can give a precise description of his experiences; and it facilitates 
the phenomenon of ‘double orientation’ (Bleuler), typically observed as a later development 
in chronic schizophrenics. They manage to live in two worlds at the same time, to fulfil 
the demand of reality and to follow their daily occupation, such as the humdrum life of a 
petty official, while at the same time secretly believing in the most fantastic delusions, e.g. 
of identity with Napoleon or Christ, and experiencing grossly abnormal sensations and 
influences. 

This may, of course, be regarded as one of the instances of splitting. There are many 
others besides incoherence of associations and incongruity of the accompanying affect from 
which Bleuler first created the name of schizophrenia. Famous self-descriptions of patients 
(Schreber 1903; Jaspers, 1913; Staudenmeier, 1912) tell of subdivision of the patients 
self into a number of dependent sub-selfs, parts of the personality which exercise some 
limited power over his life and actions, some exteriorized as ghosts or goblins, others 
located within his body and inhabiting certain organs. In less productive psychotics tlie 
quality of splitting may assert itself in many ways and be observed in all kinds of une.x- 
pected behaviour. 

Another general quality of schizophrenia is its remoteness from normality. It is seen m 
the reaction of the non-schizophrenic towards the patient and his utterances, his ideas an 
actions. The words ‘queer’, ‘ bizarre’, ‘absurd’ CverscIirobe 7 i\ ‘zerfahren\ ‘verriickt are 
some equivalents in German) are used to convey it, but the inability of even educ^e ^ 
patients to find the appropriate word for their feelings is rather more significant. 10^ 
only has the schizophrenic lost his faculty of empathy for the people around him, u 
the doctor tries in vain to imagine himself into the patient’s frame of mind. He re 
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separated from his patient much more than from the subjects of any other type of psychia- 
tric illness (see Diagnosis, p. 314)1 and schizophrenics living, for years, in the same 
ward of the same hospital are equally unable to understand one another. On the other hand, 
the patient may from the start, or certainly after some time, find nothing peculiar in his 
own behaviour and find his ideas and reactions quite appropriate and natural. 

This latter phenomenon signifies a further general feature which as 'vnthdraaaV or 
‘autism’ has by some workers been made a central factor in schizophrenic psychopathology'. 
Detachment from reality is, in fact, an almost universal character of the schizophrenic, but 
it is rarely a deliberate withdrawal, and often not a withdrawal into a world of wishful 
phantasies and dreams. It is caused by the affective and volitional disturbances and leads 
in many cases to what has been called *autime pmvre' (Minkowski, 1927), a closed door 
behind which there is nothing. Some early schizophrenics realize their detachment and 
try to re-establish the lost 'rapport' with their environment, as can be observed during 
the course of treatment. 

Finally the content of schizophrenic ideas can be shown to have some general character- 
istics— provided one remembers that many cases have little but the most trivial ideational 
content or none at all. The delusional interpretations, physical or spiritual, given by the 
patients for their strange experiences are, of course, largely influenced by the ideas of 
the era or of their cultural surroundings. The psychosis itself, however, seems to rouse the 
interest in spiritual, philosophical and other fundamental human problems. It is as if wth 
the outbreak of the psychosis the patient’s existence had become bottomless, and he had 
to find new bearings and a new s^tem of values, earlier ones having been shattered by the 
event. Hence the attraction which the confidences of schizophrenics have for philosophi- 
cally interested psychiatrists who see in the patient’s attitudes slightly overdrawn e-xamples 
of human reaction to an extreme situation of life (Binswanger, 1945). Features of primitive 
and archaic mentality have been discovered in schizophrenic philosophy and compared 
with the creeds and legends of primitive tribes, which in turn are supposed to be the 
products of early stages of mental evolution (Storch, 1922). This example of the regressive 
nature of schizophrenic ideas has provided psychoanalytic theory with apparent confirma- 
tion of the mechanisms of the unconscious (Freud). 

The explanation may be no more than that through the medium of his illness the schizo- 
phrenic is confronted tvith the basic first questions of life. The illness also removes restraint 
and consideration for others and for the environment. Unconscious material is no longer 
‘repressed’. If the illness does not destroy the patient’s capacity to think, he attempts to 
tackle these first questions according to his abilities. Unexpectedly to those who know 
him, he develops a concern with problems of religion, sex, power, or morals from which his 
delusional ideas take a typical content. 


CLINICAL PICTURE 

The four types of clinical picture usually distinguished, simple, hebephrenic, catatonic 
and paranoid, can readily be correlated irith the six principal disturbances delineated in 
the preceding part. Loss of affective response is the leading symptom of simple schizo- 
phrenia. Thought disorder, emotional abnormalities and volitional weakness constitute in 
varied distribution, the hebephrenic form. Catatonic symptoms predcmhiate in the cata- 
tonic type, often accompanied by volitional and emotional disturbances. Pr imaty delus- ns 
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fotlowcii l)y *;ccoitclary tlolusional interpretation determine the paranoid picture. I-Iallucina- 
tionn may lie present in all typc.s except in the simple schizophrenic, in whom absence of 
any prcduciiYC symptoms is a conspicuous feature, 

'I'lwsc types were originally described as different diseases. Since Kraepelin’s unifying 
step, it has been generally acknowledged that many patients pass from one type to the other 
In the course of their illness. Others c.xhibit from the beginning a mixture of symptoms of all 
kinds, and arc only arbitrarily allotted to one or another group. On the other hand, it has 
strtK'k many obscrv'crs that certain features present from the start of the illness remain 
conspicuous throughout a lifelong chronic psychosis; this applies not only to individual 
traits of the prc-psychotic pcr.sonality, or delusional explanations, or emotional reactions, 
but also to the prcvniling primary symptom. Hence the theory of Leonhard and his school 
that scht'/oidvrcnia comprises a number of systematic, heredo-degenerative diseases. The 
character of each is, according to this school, supposed to be preserved throughout the life 
of the patient— except in mixed cases of which there are many. 

In spite of difficulties in apportioning certain cases to one of the four types, the subdivi- 
sion has proved useful and of practical value. If the leading symptoms of the clinical cross- 
section arc taken into account, assignment is possible and makes easier the problems of 
prognosis and mutual understanding between clinicians. 


(i) Simple Schizophrenia 

This type is, perhaps, the most difficult to diagnose because of the absence of all florid 
abnormal signs and of productive symptoms. Shallowness of emotio7ial respo?ise, indiffer- 
ence or callousness combined with absence of will and drive are the principal symptoms. 
Catatonia, delusions and hallucinations are not found. Thought disorder may occur, but 
is often hard to detect and never prominent. The picture progresses over years leading 
slowly to destruction of the personality. In early phases, only an unexpected lack of con- 
sideration for the closest relatives and friends, or a reckless neglect of social obligations, 
may be conspicuous. The patient may even preserve a colourless amiability among strangers, 
but all deeper feeling seems lost. He may hold down an undemanding job, or engage in 
superficial relations with the opposite sex which come to nothing. He can make no decision 
and if he is not supported by indulgent relations, he drifts into poverty and lives in the 
lowest stratum of society as an unemployable idler, tramp, petty criminal or prostitute, etc- 
Many ineffectual, talentless and sterile dilettanti are simple schizophrenics, as also are 
some of the hangers-on of harmless sects and philosophies, or aiders and abettors o 
criminal gangs. Gross neglect and ill-treatment of children or of elderly relativ^ inay e 
found to be due to an insidious simple schizophrenic illness in the culprit. If affective blun - 
ing is combined with a lesser degree of apathy the patient may live an antisocial existen 

for a considerable time. 


We have observed a solitary solicitor who fell out with all his former friends because 
of his seclusiveness and aggressiveness. For a long time he spent his 
-4.1, o wrntitunte nivine away large sums and munificent presents. He procurcu 
mot; rtaduieSptsthicl he presented to the authorities. At the same nmj, 
^ „ 1 nractice with relative success. When his frauds were found out, 

There was little doubt of the diagnosis of 

schizophrenia. 
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Single brutal crimes may be committed by an apparently harmless, solitary person, as, 
for example, a one-time ‘promising’ student who, however, never passed an examination. 
Of greater practical importance is the effect of simple schizophrenia on marriage and family 
life. 


The wife of a schizophrenic doctor gave us with great reluctance the following 
description of her married life; for years her husband treated her with extreme coolness 
and ruthlessness, asking for blind obedience and complete servility, although he did no 
work for the sustenance of the family but spent his time playing with pseudo-scientific 
plans. On the smallest provocation, he \'iolently ill-treated his wife without any sign of 
remorse afterwards. He brutally demanded her submissiveness in sexual intercourse and 
refused measures of birth control in spite of the strained economic circumstances. The wife 
considered it her duty to continue this sordid companionship and refused any suggestion 
of separation. 

The patients have no appreciation of their own shortcomings, no awareness of the 
progressing change in their personality. They do not complain of their isolated position 
in life and seem to find their social failure and everything they do and e.xperience natural. 

Vague hypochondriacal complaints bring some of these schizophrenics to the doctor, 
or to the practitioners of some quackery or nature cure. They may be met with in court or 
more often among the relatives of schizophrenic patients with more florid symptoms. But 
as a rule simple schizophrenics live outside hospital and shun contact with the psychiatrist. 

The clinical picture usually develops insidiously without symp tom s of ^e more florid 
type; and this is the classical schizophrenia simplex. In rare cases, a short acute psychosis 
with catatonic or hallucinatory sjTnptoms is followed by a picture of schizophrenia simplex 
lasting over years; at this later stage it may be impossible to elicit anything about the initial 
attack tthich the patient hides or has forgotten. On the other hand, paranoid symptoms may 
suddenly or slowly make their appearance in middle life after decades of progressive emo- 
tional deterioration. 

Some of these patients are difficult to distinguish from schizoid personalities who have 
never had a schizophrenia, especially from those of a callous and reckless type (see Chapter 
III, p. 156). Although in the majority of patients the break in the life-history at about 
adolescence is easily demonstrated, in others this is impossible. Insensibility already 
present in childhood remains the prominent character trait of the affected-individual while 
he grows up. Educational and penal me.isures, such as child guidance, special schooling, and 
Borstal institutions, are of no avail. He seems a 'bom criminal' and destined for an asocial 
life. Lombroso'may have conceived his idea of the ‘delinquente nato’ from the observation 
of such patients. If the schizophrenic gets into the company of professional law-breakers, he 
may become a most dangerous enemy of society, and spend most of his life in penal institu- 
tions. If he belongs to another stratum of society, he may be supported by his well-to-do 
family and tolerated as an idle eccentric. Many others land in poor-houses, or common 
lodging-houses, or receive public assistance as unemployables. Psychiatric examination of 
the inmates of such institutions has revealed a considerable proportion of schizophrenics, 
most of them without productive symptoms. Women of this type sometimes become 
prostitutes. 

The relation of simple schizophrenia to ‘moral defect’ will be discussed in the section 
on differential diagnosis. 
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It in important to remember that the nffcctivc biimjing^ of the simple schizo- 

phrenic can i\ho remain as the only mental scar after an acute schizophrenic psychosis'o'f 
cutatenrie or paranoid type. 'J'he cO'cet of the callousness of these post-psychotics on family 
life amt on their relations with workmates and colleagues may be disastrous, especially if 
intelligence ami volition arc not seriously disturbed. 

A woman who recovered from a short paranoid episode after insulin treatment tyran- 
nized her husband and children to such an extent that their lives were filled with an 
tmiuterrujitcd dread of her irrational caprices and whims. Her husband, himself a pro- 
fessitmal man, had no say in the education of the children or any other matter of common 
concern. She decided when he had to go on his holidays and where he should spend them. 
Knowing of her illness he anxiously avoided irritating her; but whatever he said was 
sharply criticized and if he remonstrated he was reviled and reproached. At the same 
lime, the patient was highly successful in her professional life, polite and amiable to 
visitors and witliout any remorse or recognition for the husband’s patience and toler- 
ance. 


(2) Hebephrenic Schizophrenia 

'rhe cmotionalinscnsibility characteristic of the simple type is also frequently found in 
the hebephrenic together with the other ‘negative’ schizophrenic symptoms: disorder ed 
thinking, loss of volition and of the self. Hence some authors include the cases of schizo- 
phrenia simplex under hebephrenia; but as the simple schizophrenics conform to a well- 
defined clinical picture, and constitute a group which, though not large, is of special 
practical importance, their separation seems worth while. 

BIculcr called tlac hebephrenic sub-group the great pot into which are to be thro\vn all 
cases not fitting into one of the three other types — simple, catatonic and paranoid. We 
think it preferable to place in this group all the cases of schizophrenia in which thought 
disorder is the leading symptom. Xhis is a large group comprising the majority of schizo- 
phrenics whose illness starts before the age of thirty. They exhibit all the characteristic 
features of disturbed thinking, described in the chapter on psychopathology, in varying 
degrees from a mild vagueness to a complete disorganization of thought and speech. 

An insidious onset is typical, especially if the illness starts between the ages of fifteen 
and twenty-five. There may at first be only a degree of difficulty of concentration in mental 
effort which does not hamper an unskilled labourer or an apprentice engaged in manuiil 
work, but is a definite handicap to a boy or girl at school. In a formerly promising pupn 
examinations prove insurmountable obstacles or are only passed after several attempts 
and witli much help and cramming. The difficulties are often blamed on overwork in 
school or on unbalanced development in pubertj^; pedagogues and physicians are consulte 
who unfortunately do not suspect a serious mental illness and advise rest, change of teacher 
or school, endocrine preparations or psychotherapy. Hypochondriacal ideas fostered by 
popular literature may colour the picture, and are often centred around masturbation, 
menstruation or fear of severe illness such as cancer, tuberculosis or insanity. All norma 
problems of pubescence, physical and spiritual, provide the content of the oncoming 

psychosis — Whence its name. _ _ , j 

It has to be remembered that neurotic reactions at this age of intensive gro^vul ^ 
development are in fact rare, and are certainly not frequently seen in tlie consulting-room. 
Even psychopaths rarely react with severe disturbances m this formative stage except un 
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gross environmental mismanagement. Nevertheless hebephrenics can carry on, diagnosed 
as ‘neurasthenics* and ‘neurotics’, as regular and chronic visitors to surgeries and to the 
out-patient clinics of general hospitals for a long time, until finally the frequent change of 
doctors or their fantastic complaints rouse the suspicion of a severe mental illness. 

The vague and diffuse thinking of the hebephrenic makes him an aimless drifter in 
real life and may produce a permanent state of dreaminess. These patients are unable to 
concentrate on any reading, or to do any work unless they are supervised and directed at 
every step. They are attracted by pseudo-scientrfic or pseudo‘phiIosophical ideas, try to 
solve the basic problems of life, consider themselves capable of great discoveries and 
inventions, but all without activity and often without any attempt to realize their pre- 
tentions. Probably the first case history published in English is to be found in Haslam 
(1809). After a two-years’ apprenticeship with a merchant, the patient spent years reading 
books on all possible subjects, lying in bed, neglecting his appearance, idle and boasting. 
The following letter was written by a student of economics to his parents W'hile he was in 
hospital: 


‘ Dear Papi and Mami, 

I am glad as well as sorry not to have heard from you for a long time. I begin to 
confirm my suspicions along a totally different aspect of the nature of religions, national- 
ism or Imperialism. I admit I never even dreamt that it centered aroimd the laziness, 
imperfection, or improper understanding of the tendencies in the nature of human fight 
and struggle against this religious approach which tvas partially forced on me? * 


Acute states m which the thought disorder is marked may alternate with periods of 
relative standstill of the hebephremc process. In the latter a maximum adaptation to simple 
work with relative adjustment to reality can take place. Thus, one finds chronic hebe- 
phrenics among unskilled labourers, maids, nav\'ics, gardeners, dustmen, etc., doing a 
routine job with automatic precision. They may only be discoverable from their history, 
which is usually one of arrest and decline on the social scale— or when another attack brings 


out more severe symptoms. 

With the loss of clear thinking, planning and anticipation of the future become impos- 
sible. System and order m life vanish and the sense of values is lost. Feelings and instincts 
gain the upper hand and rule behaviour. A flare-up of se^al appetite is not infrequent in 
the hebephrenic youth, leading to excessive masturbation or promiscuity. Girls throw 
themselves away on anybody who wants intercourse, wth disastrous consequences. 

In contrast to the superiority, the gravity and the pseudo-profundity of hebephrenic 
philosophers, and rather more typical of the clinical picture, are silliness and hilarity. 
Inappropriate laughter is the prevailing emotional expression, joking and punning is 
facilitated by loosening of the sequence of ideas. Some patients produce a patter of speech 
with a mirth in which the observer finds it difficult not to join. Mild hebephrenics have 
gained success on the stage as clo^vns or humorists by their ability to exploit this spontan- 
eous sillmess and the bizarrerie of thought associations. 

Silliness is sometimes combined wth *Vorbeireden , talking past the point— ‘a false 
response to the examiner’s question where the answer, although wrong, indicates that the 

question has been grasped’ (Anderson and Mallmson, 1941). • - 

Hebephrenic laughter can, of course, be attributed to schizophrenic disorder of affect, 
and in fact most hebephrenics show some emotional symptoms as well as thought disorder. 
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I ilcy arc iriildly depressed, but without depth of mood even if they are not giggly; and the 
Cfjoliug ofl e>f their Icclings for their relations and fellow human beings is rarely missed, 
Dutburals ol primitive aflect such as rage or terror arc not infrequent in the earlier, more 
acute stages ot the illness. 'J here may be apparently adequate, but excessive, responses to 
real events, ov completely incongruous and unexpected. In later stages the hebephrenic 
often shows a bland serenity which seems to indicate disdain of his environment, but, in 
fact, rcilccts vacuity of tnind. 

1 Icbcjihrcnics may be over-active, and engage in an untiring search for an occupation 
tn- a pliilosophy; but the majority lose their drive and volition early in the illness, or after 
it has progrcs.scd. Mild apathy often precedes the thought disturbance. Seeing the dreamy, 
witlidrawn hebephrenic who sits for hours staring into space and is only able to answer simple 
questions if addressed but unable to give an account of himself, it is difficult to say which of 
the two symptoms, thought disorder or passivity, is more responsible for his inadequacy. 

Disturbances of the self take varied forms: thoughts may be put into the patient’s head 
or withdrawn from his mind, he complains that his thoughts are broadcast to other people 
who know everything he thinks. He has times when thoughts race through his mind as if 
under pressure, in contrast to other times of complete emptiness and blanloiess. These 
symptoms tnay occur in the same patient, but more often not. Clear descriptions of the 
subtler passivity phenomena arc not easily obtainable from the more severe hebephrenics 
because dissociated thinking and incoherence of verbal expression prevent a rational report. 
I’lic phenomena, moreover, are so strange and complicated, that the language of day-to-day 
events is unfitted for their description. 

Delusional explanations are more easily expressed and more lastingly retained. They 
arc often proffered by the hebephrenic as the most disturbing of his symptoms. But in the 
typical case delusions are quickly changing and transient, as if they were broken up by the 
dominant fragmentation of tliinking. Primary delusions may also be present transiently, 
but have little effect on behaviour. 

Many hebephrenics show for a long time no signs of hallucinations, but in later stages 
of the illness they are rarely missed. When hallucinations appear, they are in close connexion 
with the disturbed thinking. Sometimes they are believed by the patient to cause his 
incoherent thoughts. The ‘voices’ interfere with his ideas, present contrasting ideas, 
repeat what he is thinking aloud or mock at his reactions and opinions. They contribute to his 
difficulty in concentration while reading, by repeating or contradicting what he has read. 

Chronic hebephrenics in a more advanced stage of the illness are often completely 
absorbed by listening to amusing or flattering voices promising or describing successes m 
love, money-making and other worldly matters. It is difficult to say whether the patients 
believe in these imaginations ; they certainly do not act on them. 

Every psychosis with an insidious onset naturally derives much of its psychopathology 
from the features of the patient' s personality . This is especially true of hebephrenia in whic 
the symptoms, such as the decay of ability for formal thinking, weakening of will and pur- 
pose, and blunting of emotional response, are purely negative. Besides special traits ot tne 
personality, symptoms of a general kind, described as modes of neurotic reaction in an earlier 
chapter, may herald the schizophrenic process. They can colour the clinical picture for a 
considerable time until the more severe and typical symptoms of the illness become manffes . 
Hence the superficial view, held by certain workers in the field of psychiatry, that schizo- 
phrenia is an aggravated neurosis and may be regarded on the same plane, and treate on 
similar lines to a neurosis. Only from a considerable clinical experience can the diagnos 
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acumen be aquired to discern the schizophrenic signs behind the mask of neurosis. Even so, 
some cases •will be misjudged, and hardly any psychotherapist is spared the disappointing 
experience of seeing a schizophrenic psychosis reveal itself during what seemed to be a 
hopeful course of psychological treatment. 

Although differential diagnosis is discussed in detail elsewhere, a few common disguises 
of hebephrenia should be mentioned here. Depressive reactions are often the first sign in 
young patients of the loosening cohesion of functional response. They may be interpreted 
as the reaction of the personality to the sinister loss of foothold in the world of reality. If a 
youth appears depressed or sulky, this is only too easily explained as a reaction to conflicts 
at the critical and problematic time of adolescence when he has to deal W’ith awakening 
sexual desire and to free himself of earlier emotional ties. As this is also an age of ex- 
aggerated emotional response and inadequate expression of feeling, it will obviously 
be difficult to recognize the nature of a depressive reaction as the initial sign of a schizo- 
phrenic illness. Diagnosis in such cases has often to be postponed till the persistence, 
monotony, lack of modulation of the affect itself, or its incongruity, or the flatness and 
stiffness of its expression, confirm the suspicion of a serious illness. If it is sought for, 
thought disorder is often disclosed early on. 

Depersonalization and derealization are prodromal manifestations in other cases of 
hebephrenia disguising the real nature of the illness. Thinking in terms of normal psycho- 
logy, nothing seems more appropriate than that the patient should be aware of the change 
in his mental life and should express the awareness of his loss of interests, activity and 
emotions in the terms of the depersonalization syndrome and his alienation from reality 
in those of derealization. It could be maintained — and has been maintained by theoretical 
thinkers, basing their view on a few chosen cases — that every schizophrenic passes at one 
stage of his disease through depersonalization, this being the psychological expression of 
what IS actually taking place In fact, the syndrome is far from frequent in schizophrenia. 
But when it occurs in early cases, it may for some time remain the sole indication of the 
progressing personality change, until it takes on a fixed quasi-delusional character, becomes 
flat and monotonous, or till other characteristic features of the schizophrenic illness make 
their appearance. 

Obsessional phenomena, somewhat related to depersonalization, can usher in a hebe- 
phrenic psychosis if an obsessional personality is affected. Passivity can pave the way for 
obsessional and compulsive symptoms. The rarity of this combination may be seen from 
the work of Jahrreis (1926) who found only eleven patients exhibiting obsessional features 
among 1,000 schizophrenics. 

A pre-psychotic obsessional personality has a favourable influence on the course of a 
schizophrenic illness (Stengel, 1945). A classical case of this type is Freud’s patient ‘Wolfs- 
mann’ who was psychoanalysed with apparent success at the age of twenty, but later 
developed a schizophrenic illness with hypochondriacal delusions (Brunswick, 1929). It is 
worth noting that the patient’s symptoms, even at the time when he still considered him an 
obsessional, reminded Freud of those of Schreber, the paranoid schizophrenic, to whom 
he had devoted an earlier study. 


(3) Catatonic Schizophrenia 

The most frequent catatonic symptom is stupor. It varies in degree from a transient 
blocking of certain movements to immobilization of the whole patient in a fixed posture. 
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Sf'tni'titupfiroi'.e i^talcs arc often seen ns n catatonic admixture in otherwise mainly hebe- 
pluonic. cases. In them the patient c.an still speak, and indeed carry out every kind ol 
activity, hut slowly or with frequent interruptions, as if he had to overcome an obstacle. 

Jtpieal catatonia i.s charactcrixcd by motor ‘blocking', distinguished by Kraepelin 
fiom juotot rctaidation. J he latter acts like a brake slackening the pace of all movements, 
while blocking interrupts or entirely stops the impulse which can flow at normal speed 
when llic obstacle is removed. 1 his analogy, taken from mechanics, is useful as a general 
(lescri(^tit)n ; but it docs not help to explain the phenomena, the nature of which is in fact 
hardly tindorstood at all. 


Short interruptions in certain functions — suggesting absentmindedness — and transient 
immobility juay rapidly become more general. The patient looks vague or perplexed; his 
uitercst in what is going on around (as expressed by eye movements) seems to vanish, until 
he becomes entirely unresponsive to any stimulus. 

Other catatonic symptoms have meanwhile made their appearance. There may be 
negativism in the form of refusal of food, soiling of clothes or bed with urine or faeces, active 
resistajice to any request, such as to dress, to wash, to leave the bed. Rigidity appearing 
the moment the patient is addressed or touched, though absent when he is left to himself, 
is perhaps the simplest form of negativism. General muscular rigidity lasting over days is 
vciy rare in schizophrenics. A common negativistic reaction may be seen in the patient 
who remains mute whatever is said to him, until the questioner turns his back when he 
answers or at least begins to answer. Or the patient leaves a full plate placed before him 
untouched, but steals food from another patient’s dish. He refuses to use the toilet, but 
dcfaccatcs into the bed immediately afterwards. If kept in bed, he insists on lying in an un- 
comfortable position on the edge where he is in danger of falling; he may not actively resist 
when his position is corrected, but he returns to it when unobserved. The interpretation of 
negativism as a disturbance of volition has been discussed before (see Psychopathology). 

Posturing is in general a symptom of more advanced cases of catatonic schizophrenia, 
but its less conspicuous forms can be observed in recent cases as well. Schizophrenics 
frequently hold their head a few inches above the pillow for hours, or sit balancing at the 
edge of a chair, apparently without fatigue or discomfort. 

Together with negativism or alternating with it, automatic obedience may occur; while 
the patient at one time obstructs passive movements of his limbs by making himself stiff, 
shortly afterwards he may permit them to be moulded into uncomfortable postures which 
he then maintains, perhaps for many minutes. This symptom may or may not be accom- 
panied by waxy flexibility, a peculiar condition in which muscular tone is raised simultaneous } 
in antagonistic muscle groups. Flexibilitas cerea proper is more common in certain encepha- 
litic states than in catatonia. The same holds true of echolalia and echopraxia; but the} 
may occur as signs of automatic obedience in catatonics, emphasizing the neurologica 
aspect of the disease. 

Postural stereotypies may be taken on by the patient spontaneously and are often later 
explained as meaningful : stretching of the arms symbolizing Christ on the Cross, balancing 
on the toes signifying the balance between good and evil, a curled-up attitude under t le 
bedclothes being likened to that of the foetus in the womb. ^ 

Transient states of immobility lasting from minutes to hours are sometimes repor e ^ 
as an early sign of catatonic schizophrenia. They may be accompanied by fear or hallucm^^^ 
tions, but are often without psychological content or motivation, and the patient c 
spellbound while completely awake. 
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The great variety of stereotypies of movement covers all possibilities from simple 
‘neurological’ motor behaviour to complicated hyperkineses of a highly symbolical charac- 
ter. Some may almost be identical with extrapyramidal tics or cortical twitchings, such as 
the classical pouting {^Sc}mauzkrampf\ or the rhythmic turning of the head to one side 
or the ‘ballistic’ shaking of the arms. Chie of our patients grasped with eagerness anything 
she could reach and held on. to it, squeezing relentlessly, apparently quite indifferent to 
whether it were a chair, a nurse’s arm or a piece of paper. Others make movements which 
mimic gestures or facial expressions ; frowning, for instance, is a very frequent symptom in 
early schizophrenics, and may perhaps signify an effort of concentration connected with 
thought disorder. Other expressive movements are a lifting of the upper lip as if in disgust, 
smiling with blinking of the eyes as if in embarrassment, shaking or raising of the head, 
hemming, coughing, etc. All these may mean what one would expect from one’s 
knowledge of kindred normal movements, or just the opposite, or they may be entirely 
void of any psychological meaning. 

Complex stereotypies are as a rule combined with spoken utterances — catatonic speech 
disorders will be discussed presently — ^but they may also occur in mute patients and have 
as ceremonious an appearance as the rites observed by obsessional patients. After each 
mouthful of food a patient opened and closed his eyes three times ; another stamped the 
floor each time before he went through a door; a student, when putting down his slippers 
at the bedside at night, had to do this three times or any multiple number of three. 

Stereotypies are sometimes a forewarning of an outburst of general hyperkinesis, but 
more often are the remnants of a phase of general agitation. General hyperkinesis may 
precede or follow stupor. Patients are restless and excited continuously, without rest or 
relaxation, and in the severest cases even without sleep. As a rule, however, catatonic 
symptoms, stupor as well as e.xcitatlon, disappear like extrapyramidal motor disorders in 
sleep Sleep rhythm and depth of steep are often disturbed in all forms of schizophrenia, 
and especially in catatonia. The parasympathetic predominance throughout stupor, found 
by Gjessing, tallies with the clinical impression that the stuporose patient is always in a 
kind of half-way state between waking and sleep The sleeplessness of the excited cata- 
tonic is a much more serious complication leading to exhaustion and possibly death, 
especially when the patient refuses food. 

Schizophrenia sometimes begins with a sudden outburst of wild excitement. These 
cases, formerly called ‘deliritim aciiinm\ may begin out of the blue without any obvious 
premonitory signs, or they may follow a short period of physical discomfort. The degree of 
restlessness and excitation may exceed everything known in psychiatry, except perhaps 
some epileptic furors. The patient cries, hits, bites, breaks and destroys everything he can 
lay hand on, runs up and douTt, fights everybody and keeps moving day and night. It is im- 
possible to establish any rapport with biin, he continues to rage when left alone, indepen- 
dently of any stimulation. The impression is that of an uncontrolled, instinctive motor 
discharge. Horror or rage may be expressed m the patient’s face, but often the expression 
is blank. Large doses of sedatives are needed to manage such patients ; sometimes they can 
be persuaded to take some fluid or food when they %vake up from sedation. Feeding by nasal 
tube is often necessary. In spite of all nursing care, acute catatonia of this kind frequently 
ends fatally. The hope, how'ever, of some workers, such as Stauder (1934) and Scheid 
(1937) of establishing a specific pathology of ‘acute lethal catatonia’ has not been fulfilled. 

Kleist has made a special study of hyperkinetic states and pointed out the similarity of 
certain motor components in the clinical picture tvith the extrapyramidal hyperktneses in 
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•tuTphaliiiii Icthmgica aiicl in other diseases with a well-defined pathology. His precise 
jh;;rtviui()ns and his nllcinpts to clifTerentiatc the varied nature of the movements have 
‘otUf ihiued to our knowledge of motor behaviour in general. In fact, in general hyperluneses 
e; ii\ partial motor reactions, one finds every type of motor discharge from the simplest 
rtk’jc-like twilehings to the most complex and highly skilled movements. Epileptiform 
Its ;;()nu’tinu’s occur. I he repetitive and mechanical character of certain gestures and 
ittcranccs reminds one of organic disturbances of subcortical origin. As a rule, however, 
Miatonic excitation is psychologically not entirely meaningless. The patient certainly 
dentilics himself with his behaviour — in clear contrast to the encephalitic who in someway 
iiccccds in detaching himself from his motor symptoms. 

Just as the hyperkinetic manic is versatile and adaptable, and expresses the heightened 
nastery of life felt by the manic patient, tire hypcrkincsis of the catatonic often mirrors the 
ncnhnriirr of his thinking or the vagueness of his ideation. His attacks may be impulsive 
nd brutal, but they are seldom xvcll prepared or cunningly planned. Hallucinations may be 
he cause of the bizarreness of certain gestures; delusions of a fantastic character may be 
nund to be the motive power behind stupor, stereotypies or excitation. In fact, behind the 
'isil)!e catatonic signs all the other schizophrenic symptoms may be present and determine 
he variety of the clinical picture. 

Since 'verbigeration*, ‘neologisms’ and ‘word salad’ are terms used in the description of 
atatonia, this seems an appropriate point to discuss schizophrenic speech disturbances. 
dmormal speech and spccch-likc utterance may be due to thought disorder or to affective 
isturbanccs such ns outbursts of rage, fuiy or ecstasy. If the schizophrenic forms new 
,’orda to describe his strange delusional, hallucinatory or emotional experiences or speaks 
1 an incoherent style wdiich corresponds to his impaired thinking, one can hardly assume 
primary' disturbance of speech (White, 1949). 

Speech may be affected by catatonia as a mere part of its effects on motor behaviour 
1 general. Immobility and negativism may be shown in mutism, and a state of excitation 
ppcar as verbigeration, iteration, etc. In the latter case it appears that the inner pressure 
j utter something is backed by no adequate fund of meaningful words and sentences. 

In certain chronic cases the distortion of la 7 tguage, which may deteriorate into an un- 
2straincd flow of gibberish appears as by far the most prominent symptom. These patients 
low no general hyperkinesis. They talk incessantly as if playing with the material of 
oeech, and their productions have been compared with the playful disfigurement 01 
inguage in the dreams of normal people (Kraepelin). It has been also shotvn that the 
chizophrenic may employ the normal ambiguities of language for his own convenience 
dthout regard to the ‘social serviceability’ of speech (Whitehorn and Zipf, 1943)- 
eurologically interested workers have likened the speech of schizophrenics to the jargon 
nd logorrhoea of certain types of aphasia. 

Patients have been observed who create their own secret artificial language and give a 
•anslation into ordinary speech. Other patients refer the origin of neologisms to hallucina- 
)ry experiences and insist that certain bizarre utterances are not their o\vn, but ot ler 
eople speaking through their mouths. The fact that auditory hallucinations prevail in 
:hizophrenia and, as one would expect, involve the same distorted words as the 
imself uses, has led to the idea of a primary speech disturbance as a symptom of schizo- 
hrenia and to the concept of ‘schizophasia’ (Bleuler). But, as Gruhle has pointed ou_, 
iccept for the cases in which a catatonic excitement implicates the speech mechanism as^^ 

V chance, and produces meaningless iterations, rhyming or ungrammatical jargon, 
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nature of all language anomalies in schizophrenia can be understood as the outcome of other 
primary symptoms. 

Catatonic behaviour, which is a primary disturbance in acute schizophrenia, has a 
tendency to persist when the illness has come to a standstill. If it takes the form of catatonic 
habit formation, stupor or another form of reduction of contact and communication, this 
can be interpreted as part of the withdrawal from reality. If it is shotvn in hyperkinesis or 
some unpleasant stereotypy or grimadng, this theory is less plausible. Much can be done 
to correct such abnormal motor habits by directing the patient’s mental and physical 
energy to^vards a useful occupation, giving him responsibilities on a small scale and oppor- 
tunity to control his behaviour in the company of normal people. The considerable in- 
fluence of environmental factors on the behaviour of the chronic catatonic is now generally 
recognized; and the organization of the patients’ activities in chronic wards of mental 
hospitals into more normal and useful channels has improved the whole atmosphere and 
appearance of these wards. 

In well-run hospitals catatonic stupor or excitement lasting for years is rare, and patients 
learn to control their mannerisms and utterances. One catatonic who used to stand for 
hours in a comer answering his hallucinations with bellowing noises lost this habit entirely 
after he was allowed to go to the neighbouring town entrusted with shopping errands. 
Only when he returns on winter evenings m the dark, he can sometimes be heard bello\'ing 
on the lonely road. 

The clinical picture of catatonia would be incomplete without mentioning the physical 
abnormalities outside the motor field: sallow colour and greasiness of the skin, especially 
of the face; blue and mottled extremities which are always cool; a peculiar odour of the 
patient’s sweat which is difficult to describe; excessive salivation; low pulse rate and low 
blood pressure; shallow respiration interrupted by sighs; relatively low body-weight, even 
when the food intake is normal or excessive. 

Finally one must agree with those observers who emphasize the psychological aspects, 
that the catatonic symptoms in their milder form are representative of what one may call 
the schizophrenic style. Stupor expresses a shutting-off from the real ^^■orld and from society; 
awkward and stiff movements signify the rigid and emotionally cool outlook of the schizo- 
phrenic’s thinking and feeling; states of violent excitemeat correspond to his viticortipcomis- 
ing mental attitude and fixed ideas. Features of this schizophrenic style are found in 
paintings and writings and other works of art produced by schizophrenic patients. They 
also find a validation and a justification when they are informed by genius, as in the works 
of van Gogh and Holderlin (Lange, 1909; Jaspers, 1926). In some of these artists the flow 
of originality seems to be intimately related to the change m the vision of life wrought by 
the schizophrenic process. 


(4) Paranoid Schizophrenia 

Of all clinical types of schizophrenia, the paranoid type is the most homogeneous and 
the least variable. Schizophrenia simplex is often the precursor or the result of a catatonic 
or hebephrenic attack; and in other cases catatonic and hebephrenic symptoms frequently 
intermingle, or replace one another in the course of the illness, so that it is difficult to 
assign the patient to one of other climeal group. The paranoid form of schizophrenia, 
however, is relatively distinct from the others, and often persists true to type throughout 
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it;; cosinu.-. Priiuniy delusions followed by secondary delusional interpretations are the 
leadiiu' symptoms, and, together with hallucinations, can remain almost the only disorder 
iu a chronic psychosis lasting for years. Disturbances of thinking, feeling and volition, i.e. 
those syinjU-oms which lead to deterioration of the personality, may be absent or inconspicu- 
ous, or only revealed under special circumstances. It is no wonder that critics of Kraepelin’s 
concept f>f dementia praccox as a single large entity, liave maintained that the paranoid 
ps.ychoscs were a distinct group. 

'I'iic (jueslion as to why the symptom of delusion predominates in some schizophrenic 
patients while others arc free is an interesting and important one. Although a conclusive 
answer is impossible at the present state of our knowledge, there is evidence that the 
par.anoitl type of reaction represents the most frequent form in the middle-aged and elderly, 
and ihcreforc there is a suggestion that a later age of onset itself predisposes to a paranoid 
dcvclopmcttt. Patients who fall ill in later life can be regarded as having greater constitu- 
tional jrowers of resistance than those who are attacked young; and in fact in them the 
illness tends to lake a more chronic and insidious course, with less destruction of personality. 
A fidl-blown paranoid development can only be seen while the personality is relatively 
intact, as gross symptoms of thought disorder and catatonic and volitional disturbances 
will interfere with its appearance. Kolle’s finding of the late average age of onset of paranoia 
has already been mentioned. W. Mayer (1921), who followed up Kraepelin’s cases of 
paraphrenia, thought that the late onset of the illness was responsible for the peculiarities 
of the clinical picture. Among 100 paranoid schizophrenics studied by Wyrsch (1942), 
eighty-one fell ill after the age of thirty, fifteen after the age of fifty; however, nineteen 
of his patients began their illness within the third decade. In his series of over 1,000 
schizophrenics, carefully investigated genetically, Kallman (1938) found that the mean 
age of onset in the paranoid group was thirty-five, in all other types twenty-three years. 
Paranoid symptoms (though not primary delusions) are, moreover, rather characteristic of 
all kinds of mental illness in later life, especially in affective disorders at the time of involu- 


tion, and in many senile and other organic psychoses of the elderly. 

Coming on so late, and especially if it attacks a well-developed and imaginative person- 
ality, the psychosis may often produce a paranoid attitude which seems to be e^ily 
accounted for by the life situation. Moreover, in the majority of cases there is an insidious 
onset which gives time for features of the original personality to interweave themselves 
into the picture and for the close and almost logical integration of the paranoid attitim 
with enmronmental circumstances. Jealousy seems only too natural a reaction for the un- 
happily married husband; a secret passion for her chief might almost be expected from 
the spinster secretary; a self-conscious vigilance for remarks about his complexion is 
easily understandable in the masturbating youth. It is often impossible to determine 
the psychological point at which such understandable mild paranoid reactions crystalliz 
into delusions. But when they appear as something entirely new and strange, and when 
they lack a clear connexion with the peculiarities of the patient’s temperamental make-upj 
they should rouse the suspicion of a serious illness, however easily they may be e.xplaine^ 
by the life situation. The same is true for hypochondriacal ideas, for litigious activities an 
for fanatical devotion to political, religious and other missionary causes. 

Delusional ideas in schizophrenia are often more or less logical, often free from 1 
emotional motivation, and always persist in a clear state of consciousness. These 
have naturally attracted the interest of those who, dissatisfied with the theory 
basis is a psychological change derived without mediation from the pathological p 
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PLATE VII 

Writing stereotype with repetition of phrases and punctuation mannerism 
by paranoid schizophrenic patient, aged 52. ill for more than 10 years 
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PLATE VIII 


Part of a letter sent through the post showing schizophrenic thought disorder, 
with incoherence, tangentiality, neologisms and ill-defined, confluent para- 
noid delusional ideas. (A transcript of the extract is given on the facing page.) 



TRANSCRIPT 
2/ continued 

than long continuing treatments, it is 1 find human 
witness verified substantiated as actual material 
human endouvair and a new revelation of sex 
practice, in this it would seem the incorporation of voice 
barrage plays an important part, here we have it 24 hours 
a day and this has earned on for the past ten years 
It would only cover one period, along with the body-head 
Activation by Radio-Active methods, it has even been 
developed and used by buisness sales, even to voice 
head commucation method of every thing possible, to even 
Include this type of distance sex practice both sexes 
taking part the single being freely induced to be the 
Incubus and Succubus, or Induced until self-concience. 

It is a tragedy perhaps. I find practically all the 
foriegn human beings had this knowledge, and perhaps 
at least certain of our own Nationality such as myself had 
not, even my friends, comrades, where aware as the Slate 
Authoraties must have been, which I feel you will accept 
as to be Sts - m all aspects revalent to dehbirary to try and 
induce, such as been my lot, constant body, head. Activation 
numcrica! strong, and distance Voice face and body barrage 

It could be from such position; that Industrial Area is 
so affected, and so here their husband, sons, with the 
knowledge, have protected them by a supposition of putting 
themselves before in external company, the wifes 






PLATE XI 

These two pictures by the celebrated Swedish 
painter Ernst Josephson ( 1 85 1 -1 906) express 
only a single schizophrenic characteristic: 
experience of passivity. During the acute 
phase of the psychosis from which he suf- 
fered he believed that he was guided by great 
artists of the past. These two drawings bear 
the signatures Rafael Sanzio (above) and 
Velasquez through Ernst Josephson (below). 



(The photographs for Plates X ami XI werekimlly 
supplied by Professor Cronholm of the Karolinska 
Institute. Stockholm) 
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have sought for explanation along nortnal psychological lines. Hagen (1870) held that delu- 
sional beliefs serve the patient as a prop in his perplexity and distress, and give his shat- 
tered existence some stability. Wernicke (1906) spoke of ‘delusions of explanation’, the 
patient’s effort to solve the riddle of his strange experiences, his hallucinations, passivity 
feelings, etc. The patient seeks to explain them within the order of things as he knot\-s 
them. Hence hypnosis, electricity, wireless and other familiar but little-understood pheno- 
mena are the recourse of the patient of today, while supernatural forces, fairies, were- 
wolves, witchcraft and the devil himself served in ages past. There is little doubt that 
Hagen, Wernicke and others have much right on their side, and that the patient’s delusions 
contain secondary elements which are derived from a partial adaptation to the morbid 
experience. Nevertheless these theories remain of a partial kind, and do not account for 
the primary delusion itself, nor elucidate its power over the patient and its fixity and 
rigidity. 

Some of these qualities can be accounted for by the directness of the original experience. 
The patient is not equipped to distinguish a hallucination from a true perception, and must 
as we all do, lend credence to his eyes and cars. The delusional experience arises very fre- 
quently in a pathologically altered mood which gives it an additional power of conviction. 
This delusional mood-state has already been referred to, and when it is well shown one is 
able to see the rudiments of delusional ideas, and half-way stages between them and altered 
perceptions. 

A man of thirty-nine, asked whether he felt that people imitated him, replied: ‘Yes. 
... I don’t quite gather. I know one right and one left use both hands, but I can’t follow 
the system that’s working. The idea is meant in a kind way, but it’s not the way I under- 
stand life. It seems to be people taking sides, as I understand it. If certain people agree 
with me they speak to me, and if not they don’t. Everybody seems to be the doctor and 

Mr. H [his own name] in turn. The superiors here can’t do as they like, they can’t 

come up to speak to you as they like, because they have to take their turn of being 
superior and insuperior. To say things are all wrong means right in turn, but I don’t 
appreciate it that way. If I go into the stores and say “Are my cigarettes here?” they 
say “No”. But if I say “My cigarettes haven’t come” they give them me.’ 

If the onset of a paranoid schizophrenia is observed m a man of fairly normal personality, 
the appearance of such a delusional mood-state, and still more of typical primary delusions 
is easy to recognize. If the illness attacks a schizoid personality of the over-sensitive or 
suspicious type — a relatively small group among pre-psychotics — the first symptoms may 
be'difficult to distinguish from habitual feelings of sensitivity and self-reference; and then 
only later and grosser symptoms, such as hallucinations, affective blunting or catatonic 
behaviour, may allow a definite diagnosis. 

Fortunately for the problems of diagnosis, the greater number of paranoid schizo- 
phrenics lack previous paranoid traits, or even marked signs of a schizoid person- 
ality. Miller (1941) found only 50 percent., of schizoid personalities in a large material. 
Before destructive changes have occurred, the paranoid schizophrenic is not an isolated 
shut-in eccentric; he often fights for his ideas, defends his rights, and joins groups or 
sects from whom he expects support for hb cause, and only leaves them when he is dis- 
appointed. 
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Oihcr p.yients liulc their tichisional ideas in the early stages of their illness, as if they 
fr.ih-ed tlieir oddity.^ They continue in their work and in day-to-day relations with the 
proi’l^ around theni, 'Hus may on for y'cars, until, under some stress of circumstance, a 
whole twstem of delusions comes unexpectedly to light. As sucl) a system has grown, en- 
cap.ntlatcd as it were in the patient’s iiiind, and guarded against contact with reality, its 
content is often .so bizarre that its nature is recognized at sight. 


.'\ company director, with a long and successful record, suddenly declared, during a 
dispute with his partner on business policy, that he was an illegitimate son of royal 
parents, that he had been watched by all his employees for many months, and that he 
had survived several attempts by his partner to poison him. These ideas had been 
ripening for years, atid lind become entirely fixed before he disclosed himself. Shortly 
nfterw.trds he smashed his wireless set at home, and made a suicidal attempt which led 
in .admission to hospital. 


Paranoid schizophrenia may^ start suddenly, irrespective of such sudden ebullitions of a 
mind long diseased; and it is in these early and acute cases that the primary delusion is, 
best studied (see p. 272). Some quite ordinary perception, such as an advertisement in 
the nc\vspapcr, or a talk over the radio, has an unexpected meaning for the patient, and, 
he feels, refers to him and to his life in past and future. A traffic accident he witnesses, 
the shining of car-lights through his bedroom window, the shapes of clouds in the sky, a 
glance bclw'ccn friends, take on a personal significance. He senses an impending revolu- 
tion, the rc-birtli of Christ, adumbrations of a great destiny or of a threat to his 
life, from observ'ations which he must have made often before, and which meant nothing 
to him till that day. From such an experience he dates his conviction that he is regarded 
as an outcast, is persecuted by the freemasons, the Jews or the government; or he feels 
called on to be a reformer, to spread the doctrines of a religious or political sect, to 
proclaim his naission as a new Messiah ; or he may claim that he has discovered the secret 
of perpetual motion, has found some new scientific principle, can transmit power on 
a radio beam or has solved some other technical problem of incredible difficulty. Some 
patients at first discard these ideas as absurd, and only, as they continue to experience the 
feeling of a hidden meaning behind commonplace events, lose account of rational argu- 
ments and connect events in a quasi-systematic way. The effect of primary delusions may be 
supported by illusions and hallucinations, which may have been present from the start. 
While many hebephrenics have doubts about their auditory hallucinations and are willmg 
to discuss the question whether they are real or not, the paranoid patient is certain an 
unwilling to admit any doubt. . . 

Powerful affective expeiiences, apparently arising de novo, often strengthen the delusiona 
belief. States of fear, bliss, rage, or feelings of overwhelming w'ell-being and vigour, or its 
opposite, are often experienced in acute paranoid psychoses, as are also such mixtur^ 
emotional and cognitive experiences as those of ecstasy, blessedness, damnation or direc^ 
intuitive insight into the deepest problems. Not all of these are Mthout their capacity 
awaken echoes in the normal, as is shown by many works of artistic or literar}^ P°''T/^'ther 
have been produced by schizophrenics of great innate ability. There are probably 0 ^ 
primary affective disturbances for which no adequate description can be given " 

language. It is tempting to think, and has often been suggested, that all primap^ ® nv 
are based on some affect ; but an unbiased study of the clinical material shows that m > 
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cases this theory fails to hold. It is characteristic of schizophrenic delusions that they do not 
correspond to the predominant affect, and that the patient’s affective reaction to them is 
often incongruous. 

There are obvious connexions between paranoid experiences and their associated 
affective states on the one hand and disturbances of the will and of the self on the other. 
They have a further connexion with the philosophical and religious preoccupations evoked 
by schizophrenic thought disorder. Thought disorder is rarely absent', and systematically 
coherent though they may be at first, paranoid delusions soon become illogical and self- 
contradictory even at a time when hallucinations have not yet appeared. 

In the majority of cases, acute paranoid psychoses are the beginning of a chronic illness. 
One sees, however, short episodes which last only a few’ weeks and then seem to clear up 
entirely. During the remission the psychotic experiences may be forgotten, or, more 
frequently, they may become the focus or origin of a new orientation to life, as for instance 
in a religious conversion. 

A young girl worked for several years as a parlourmaid in an industrial to%vn. When 
the place was subjected to a heavy air raid during the war, she told her father' with a 
smile that she was responsible for all the damage and for the death of many people. She 
moved with her family into the country and remained apparently normal for another 
four years, when she suddenly declared that President Roosevelt %vas going to marry 
her. This was the beginning of a chronic paranoid psychosis with catatonic features 
and hallucinations which led to admission to hospital. 

Remissions after a longer paranoid psychosis are usually only approximations to a 
social adjustment. The patient is loath to give up his delusional ideas, although he may 
not act on them nor enlarge their range. On direct questioning, he becomes embarrassed 
or angry and uses subterfuges and evasions, thus disclosing their persistence. The state is 
very similar to that shown by the paranoid patient who, early in his illness, hides his 
thoughts and feelings while they are still fresh and unaccountable. There is a degree of 
dissociation which makes it possible for the paranoid ideas to be kept, one might say, in an 
isolated compartment of the mind, from which, however, they may break loose again under 
the stress of strong emotion or in a second attack of illness. 

^Vhile there is little doubt that in these cases the psychotic process has come to a stands 
still, one cannot be very sure whether the process ts continuing or not in those chronic 
mental hospital patients in whom this isolation of morbid ideas does not occur. There are 
many who continue for years to suffer under the molestations of their persecutors, and are 
constantly distressed by the annoyances and the hostile attitude to which they are exposed 
Anything unusual, the admission of a new patient to the same ward, a change of doctor or 
nursing personnel, the provision of a wireless set, a change in time or place of exercise is 
related by the patient to himself and his delusional complex. This complex absorbs the 
whole of his attention and is his day-long concern; and the hallucinations and variations 
of emotion he undergoes add to his distress. The basic idea of the delusional system is 
usually taken from the early experiences of the illness, and remains in many cases unaltered 
for years. The patient, feeling himself WTongly treated, injured or tortured, is always tense 
and often seriously aggressive. The delusions remain a festering sore, do not become 
encapsulated, and bar the way to any social adaptation. 

In other patients a far-reaching integration occurs between the real and the delusional 
world. They speak freely about their experiences, which are often as varied and fantastic 
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an thor.e of liic distressed paranoid, but manage to maintain some equanimity. Though 
they believe (hat attempts arc made to poison them, that dead relatives are resurrected and 
visit them at night, that the other patients in the ward are put there to remind them of their 
past, they take these things for granted, as part of the natural order of things, and keep their 
inqvissivity. 'fimy treat these spies in the guise of patients at their face value, and are fairly 
sociable with them, keep at work in the gardens or worksiiops, visit their relatives in the 
neighbouring town, and find nothing extraordinary about their lives. There is no clear 
line between the delusional and real world, and the scepticism of others concerns them 
very little. 'I hese patients may maintain an outward normality of personality and behaviour 
for n long time, although the beliefs they hold arc as fantastic as any that we find. The 
content of their ideas may, recall folk-lore or children’s fairy-tales, or consist of elements of 
a jnclodrnmatic kind which seem to be taken from the penny-dreadful. 

I’hc group corresponds to what Kraepelin called paraphrenia phantastica and para- 
(yhrenia confabnialoria. The confabulatory group are those who falsify the whole of their past 
life in the sense of their delusions. They remember having lived in an aristocratic family as 
small children, being kidnapped and adopted, being married to a prinee or princess, being 
deprived of their rights. This is but an extreme form of what may be seen elsewhere in much 
slighter degree. Many paranoid patients have a vague recollection, often dream-like in 
quality, of some single ineident whieh fits in with their delusions, but which never occurred, 
liven normal individuals can have a similar feeling about the past, in this much slighter 
form. 

There is a third group of paranoid schizophrenics who keep an almost impassable gzd/ 
bcttcccn the real and the delusional world. They live a well-adjusted routine life, in hospital 
or outside, even earning their living as labourer or artisan or minor official. Nothing in their 
behaviour betrays their abnormality. They converse rationally about any topic, and may 
show natural emotional reactions, though restricted in intensity and warmth. A stranger 
may talk to them for hours without seeing anything unusual. Only if some special point is 
mentioned, the flow of delusions breaks out, as if a sluice-gate had opened. An entirely new 
person seems to be speaking. The force of feeling now revealed shows how attenuated the 
emotional expression had been before the paranoid ideas were touched on. The submerged 
hostility and resentment against his persecutors becomes manifest, as well as grandiose 
feelings of superiority, often expressed in a stilted language with neologisms and stereotyped 
phrases. In the course of years, these repressed affects lose their strength and may disappear. 
Later, even the relative coherence of utterance may go. It is doubtful whether the ever 
more stereotyped phrases in the end mean very much to the patient himself; but they can 
still be evoked by the right catchword. 

This capacity of the patient to split off a delusional complex from the rest of the person- 
ality, which remains relatively well preserved, has served as a model for treatment dJ 
strengthening all normal bonds between the patient and the outside world, encouraging a 
expressions of the preserved part of the personality, providing useful occupation and socia 
contacts, one tries to counteract the influence of morbid ideas (see p. 326). The success 
attained may be considerable. If one meets in the outside world a paranoid patient w 0 
has reached a social remission through this healing process, one is often able to do no 
more than suspect the existence of a repressed delusional complex, perhaps from 
references or from an unwillingness to discuss certain subjects. In support or one^^ 
suspicions there may be found some degree of aloofness from the pressing problems 
existence, or a lack of empathy, or minor oddities of behaviour. 
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It was earlier mentioned that the over-sensitive and suspicious type of schizoid 
personality is sometimes attacked by a paranoid psychosis. It is equally important that a 
personality change in this direction can be the sequela of an acute schizophrenic attack, even 
in those without pre-psychotic paranoid traits. The two conditions can be so similar that 
they are very difficult to distinguish ; and this has been the basis for the theory that markedly 
schizoid individuals have undergone a larval form of schizophrenia. 


PARAPHRENIA and PARANOIA. When Kraepelin separated a group of cases under the 
name of paraphrenia (1920), because in these cases o\ving to the ‘far slighter development 
of the disorders of emotion and volition the inner harmony of the psychic life is considerably 
less involved’, Bumke announced the break-up of dementia praecox. However, follow'-up 
studies by one of Kraepelin’s co-workers (Mayer, 1921) revealed that more than half of 78 
patients diagnosed as paraphrenic by Kraepelin himself developed into typical schizo- 
phrenics with other signs of the disease besides the delusions. The concept of paranoia 
appeared to suffer a similar fate. Kraepelin described this disorder as ‘the insidious 
development of a permanent and unshakable delusional system arising from internal causes, 
which is accompanied by perfect preservation of clear and orderly thinking, willing and 
acting’. Hallucinations were absent and, although the disease ran a chronic course, deteriora- 
tion of personality did not occur. 

However Kolle (1931) selected 66 different cases which fulfilled Kraepelin’s definition 
of ‘paranoia’, including 19 diagnosed as such by Kraepelin himself. In a follow-up study 
he found that in all but four of the cases primary delusions had subsequently developed. 
Moreover he inferred some genetic association with schizophrenia since the incidence of this 
disorder in the families of paranoiacs was higher than that in the general population. Follow- 
ing these enquiries, all forms of chronic paranoid psychosis unassociated with physical 
disease have been regarded by the majority of clinical psychiatrists as belonging to the 
schizophrenic group of disorders. 

But it is doubtful whether refutation of the views originally expressed by Kraepelin 
about paraphrenia and paranoia was as conclusive as has been generally supposed. By 
modern standards, the old enquiries leave something to be desired. Neither study was 
controlled ^vith comparable observations on schizophrenic subjects and it is difficult to 
evaluate Kolle’s finding in the follow-up study (e.\tending from 1 to 44 years) that 24 per 
cent, of patients with paranoia ‘required permanent hospital care’. The degree of deteriora- 
tion of personality as compared with that found in schizophrenia is not described. Moreover, 
although emphasis is laid on the genetical relationship with schizophrenia, the incidence of 
the latter among the relatives of paranoiacs was only half that recorded in the families of 
schizophrenics, a result comparable with recent findings in ‘late paraphrenia’. An increase 
of this order in the expectation of schizophrenia among relatives has been described in 
other forms of paranoid illness, some of them almost certainly non-schizophrenic in 
character (Johanson, 19G4). Nor does the view that all paraphrenics show progressive 
schizophrenic deterioration appear well-supported. In late paraphrenia, for example, the 
symptomatology is indubitably schizophrenic but detailed follow-up studies (Kay and 
Roth, 1961) have shown that deterioration of personality does not occur for many years and, 
when It does do so, is probably due to senile changes in the brain. From a clinical descriptive 
point of view this disorder therefore belongs with schizophrenia. But in its heredity ano 
pattern of outcome it is not wholly uniform w'ith it. This relative independence is also 
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titulcrliiuul hy the |)rcsciicc of certain aeliological factors. Thus about 40 per cent, of Je 
pnraplucnics sufiVr from deafness and, while many have been life-long recluses, isolati( 
i;. .iggta\ated in these sul^jects in old age more often than in control groups owing 
accidental factors such as bereavement. 


! Icnce, when the (juestion is raised as to whether a group of disorders belongs or do 
t belong to s(>me otlier grf)up, we have, in the present state of our knowledge, to specii 
\al Icaturcs meml)ership of a clinical category entails, that is whether clinical, genetica 
:io!ogicai, prognostic or all of these criteria should show uniformity. These poin 
: of more than academic importance. Much confusion may be traced to a failure 1 
prcciate. that, although schizophrenia may be regarded as a homogeneous entity from 
script ivc and genetical point of view, this docs not necessarily imply that it will prove t 
unilorm with respect to all such other eritcria. Progress in enquiry in this field als 
mands this greater ilexibility in ajiproach; in other words, schizophrenic symptomatolog 
[luUl form the starting point of investigations into aetiology without any presupposition 
to whether this is single or multiple. 

As far as chronic mainly endogenous paranoid psychoses without hallucination 
arannia’) are concerned, there arc also reasons for doubting whether the disorder pursue: 
undoubtedly schizophrenic course as often as Kolle claimed. Delusions of persecutioi 
delusional convictions of jealousy or grandeur or of some disfigurement that is quitf 
dely commented on, or that a smell emanates from the patient, sometimes appear ir 
ddle age in the absence of primary affective disturbance, and after trivial or no stress 01 
nor physical illness. They can therefore be broadly regarded as endogenous paranoid 
^•choscs. Yet although the symptoms persist in a high proportion of instances, 'first-rank 
lizophrcnic symptoms rarely develop and deterioration of personality is infrequent, 
deed, the symptoms not infrequently become encapsulated and the patient may achieve 
ne sort of imdus vivendi with them. 

At the other extreme from the school that regards all chronic paranoid psychoses as 
lizophrcnic is the group of psychiatrists including Gaupp, Kretschmer and E. Bleuler who 
re held that paranoia and similar disorders are psychogenic. Under the heading of der 
sit ivc Beziehiingswalin (1918) Kretschmer isolated a group of paranoid psychoses develop- 
; on the basis of a sensitive, tender and high-minded self-affirmative personality. With 
3t!e psychological perception he traced the development of the delusional illness as the 
scapable outcome of a patient’s history and personal experience; his ideas, emotions, 
agination and the content of his mental life avere disclosed with delicate comprehension, 
etschmer has been criticized for forcing the facts into a Procrustean bed of preconception 
i of failing to ask himself why the patient’s ideas acquired the convincing force of delu- 
ns. He may have overinterpreted his observations but he performed a valuable service m 
nonstrating that some chronic paranoid disorders had a relevant historical and persona- 
^ backgroimd. The criticism of Kretschmer also implies a sharper line of demarcation 
ween ‘comprehensible’ and ‘incomprehensible’ or ‘true’ delusions than can be accepte 
the light of recent enquiries (Matussek, 1963). The concept of ‘comprehensibility an 
: distinction between ‘development’ and ‘process’ formulated by Jaspers have been an ^ 
nain of ver>’- great practical and theoretical value in the field of psychiatry. Yet the distmc- 
n is not an absolute one (Roth, 1963) and applied in an all-or-none fashion the concep s 
1 become rigid, unhelpful dogmas. Thus, apparently endogenous paranoid states com- 
ncing in middle age such as the delusional jealousy syndromes may, on detailed exp 0 
a become partly understandable in the light of the personality background which 0 
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reveals marked sensitivity aggravated by inferiority feelings, physical blemishes or handi- 
caps, a history of familial disruption or rejection and insecurity in childhood and life-long 
tendencies to some degree of enviousness and jealousy. On the other hand, the delusional 
and near-delusional ideas expressed by patients with ‘psychogenic’ paranoid reactions are 
not always wholly ‘comprehensible* any more than we can wholly understand all the obses- 
sions and rituals of obsessive-compulsive subjects as a natural extension of their pre-morbid 
patterns of behaviour. 

Some of these points emerge clearly from a study of 52 cases of ‘mild paranoia’ by 
Johanson (1964). SLx of the patients were diagnosed as schizophrenic but, in the remaining 
46, constitutional and psychogenic factors, intoxications such as alcoholism and cerebral 
damage were combined in varying proportions. Although the symptoms tended to persist 
in some form over long periods even in the most reactive cases, the change from a simple 
paranoid to an indubitably schizophrenic picture was rare. The patients were selected from 
930 first admissions to the University Department of Psychiatry at Uppsala. Cases with 
delusions associated with endogenous depression, a depressive content, or with clouding 
of consciousness were excluded. There were 12 patients with abnormal jealousy and tw’o of 
these had had operations on the external genitalia. Acute or chronic physical disease or 
intoxication had made an important contribution to causation which was obvious and 
immediate in some cases and more remote in others. Three women developed their 
mental symptoms in connexion with childbirth or pregnancy, 5 patients had poor 
hearing, 2 defective eyesight and 7 had been born in a foreign country, 3 of them being 
refugees. Physical and social isolation may have therefore contributed. Twelve patients 
were under severe environmental stress when their symptoms began and deviation of 
personality was common. The morbid risk of schizophrenia among the siblings was 
low though slightly higher than in the general population, a finding which is repeatedly 
made in these borderland groups as for example in paraphrenia and alcoholic halluci- 
nosis. 

It is clear that the relationships of ‘paraphrenia’ and ‘paranoia* and of certain reactive 
forms of paranoid illness to schizophrenia are complex and cannot be described in terms 
of all or none statements. The older view that these entities are wholly uniform with 
schizophrenia is no longer tenable. Thus although it was possible in Johanson’s study to 
differentiate mainly endogenous cases from reactive ones, no sharp line of demarcation 
could be draA\n; the incomprehensible delusions of the former were not sharply distinct 
from the delusional beliefs of the latter which could often be understood in the light of 
the life situation. All these groups of cases clearly have some symptomatological similarity 
to schizophrenic illness. But there is less herctlilary loading Mith schizophrenia in the 
families. Moreover although the symptoms may persist for long periods, personality 
deterioration is rare. Exogenous factors such as alcoholism, brain injury and sensory defects, 
as also psychogenic factors, play some part m causation. It is clear, however, that such 
aetiological findings in the marginal groups cannot be regarded as wholly irrelevant for 
schizophrenia itself (McClelland et al., 1968). In short, Kracpclin’s concepts of paraphrenia 
and paranoia may not have been as ill-founded as his contemporary critics believed. There is 
need for a re-examination of the relationship of all such m.arginal groups u ith schizophrenia. 
The results of comparative clinical, gcnctical, psychological and follow-up studies should 
help to define more clearly the boundaries of schizophrenic illness. 'Phey might also make 
some contribution to knowledge of its aetiological basis. 
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(s) Atypical and Mixed Clinical Pictures 

I he tiniro.us~li/iC ptclures wliich may be seen in early schizophrenia have already been 
nu’iilioned. ’J'hcy arc especially common in slowly progressing hebephrenia. P. Hoch 
(ulIo) was the first to point out the frequency of neurotic symptoms in early schizo- 
phrenics, and he tried to establish the existence of a special group of such cases. In certain 
circle.s this view has been found acceptable for the wrong reasons: when neurotic reactions 
failed to respond to psychotherapy an excuse was provided for their re-classification as 
.schizophrtuiic, on grounds of non-response alone. When schizophrenia begins in anobses- 
.nional personality, it m.ay for a long time remain disguised as an apparently obsessional 
illnc.ss, owing to the prominence of pathoplastic cfFccts. In an earlier section (p, 287) we 
discussed the paranoid reaction which may appear as a prelude to a paranoid psychosis; 
and other causes of origin of atypical symptoms from pathoplastic factors were covered in 
titc. section on Precipitation. Among these we may mention again the delirious pictures 
shown when schizophrenia starts during an infective illness or after childbirth, and the 
colouring of the psychosis by psychogenic reactions derived from the special environment 
of the patient and the ps3^chological situation. As examples of the latter, it is well known 
that the imprisoned criminal in the initial stages of schizophrenia sometimes show^s a pic- 
ture which closely resembles the hysterical reactions of prison life, until through this 
pathoplastic screen characteristic psychotic symptoms become manifest. H. W. Maier 
(1922) described what he eallcd ‘insurance hebephrenia’, that is a mild schizophrenia 
initially taking the form of a compensation neurosis, a development which seemed to 
be favoured by the special conditions relating to insurance in Switzerland, The psycho- 
logical content would at first be filled by the patient’s fight for compensation ; only in the 
course of time did his claims become more and more absurd, his complaints take the form 
of hypochondriacal delusions, and his arguments become illogical and finally incoherent. 

Atypical features, derived from personality or environment, may colour the onset of 
any mental illness, and arc only submerged as the more severe and characteristic symptoms 
become prominent. They are particularly frequent in schizophrenia, because it so often 
has an insidious onset and so many of its symptoms are of a psychological nature. 

It might be expected that schizophrenia beginning about the age afpiiberty, either before 
it or after, would take on an unusual appearance. Here we shall only mention some of the 
commoner atypical features seen when the illness begins in early adolescence ; the problem 
of schizophrenia in childhood will be dealt with in full in Chapter XI, p. 684. Affective ab- 
normalities dominate the clinical picture: apathy, moods of whimpering, sulkiness and 
obstinacy, but also of ‘naughtiness’, impudence and rude mischievousness. These are, m 
short, the typical qualities of the teen-ager who has lost his balance; but in the early schizo- 
phrenic they lack the freshness and natural emotional colouring of normal children at this 
age. What looks like stubbornness may be a semi-stuporose state ; and the contradictoriness 
of the feelings shown to persons in his circle may be a sign of ambivalence of emotiona 
response and the cooling-off of normal sympathy. ^ 

The atypical feature of schizophrenia in dullards and viental defectives ('Pfropfsenv^ - 
phrenie') is the poverty of ideational content. Childish and silly conduct usually prevai s, 
or there may be massive hallucinations of a primitive and monotonous kind, or a stereo- 
typed hypochondriasis. Defective schizophrenics are not always shut in, and are 0 ten 
unaggressive. Their relative accessibility has been pointed out by many workers. 

Atypical forms of schizophrenia at the time of the menopause and invohitton 
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attracted attention for many years ; and some observers have even considered that they 
constituted separate diagnostic entities — ‘presenile delusional psychosis’, ‘late catatonia’ 
(Kraepelin, 1909), ‘involutional paranoia’ '(Kleist, 1913). Involutional depressives 
of a certain rigid type (Medow, 1922) are also probably atypical schizophrenics. A 
prevalence of paranoid and depressive symptoms is common in all mental illnesses of the 
higher age groups; and one would, therefore, expect such a colouring in a schizophrenia 
appearing at this epoch. Such features alone would not justify a separation of the late para- 
noid psychoses from the main body of schizophrenia; this was suggested much more by 
certain personality features common in these states, and the relative ease with which the 
delusional ideas could be related to the psychological situation, out of which they seemed 
to grow and by which they could be understood. The implications of this problem have 
been discussed in the preceding section. 

What Kraepelin described as ‘late catatonia’ is more distinctive, a rare psychosis begin- 
ning with depression and hypochondriasis and rapidly progressing into stupor and negativism, 
leading to death. The relation of this condition to schizophrenia is very doubtful ; it is perhaps, 
as Griinthal (1936) suggested, a special form of organic presenile dementia. 

AkoholUm may veil the symptoms of schizophrenia. Many schizophrenics with mild 
symptoms take to drink, perhaps in order to overcome their increasing solitude and their 
failing contact with the people around them. Among chronic drunkards one finds a sprink- 
ling, not only of early schizophrenics, but also of others, who have undergone some slight 
deterioration after one or more acute attacks. There is some evidence, recently called into 
question (Benedetti 1952), that chronic alcoholic psychoses, ‘alcoholic hallucinosis’ and 
‘alcoholic paranoia’, have a genetical relationship to schizophrenia (see Chapter VII 
p.402). 

An admixture of the symptoms of affective psychoses may produce a clinical picture 
of a mixed kind. The frequency of such states in the experience of the single observer 
depends on the criteria he uses for diagnosis. If the formulation we have proposed is 
adopted, their number will be found to be small, so that the extent of the literature 
concerned with the controversy they have aroused seems disproportionate to their 
practical importance. 

If it is accepted, as in this book, that not only blunting of affective response, but also 
positive anomalies of affect are among the primary symptoms of schizophrenia, it is a 
matter for no surprise that attacks of depression or elation occur in schizophrenia, as well 
as the more characteristic affective disturbances, those of unmotivated rage, desolation 
panic, ecstasy, etc. If, then, a patient showing characteristic schizophrenic symptoms also 
shows an endogenous mood change, either of depression or elation, the diagnosis of schizo- 
phrenia IS not thereby weakened. To segregate him from other schizophrenics, as having 
a disorder of an actiologically distinct kind, can only be a source of confusion, and leave one 
without the foundation of treatment or prognosis. No observer has been able to show that 
over a prolonged follow-up study, the outcome of these states differs from that of the gener- 
ality of schizophrenia. Again, the sufferer from schizophrenia is not deprived at once and 
completely of the power of normal emotional reaction; he is likely to suffer, and in sufferinc 
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When (iepression or elation arc present, they rarely dominate the picture for any length 
of tune. Judged by the gcncial situation, they arc often incongruous, and their expression 
often inadecpiate and stifl. 'J he relationship between affect and motor behaviour holds in 
schi/oplircnia as elsewhere. In hyperkinetic phases a cheerful or elated mood is common, 
in an akinetic or scmi-sinpnrosc phase a mood of depression or distress. Nevertheless, the 
opposite may be observed, and then strongly .suggc.sts a schizophrenic aetiology. In nearly 
all sehizojdtrcnics these affective admixtures lack the natural and infective quality of the 
mood change in the manic-depressive group. The subjectivity of such a criterion is obvious, 
and is partly the reason why it is rejected by some p.sychiatrists. Those who do so are usually 
more imercsted in the patient’s emotional response than in his other symptoms, or consider 
it of gre.'itcr importance, or arc concerned to relate every clinical finding to the patient’s past 
cx[mriencc, or, even, regard a diagnosis of schizophrenia as a counsel of psychotherapeutic 
despair. According to their views, they will diagnose the case as one of a ‘schizo- 
affective psychosis’, or as a ‘mixed’ or ‘atypical’ condition falling between and distinct 
from both types of psychosis. 

d’hc atypical group is further increased by those who consider any admixture of catkonic 
features as so important that they hesitate to diagnose manic-depressive disorder when 
they arc present, especially in young patients (see Chapter IV, p. 221). 

A third source of difficulty in distinction between schizophrenic and affective psychoses 
and for the creation of an intermediate class, is the existence of periodic schizophrenic 
disorders. Periodicity is, of course, a symptom most commonly shown by affective dis- 
orders; but, as will appear in the section on ‘Course and Prognosis’, about one-third of 
schizophrenics show some periodicity, in having one or more remissions, and sometimes 
this periodicity can be very marked. 

From this discussion it will be clear that in clinical practice the frequency of ‘atypical 
and ‘mixed’ psychoses will vary with the criteria of diagnosis which are used. No system 
of diagnosis can be regarded as satisfactory which relegates a large proportion of all cases 
seen to a category of this kind, a group of cases united only by their exclusion from other 
groupings, and without aetiological, psychopathological or prognostic implications. One 
way of avoiding such a confession of failure has been taken by such workers as Kleist (1921) 
and Schroeder (1922). All those cases which fitted, in their opinion, neither into a schizo- 
phrenic nor into an affective classification they took together under the heading of 'degenera- 
tion psychoses’, a term from the French psychiatry of Magnan, but adopted by German 
psychiatrists to cover a number of infrequent but distinctive syndromes. From this pomt 
Kleist was led to differentiate still more narrowly and to break up the degeneration psychoses 
into small sub-groups based on single symptoms. It is not clear that any real advance has 

been made this way. ^ < • . d’ 

It seems to the authors a more promising approach to include ‘atypical’ or mixe 
states into one or the other of the two main diagnoses ; the number of cases which have to 
be excluded, if any due allowance is made for the variability of the clinical 
schizophrenic and affective psychoses, is a small one. It cannot however be doubted t a 
some patients still fall into this class. Thus Leonhard (1935) has shown that rare fami 
are to be found, in which an atypical psychosis runs true to form through several member , 
and in such cases we may very likely be dealing with a heredo-familial disorder 

Rather more frequently, actual combinations of manic-depressive and 
disorders can be traced to a combination, in the patient, of schizophrenic and attec 
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genetical factors coming from different sides of the family (Smith, 1925; Tuczek, 

' 933 ). 

If account is taken of these, we are left wth only one small group of atypical psychoses, 
schizophrenic psychoses xcith clouding of consciousness. Clearness of consciousness has 
been described as the characteristic background of all schizophrenic symptoms. Some 
of the rare exceptions to this general rule have already been mentioned: the peculiar 
dream-like state of early hebephrenics and catatonics, the catatonic stupors which seem to 
have passed in a mental vacuum, and leave no recollection behind, the acute catatonia 
which begins with a subacute delirious picture, even in the absence of any toxic or 
infective bodily illness. Such cases have puzzled many observers, and have been quoted 
in support of a theory which ranged schizophrenia with the symptomatic psychoses (Bumke). 
Finally there are states with multiple scenic hallucinations, in which the patient loses all 
contact with his real surroundings and acts like a dreamer (‘oneiroid states’). They may 
last for weeks or months. They bear some resemblance to epileptic twilight states; and 
their fantastic content resembles that of the acute paranoid schizophrenia, but includes 
elements of a semi-realistic melodramatic kind, such as catastrophes, dangerous adven- 
tures, glimpses of heaven and hell. Psychoses of the oneiroid type have been found in 
more than one member of the same family, and there are also indications that they may 
be determined by a confluence of schizophrenic and affective genetical factors (Mayer- 
Gross, 1924). Meduna and McCulloch (1945) suggested that they should be considered 
together under the name of ‘oneirophrenia’ and supported this by reporting biochemical 
findings which have, however, not been confirmed by other observers. 

SYMPTOMATIC SCHIZOPHRENIA 

Until recently the very concept of symptomatic schizophrenia has been much disputed 
and is far from universally accepted. Many authors maintained that, though psychoses 
resembling schizophrenia could be observed in the presence of some specific pathogenic 
process such as cerebral syphilis, yet the experienced clinician would always be able to 
distinguish them ; such psychoses were, in fact, to be regarded as merely offering a tem- 
porary illusion of schizophrenia, and their importance was practical, as a source of diagnostic 
error, rather than theoretical, as an indication of the pathological, physiological and psy- 
chological processes which were common to both schizophrenia-like psychoses and nuclear 
schizophrenias. The contrary view was maintained by others, who also considered that the 
large undifferentiable group of schizophrenic psychoses would ultimately be found to break 
down into aetiologically distinct syndromes. Needless to say there is also a school of thought 
w hich regards schizophrenia as a very vague region of the nosological map, a variety of modes 
of reaction with little in the way of common characteristics and but ill-defined distinctions 
from normality, affective psychoses and neurotic reactions. In recent years, however, 
there is accumulating evidence that some disturbances of central nervous mechanisms may 
result, at least for a time, in clinical pictures which arc completely indistinguishable from 
schizophrenic psychoses ; and moreover, that the schizophrenic appearances are not to be 
accounted for by any latent specifically schizophrenic predisposition. 

AMPHETAMINE PSYCHOSES. Perhaps the best-established of the schizophrenia-like 
psychoses of known pathology are the psychotic states accompanying amphetamine intoxi- 
cation, first described in some detail by Connell (1958) and recently discussed by Bell 
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(1065). 1 he illness visually takes the form of an acute hallucinosis, perhaps with a delirious 
tinsje shftwini; in some impairment of contact with the environment, and may arise after the 
takinj: of a sinj'Ie large dose of amphetamine. The state of consciousness may be com- 
pletely hieiti; and, if the visual hallucinations and illusions which arc usually prominent 
do not appear, the resemblance to a typical schizophrenic psychosis may be extremely close. 
One secs the prolific development of primary delusional experiences, extreme emotional 
reaction.n to them in which fear and suspicion arc prominent, and secondary systematization 
and elaboration developing if the state continues for any time. 

Kcscmblance to a schizophrenic illness is even closer in the psychoses which arise on 
the basis of chronic intoxication. The patient becomes depressed, tense and anxious, and 
begins to feel that something strange is going on. It is then gradually borne in on him that 
he is under the superv'ision of a gang, or that strangers on the street are talking about his 
past sexual life, or that he has been given a special mission. Auditory hallucinations espec- 
ially of a persecutory kind, hearing one’s thoughts spoken aloud, feeling one’s thoughts 
interfered with and other passivity feelings are typical. While the psychosis lasts, it may be 
entirely indistinguishable from a schizophrenic one, although in the majority of cases there 
arc exogenous features. Visual illusions and hallucinations, for instance, are common 
and may intrude at any stage. The subjective experience is nearly always felt to have a 
dream-like quality, so that the closest resemblance is to the ‘oneirophrenic’ group of 
schizophrenic states to which Meduna has drawn attention; a demonstrable degree of 
confusion or some impairment of memory for recent events may be found; although it is 
rarely severe or sustained, and the affective reaction is brisk and adequate. 

Differential diagnosis is easy, by testing the urine for presence of amphetamine meta- 
bolites, once a suspicion of the nature of the illness has been aroused. In acute obsen^ation 
centres such urinary tests could well be done as a routine. Other qualities which distinguish 
the individuals who suffer from amphetamine psychoses from the generality of schizo- 
phrenics, arc a history of psychopathically deviant behaviour in the past, rapid onset, and 
rapid recovery once the drug is withdrawn. 

A fairly close parallel to chronic amphetamine psychosis is offered by the paraphrenic- 
like states and the chronic hallucinosis of alcoholic addiction. Although the clinical picture 
in alcoholic hallucinosis is dominated in a characteristic manner by the auditory hallucina- 
tions, the resemblance to schizophrenia is at times close. It is noteworthy that Connell 
found no evidence of an increased incidence of schizophrenia in the families of his ampheta- 
mine addicts; and that Benedetti (1952) found a low genetic loading for schizophrema m 
the families of hallucinating alcoholics. 


GROSS BRAIN LESIONS. Schizophrenic symptoms, and even schizophrenic-hke 
syndromes have been repeatedly observed in connexion with gross brain lesions. Some 0 
the aural phenomena observed in temporal lobe lesions seem to be psychopathological y 
indistinguishable from schizophrenic experiences. At one time, when general paresis was a 
common mental disease, clinicians recognized a mode of onset closely resembling an acu e 
paranoid schizophrenia; usually the schizophrenic symptoms passed off ^pidly under 1 
influence of treatment, and later sequelae resembled those of an organic personality clia g 
rather than those of a post-schizophrenic state. Catatonic symptoms were also not m 
quently noted with this disease. Schizophrenic symptomatology has also been repo 
many times in association with brain tumour. 



SCHIZOPHRENIA 


301 

Schizophrenia-like psychoses in the later history of patients suffering from severe 
traumatic lesions of the brain have drawn mudi attention. Although in many of these 
cases there was a history of post-traumatic epilepsy preceding the onset of the psychosis 
(and a schizophrenia-like psychosis seems to be particularly associated with temporal lobe 
epilepsy, see Chapter VIII p. 470), there are no noteworthy clinical differences beuveen the 
psychotic pictures shown by the head-injured patients with and without epileptic attacks. 
Feuchtwanger and Mayer-Gross (1938) made a classic study of schizophrenic psychoses in 
soldiers with severe head injuries, mostly penetrating shrapnel wounds. They concluded 
that these psychoses were not significantly more frequent in the brain-injured than in the 
general population. This conclusion was probably not justified statistically. It is of interest 
that the incidence of schizophrenia among siblings of schizophrenics whose illness followed 
head injury is intermediate between that found in ‘idiopathic’ schizophrenics and the 
general population. Similar findings have been reported in paraphrenia and alcoholic 
hallucinosis. Hillbom (1960) in 415 cases of brain injury found no fewer than ii patients 
with schizophreniform psychoses. Both Feuchtwanger and Mayer-Gross, and Hillbom, 
found that the predominant type of schizophrenic psychosis was of the paranoid-hallucina- 
tory type. Hillbom comments that when focal psychological symptoms, such as primary' 
delusions and hallucinations, occurred in clear consciousness there was always a lesional 
cause, usually in the temporal lobe. The literature on the relationship between head injury 
and schizophrenia was reviewed by Elsasser and Grunewald (1953); however the authors 
excluded all cases in which the psychosis followed more than 5 years after the head injury. 
This is unduly restrictive, since it seems probable that longer intervals are the rule. Recent 
work by Davison (1966) on combinations of schizophrenia with an organic diagnosis 
observed at the National Hospital, Queen Square, London, showed that such combinations 
occurred greatly in excess of chance. Diencephalic and brain-stem lesions seemed to have a 
preferential effect in causing schizophreniform psychoses, more so than hemisphere lesions. 
Once again the psychological disturbance most commonly took the form of paranoid 
delusions, and ideas of reference, with auditory hallucination as the next leading symptom. 
About half the cases showed the cardinal symptoms of schizophrenia, in Langfeldi’s 
system, such as flat or incongruous affect and passivity feelings. 

SYSTEM degenerations. Of all the system disorders known to be associated with 
schizophreniform psychoses the best known is Huntington’s chorea. Panse (1942) has 
provided us with an excellent and detailed account of 23 patients in which the original 
diagnosis >vas one of schizophrenia, and recognition of the organic pathology came only 
later, perhaps many years after. Here again the preferred form of psychosis tvas of the 
paranoid hallucinatory type, with catatonic states appearing rather rarely. There was no 
clinical psychiatric approach capable of distinguishing these symptomatic schizophrenias 
from genuine schizophrenia, according to Panse, though he noted that both the delusions 
and the hallucinations tended to be of a rather primitive kind, without the richness and 
complexity of schizophrenic symptomatology. Streletzki (1961) on the basis of Wendt’s 
material of more than 5,000 cases, confirms the occurrence of paranoid psychoses of 
schizophrenic form in Huntington’s chorea, especially in the early stages of the disease. 
The schizophrenic-like state usually wore off into an organic picture after a couple of 
years. 

AGEING. A special position is occupied by late paraphrenia (Roth, 1955). Kay and Roth 
(1961) made a study of 99 such cases, and found that on clinical grounds alone the condition 
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<-ouM not fH‘ (listinnniiliHul from long-slanding schi.oplircnia. The symptoms were re- 
mnrkabiy cf»os.stcnt, rich and florid. •]\'Uicnts were "played upon” by means of electricity, 
radio, torture apparatus, etc.; spied upon constantly throught hew'alls; dynamited through 
holer, horeil in the walls; squirted with poisonous fumes or liquid, subjected to noisy, in- 
decent songs or commentaries, hypnotized or liad their thoughts read; murdered by bol- 
she\ il.s; taped every night, etc. Auditory, tactile and olfactory hallucinations were common.’ 

I he coiulition could he clearly distinguished from senile and arteriosclerotic psychoses, 
and indecal did not appear to he in any way related to the grosser cerebral changes as- 
sociated with ageing; expectation of life was normal as compared wdth the senile and 
arleriosclcrolic cases who survived for only onc-quarter of the life span enjoyed by the 
general population of comparable age. There was a remarkable preponderance of females 
(Hy ; i ?.). I- emalc schizophrenics have a later age of onset than males (see p. 240) but the dif- 
Icrcncc is hardly cnovigh to account for this shift. The prc-psychotic personalities of these 
patients showed eharactcrislic anomalies comprising emotional remoteness, coldness, diffi- 
cullie.s in the emotional and sexual sphere, often combined with successful adjustment in 
occupational and intellectual activities. The incidence of schizophrenia in first degree re- 
latives and in nephews and nieces was much greater than would be expected in a sample of 
the general population, but below the figures usually found in the relatives of schizophrenics: 

5 ]icr cent, of the sibs and 7 per cent, of the children of the paraphrenias were diagnosed as 
schizophrenic. It has been suggested (Kay and Roth, 1961 ; Roth, 1963 ; Kay, 1963) that the 
concept of schizophrenia should be enlarged to include clinically similar conditions however 
caused; and that, in this sense, late paraphrenia falls within its limits. These authors think 
that the gcnctical contribution to aetiology is more likely to be polygenic than dependent on 
any single specific gene. 


‘BENIGN’ AND ‘ATYPICAL’ SCHIZOPHRENIA; ‘PSYCHOGENIC’ SCHIZO- 
PHRENIA. The investigations of Schulz and Leonhard on the genetical background of 
‘typical’ and ‘aty^pical’ schizophrenics were mentioned on p, 243. Related to them are the 
studies of Langfeldt w'ho tried to differentiate two groups in terms of features of the 
clinical profile and the outcome. In Langfeldt’s conception (1937), the most important hall- 
marks of schizophreniform illness are the presence of a precipitating factor, a relatively acute 
onset, clouded sensorium, a depressive, hysterical or paranoid colouring, and a symptoma- 
tology that is often psychologically understandable. One of the most convincing follow-up 
studies carried out to validate the concept of schizophreniform psychosis was that con- 
ducted by Langfeldt (1959) and Eitinger (1959). Of no patients diagnosed as suffering 
from typical schizophrenia by Langfeldt, only one w^as foimd to have recovered and four 
were much improved ; whereas of 44 patients with schizophreniform psychosis, 88 per cent, 
had an excellent outcome. The follow-up period was 5-15 years. In another study by 
Weiner and Stromgren (1958) on a group of patients suffering from schizophreniform 
psychoses, such as are commonly diagnosed as psychogenic psychoses by Danis i 
psychiatrists, 72 of the patients could be followed for an average of 8-8 years; none 
developed into schizophrenics of the classical type. The incidence of schizophrenia m tne 
sibs of these patients (i -3 per cent.) was not significantly higher than what might have been 
expected of a sample of the general population though the total of non-specific men 
abnormalities in the sibships was higher. Weiner and Stromgren concluded that t 
psychoses arose as a product of exogenous factors operating on an unspecific type ot m 
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^'ulne^abIlity. Clinically less well-sorted material, diagnosed in the Copenhagen Clinic 
1924-26 as psychogenic psychoses was foIIoi\'ed up by Faergeman (1945) *5 20 

years; 43 out of the 160 patients followed up proved in course of time to be suffering from 
schizophrenic psychoses of the usual kind, mainly in the group with paranoid s}Tidromes. 

Although a number of the descriptions of schizophreniform tjpes of illness suggest a 
clinical picture clearly distinct from ^hat of schizophrenia proper, eudence from detailed 
comparative studies does not confirm that verj* clear lines of demarcation exist. In a study 
already quoted (McClelland ei al.^ 1968) an expanded material of 195 patients selected by 
the presence of the same sLx symptoms uere given a formal clinical diagnosis after inclusion 
in the study (see p. 259) ; 1 32 were placed in a ‘nuclear* group (the central ‘idiopathic’ variety 
based on thesj’mptom syndromes of Kraepclin and Bleuler) and 63 in a ‘non-nuclear’ group, 
including those with cerebral damage, intoxication, patients who had an acute onset with 
clouding of consciousness not due to known organic causes, and those who showed 
delusional jealousy, isolated att'pical hallucinoses, and psychoses w ith some schizophrenic 
symptoms in neurotic personalities. A multiple regression analysis of the two groups using 
117 items relating to symptoms, personality and biographical data revealed that items 
connected with pre-raorbid personality (eg- Jack of heterosexual interest and failure to 
marr}’) and chronicity of illness correlated most highly with the nuclear group and neurotic 
features and physical illness had the highest correlations with the non-nuclear group. 
Individual psychiatric symptoms of the current illness failed to separate the tA%o groups. 
It would seem likely that classification into the ‘schizophreniform’ group may be decided 
to a considerable extent by biographical and pre-morbid personality findings of a favourable 
kind rather than by the futures of the presenting illness. Results of this nature would also 
seem to indicate that the present system of classification, whereby various groups are 
wholly e.xcluded from the concept of schizophrenia for reasons often not related to their 
symptoms, may limit the fruitfulness of research into this disorder. 

The suggestion that schizophrenic or indistmguishably schizophrenia-Hke psychoses 
can be brought about by psychogenic causes has been supported strongly by M. Bleuler 
and the Zurich school (Ernst, 1956; Rohr, 1961). However, the best documented study has 
come from Basle where Staehelm’s concept of the schizophrcnia-Jike emotion-psychosis is 
in use; this is defined as a ps>'chotic reaction to affective causes, characterized by schizo- 
phrenic symptomatolog}', rapid course and ready response to treatment. Labhardt (1963) 
has given a full account of 61 cases so diagnosed at Basle 1938-58. Eight of these cases 
proved on later investigation to be schizophrenic in the usual sense, but m the remamder 


a fairly consistent picture emerged. ^ 

The onset was acute and closely related in time with a major psychic trauma, perhaps 
after a prodromal stage of mounting difficulties and tensions The picture teas dominated 
by anxiety, auditory hallucinations and delusional ideas, the latter bemg of an ovenvhe - 
mingly afeet-Iaden hind, e.g of impending death or uorld cataclysm. More speeffically 
sehbophrenic symptoms shown by a majority of pat|ents meludcd catatonic symptoms and 
formal thought disorder. Nccertheltss there were differences from the usual achtzophremc 
picture. According to Labhardt the •schizophrenic atmosphere uas totally lackmg. Affect 
™s invariably well preserved, and the patients not only made good affective rapport with 
the doctor, but usually became emotionally dependent on htm very quickly. The picture 
had a dream-like or nearly delirious quality, though clarity of consciousness tvas well 
preserved in most patients at all stages; tq <>“« “f ‘I-' S 3 patients showed some clouding at 


some stage. 
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1 he Cdtirsc of this illness was remarkable for its brevity, and the psychotic state clearer 
up within two weeks in 6o per cent, of eases; in less than lo per cent, did psychotic symp- 
toms continue after the fourth week. Response to treatment by tranquillizers combined 
with nKulified insulin treatment and with psychotherapy was most satisfactory. Relapse 
in l.itcr Years into a psychogenic illness not necessarily schizophreniform in appearance 
was not infrequetit. 

Despite their clinical similarities, a gcnctical relationship between these ‘emotion- 
psychoses’ and schizophrenia docs not seem to be probable. The family histories of Lab- 
harilt’s patients showed no excess of schizophrenic loading; and the pre-morbid personalities 
of the patients were never schizoid but were cither normal or neurotic in quality, anxious- 
sensitive, and o\-cr-conscicntious personalities being the commonest deviation; hysterical 
traits of personality were rare, and in general Labhardt rejects the view that these psychoses 
arc to be equated with hysterical reactions. The pathogenetic mechanisms, he believes, go 
much deeper. ‘Die stress required to produce these states is extreme, and ‘existential’, i.e. 
of a type to threaten the continued existence of the personality. These stresses operate 
significantly frequently on a basis of impaired physical health, e.g. after infections, surgical 
operations etc. ; and before the onset of psychotic symptoms there had usually supervened a 
state of emotional exhaustion, possibly involving nutritional or electrolyte disturbance. 
Both Stachclin and Labhardt envisage the probability of disturbance of diencephalic and 
mesencephalic functions as playing a role. 

I’his disorder almost certainly has some affinity with the acute short-lived psychotic 
reactions that follow calamitous stresses in vulnerable and neurotic subjects which have 
also been described in association with battle-stress and major disasters such as floods 
and earthquakes. In this condition also later stages of the illness have features of a more 
clearly psychogenic form. In the course of neurotic disorders and of severe phobic, anxiety 
and obsessional states in particular, stress of a life-threatening or onerous kind will at 
times be followed by an acute psychotic illness usually dominated by paranoid symptoms. 
Clouding of consciousness may or may not be present but an acute schizophrenic illn^s 
may be simulated. However, the diagnosis of ‘nuclear’ schizophrenia should be made with 
reserve in psj^choses complicating an established neurotic disorder; these psychoses are 
usually transient and benign (Roth, 1963). 

GENERAL CONSIDERATIONS. When w'e review the whole field, we must concede 
that psychotic pictures, clinically indistinguishable from acute paranoid schizophrenic 
illnesses may arise on a variety of bases, psychosomatic, neurotic, toxic, infective or lesional. 
Hebephrenic pictures are very rarely reported, and catatonic ones far from frequently, m al 
the aetiologically different types, the clinician has the impression that the mimicry of the 
nuclear schizophrenic state is incomplete; most authors remark that affective responsiveness 
is relatively well-preserved, but this might be an accidental feature caused by the illness 
impinging at a relatively late age on a well-matured personality, or due to recency of onset. 

In conditions such as the ‘emotion-psychoses’ which tend to be self-limiting, the schizo- 
phrenic symptomatology passes off into recovery to normality or neurotic disorder ; in ot le 
conditions, such as the organic states, it passes on into more characteristically organic detec s 
of personality and intellect. Apart from the late paraphrenias, it does not seem that 
anything in common between the genetical predispositions to ‘idiopathic’ schizophrenia 0^ 
the one hand, and to symptomatic schizophrenia on the other hand. At the present tiin^ 
there would appear to be a number of important differences between the t^vo forms 
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mental illness, both in aetiolog)* and Incourseand solution, if not uncqui^Txrally in sj-mp- 
tomatology. These differences seem to be sufficient to persuadcor.e to keep the two concepts 
distinct, and to tr>’ to distinguish them in clinical practice. 

The theoretical importance of the symptomatic schizophrenias carmat be belittled. 
They offer the suggestion that disturbances affecting the same functional systems in the 
brain are involved in ‘idiopathic’ schizophrenia, or 'schizophrenia of unknown origin*, as 
in the symptomatic state. The problem of disco\ering how it is that such sjTnptoms as 
primary' delusions and passivity feelings are produced by amphetamine intoxication, or by a 
temporal lobe lesion, is obviously a simpler one than finding out the mechanisms involved 
to the same end in the nuclear group of schizophrenias. Research into the symptomatic 
schizophrenias offers us accordingly relatively favourable prospects of adN-ance no: only 
locally but along a broad front. 


OUTCOME 

Residual States, Deterioration, Death 

All authorities are agreed that one can never be certain that the illness has come to a 
definite standstill. A flare-up of acute symptoms is possible even after the clinical picture 
has remamed stationary for years. Nc\'ertheless the expression 'residual state' is used for 
patients in whom characteristic forms of behaviour and ideation have taken root and arc 
kept up, apparently for an indefinite lime. The patient, IMng in an institution or outside 
has come to an arrangement tcith his illness, he has adapted himself to the world of his 
morbid ideas with more or less success, from his ow-n point of view and from that of his 
environment. Compared with the expenences during the acute psychosis, his positive 
symptoms, such as delusions or hallucinations, have become colourless, repetitive and 
formalized. They still have power over him, but nothing is added and nothing new or 
unexpected happens. Negative symptoms, thought disorder, passirity, catatonic manner- 
isms and flattening of affect rule the picture, but even they grow habitual with the patient 
and appear always in the same inveterate pattern in the indhidual case. There « a robot- 
hke fixity and petrification of altitude and reactions which are not only* due to poverty of 
ideas, but also to a very small choice of modes of behaviour. The patient has lost all flex- 
ibility, he has no future and his interest in present and past are narrowed and restricted. 

Fixity of attitude, poverty of ideas and narrorcing of interest are all the more striking 
in patients whose psychosis started with florid delusional wperiences from which some 
kind of grandiose system originated. A patient who at one time beliet-'cd himself the ruler 
of Central Europe, in his later years in hospital spent his time wriibg stereotyped figures 
on browTi paper without order or sy'stem. He continued this all the day long without any 
regard for what was goin ^ • ■ . ■ • , . . 

to keep the accounts of '• ' * 

asked what happened to ■ : • • ■ ' 

patients. It was not possible to talk with him about any’thmg else, even to engage in the 
usual superficial conversation between doctor and patient; he seemed narrowed down to 
one attitude, his only remaining contact w'ith the world around him. 

Apart from certain general characteristics, residual states show numerous indmdual 
variations. Kraepelin distinguished eight types of ‘Endzustand’ according to the prevailing 
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f.yinpiotnr. in the clinicn! picuirc: thought disorder mild or severe, with or without restless- 
lutiRonic features, halluciiiations, loss of affective response, complete passivity or 
increased activity, and several combinations of these symptoms with paranoid features. 

Withdrawal and autism can reach an extreme degree if it is not counteracted by regular 
occtipaiiun or other attempts to keep the patient in contact with reality. It would, however, 
he a mistake to assume that CVC17 withdrawn schizophrenic is lost in a world of wish- 
fulfilling fantasy. Kant (1943) examined 100 deteriorated patients, using Sodium Amytal to 
gain access to their mental life. He found many completely disorganized, petrified and 
empty (»r content. 

In some paranoid eases, a certain mitigation of hostility and resentment takes place. 
'I’liis has i)ccn described as a ‘second turning point’ in the curve of the schizophrenic’s 
life, the first being the onset of the illness. He becomes more accessible and regains, in a 
limited way, contact with the world of others. He gives up fighting and although he retains 
his delusional ideas, they arc not taken so seriously. Patients in this stage may be found as 
tramps on the road, or as beggars and loafers in city streets. The ‘second turning point’ 
has been atlrihulcd to ageing; but it is doubtful whether this is the full explanation. 

Encapsulation of delusional ideas, as described earlier (p. 292) is frequently seen in 
residual stales. Patients vary very much in the degree to which they can maintain their 
original personality and adapt to a normal life. Whether they live a more or less sheltered 
life, inside or outside hospital, depends on this. In some cases, one sees a longitudinal 
splitting, as it were, in the current of life; both the reality-adapted and the delusional 
world go on alongside each other. On certain occasions, e.g. when meeting certain relations, 
or a return to certain localities, or during an interview with the doctor who treated the 
patient early in his illness, the delusional complex comes to the surface and florid symptoms 
reappear. The chronic schizophrenic is at the mercy of the psychological situation in which 
he finds himself, a quality which can be used to his advantage therapeutically. 

In the pre-Kraepelinian era ^secondary dementia’ was considered the outcome of most 
psychoses now diagnosed as schizophrenia. Kraepelin spoke of different types of dementia, 
but himself pointed out that the deficiency was more in the field of emotion and volition, 
less in that of judgement or memory. In Bleuler’s view the disturbance of intelligence 
could not be adequately described as stupidity or dementia. ‘One has to keep in mind that, 
even in severe schizophrenia, all basic functions are preserved potentially. The schizo- 
phrenic is not plainly demented, but he is demented in relation to certain times, certain 
constellations and certain complexes. The disturbances in question can change from one 
moment to the next.’ And it was the disturbance in affect, spontaneity and interest, rather 
than in intelligence, that was decisive. Berze’s opinion comes closest to that prevalent at 
present when he calls the condition a defect in actualizing mental abilities. 

The question whether schizophrenic deterioration leads to dementia can only be an- 
swered after defining this concept. If dementia is used, as it is in this book, as meaning 
impairment of intelligence, in contrast to impairment of personality, schizophrenia does 
not lead to dementia. Dementia of this kind is produced in organic brain diseases, mainly 
those of known pathology. These diseases interfere with the inborn intellectual 
of the patient (‘formal intelligence’) as well as with his acquired knowledge. The same ho s 
true in mental deficiency in which impairment of intelligence may be the only 

In this sense the schizophrenic is not demented. Potentially his formal intelligence 1^ 
preserved and so is his knowledge. Many apparently stupid chronic schizophrenics hav 
surprised observers by occasional striking remarks showing that they not only graspea 
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circumstances of the situation, but judged it correctly and to the point. Even in the talk 
and writing of grossly incoherent hebephrcnics the basic elements of their former intelligence 
are sometimes still manifest. It is, therefore, justifiable to regard the apparent dementia as the 
outcomeof the deterioration oj the patient's personality. In other svords, the ad^'anced schizo- 
phrenic cannot make adequate use of hb Intelligence because of his thought disorder and s-oH- 
tional, catatonic and delusional disturbances, and for these reasons alone. Hb intelligence 
may seem to have shrunk through lack of use, but thb b a mere appearance caused bv the 
fact that his mental activities have been narrowed down and have become fixed and rigid. 

Thb statement is certainly adequate for the great majoritj* of chronic schizophrenics. 
We cannot howe\’er say that it is sufficient for all. Some, who are often compared u*ilh 
bumed-out ruins, come very close to the picture of organic dementia. Xci'cnhelcss, even 
in these patients, there may be more prescr\'ed than one can sec. Buried abilities, and the 
capacity for a much more normal affective response, may be suddenly shown after vears of 
stationary and apparently final deterioration, as for instance during an iniercurrent infec- 
tion. Observations of this kind are well knowm to physicians in mental hospitals. 

Comprehensive application of test batteries as in the work of D. Shakow (1946) and 
other American psychologists has so far contributed little to the problem of schirophrcnic 
deterioration. His findings, such as that the deterioration is selective, that 'conceptual 
organization’ and wluntary behariour arc impaired or that the schizophrenic’s reactions 
are personal, superficial and restricted in energy, confirm clinical obscr\*alions. 

Of some importance for the problem of deterioration in schizophrenb b the enquirv 
into pre-illness intelligence quotient conducted by Mason (1956). He waisable to study 510 
ser%’ice men who broke down \\ith some form of functional psychiatric disorder and uho 
had been given the American Army General Classification Test on being accepted for 
service. A comparison with a group of normal controls showed that the schizophrenic 
group had been below average m intelligence before illness, whereas the manic depressives 
were above average. There is evidence from thb and other enquiries that paranoid schizo- 
phrenics have the highest, and hebephrenic schizophrenics the lowest, mean intelligence 
quotient when this is recorded at the onset of illness. As the schizophrenic process dcvclons 
there is a measurable intellectual deterioration, which b proportionate to the duration of 
the illness; this deterioration is most marked in the latter and least marked in the former 
type of schizophrenic illness (Trapp and James, 1937). 

The illness itself is not lethal though it frequently leads to suinde. Among yi 6 admissions 
to a university clinic suicidal tendencies were present in almost 20 per cent. Many mysteri- 
ous suicides in adolescence are due to an early schizophrenic attack. Sudden death in acute 
catatonia (see p. 285) has drawn the attention of workers hoping to find lesions indicating 
an underlying metabolic dysfunction (Stauder, Scheld). Critical examination of the post- 
mortem findings in such cases demonstrated as the immediate cause of death a concurrent 
somatic illness which could not be clinically diagnosed because of the patient’s abnormal 
behaviour (R. Locher, 1941). 

Many chronic schizophrenics died of tuberculosis at the time when conditions in mental 
hospitals favoured infection. The frequency of pulmonary’ tuberculosis which, according 
to Kraepelin, w'as four to five times that of the general population has decreased with more 
hygienic conditions ; but it W’as still tw’ice to three times that of non-schizophrenic patients 
living m the same hospital, as show-n by Aktrom et al. (1943). The same authors found 
tuberculosis more frequent in catatonics than in other types and correlated it with a loss 
of weight which was due to the mental state, not to the infection. 
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Jtuiftod hy ihcir piiysiquc many schizophrenics look much younger than their years, 
e>{>ccia!lv if they live a shcllcrccl life in hospital. Nevertheless, on the average they die 
comparatively early, from tuberculosis or some other intercurrent illness. From a relatively 
.nmnll sample of schizophrenics living inside and outside hospital, Sjogren (1948) has 
ealculaled that the average expectation of life for a schizophrenic is approximately three- 
fourths of the satne figure for members of the general population of the district. 


COURSE AND PROGNOSIS 

for some authors schizophrenia implies, even by definition, a bad prognosis. In this 
liook wc have adopted a wider formulation, which is primarily symptomatic. All conditions 
which conform to the clinical picture wc have described are covered by the definition, 
except those with a knovm gross pathology. It is therefore difficult to generalize about 
the course and prognosis, although it remains true that every condition grouped under 
the term schizophrenia is associated with a general tendency towards disintegration of the 
personality. An illness that may start at any time from puberty to late middle age, usually 
lasting for months, often for years, must necessarily show great variety in course. In this 
respect it docs not differ from familial neurological diseases. E. Bleuler considered that its 
course was too irregular and variegated to allow the description of typical and atypical 
varieties; but he loo accepted a tendency towards deterioration as a characteristic of schizo- 
phrenia. This tendency is, in our view, not diagnostically decisive, as some have main- 
tained. Klcist (1943) and Langfeldt (1937), for instance, went so far as to say that the 
diagnosis must be revised if, after ten years or more, the patient was found to have recovered. 
From our point of view, the tendency towards an unfavourable outcome is a general attri- 
bute of the condition, or group of conditions, which we call schizophrenia, and is a partial 
justification of the use of a single term to cover such a wide variety of cases. The many 
exceptions to the general rule build no coherent picture which would suggest their segrega- 
tion under another diagnostic heading. 

The many studies of large series of patients which have by now been published give 
one some idea of the average course and of the factors which influence it. Unless he is 
treated by modem physical methods, the schizophrenic may either get steadily worse until, 
within a few years, he has suffered such deterioration that he will never be able to leave 
hospital ; or the disease process may come to a standstill, leaving a personality defect of any 
degree from slight, and even sub-clinical, to grave. The defect is often not so severe as to 
bar the patient from life in the community, but as a rule reduces his ability to work and to 
enjoy a full life. The scarring of personality may remain stationary; or itself progress very 
slowly, showing that the disease process was never entirely halted ; or a second attack 0 
illness after few or many years may enforce readmission to hospital, perhaps this time tor 
good. The illness may run in exacerbations and remissions from the beginning. The major- 
ity of catatonics take this course. Such fluctuations may continue throughout life, but this 
is rare. As a rule even if the patient recovers from his first and second attack, with the tliir 
his prospect of recovery becomes very small. The duration of attacks varies from severa 
weeks to several years. Remissions may last a long time; if a remission has lasted for thre 
years, the patient is probably safe for seven. 

It is instructive to realize the difficulties, imcertainties and fallacies of the jou^ ' T 
studies on which these general data are based. In discussing them, some light may be thro; 
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on the problem of prognosis in an illness which is only recognized by ps}'choIogical symp- 
toms. And the student will become cautious in appljing general findhigs to the single case. 

Sources of error in foUcnc-up studies may be objective and subjccth'c. One b the nature 
of the material on which the study b based : a worker who takes hb material from a hospital 
where more advanced cases are treated will arrive at a different estimate of prognosb from 
that reached by one who works in a clinic or observation ward. The willin-mess of the 
public to send their sick relatives into hospital, and the conditions and formalities o*" 
admbsion, must play an important role in the selection of case nuterial. For instance the 
tables prepared by Danziger (1946) from the U.S. Bureau of Census on the schizophrenic’s 
prospect of discharge from an American Sute Hospital will hardly be of me in other coun- 
tries or with other material. 


The length of time covered by a follots-up study itself involves sources of error- and 
studies covering not more than fifteen years are more reliable than longer ones. If a toner 
period is taken the problem of diagnosb arises; some patients may be included and others 
left out because the classification at the time of admbsion or dbcharge did not conform 
with the standard used at follow-up. Langfeldt (1937) has shown how important it is to rid 
one’s material of doubtful cases. Even at present a very wide concept of schizoohre ‘ * 
used in Switzerland under the influence of E. Bleuler’s teaching. The frequenev of ih^ 
periodic course, reported in the study of M.BleuIcr (19416), may be due to the fact that h' 
included among his schizophrenics some patients who clsins here would probably luve been 
diagnosed as having an affective psychosb. 

The colleaion of complete schizophrenic life histories is a task of doubtful value f 
another reason : social rembsions may extend over thirt>' or forty years, or even Jonffer 
have observed a patient who after a catatonic illness at the age of twentj'-two was pr^j* 


htty-seven cases witn social recovery lasimg ovet imceu years, Jrom the material of * ' 
mental hospitals. The life of a single observer seems, therefore, hardly long enou 
cover the life-expectations of his material. ^ 

The question of degree of recovery is another source of difficulty. Judged by their s K 
quent achievements, many schizophrenics arc practically cured after their first or s 
attack. For this reason Kraepelm and others have frequently been blamed for bci 
too gloomy in judging the outlook. The reproach has some justification; but it mu^ h 
realized that a recovery, complete for social and practical purposes, may not amov ^ 
complete restitution. ‘In the single case’, says E. Bleuler, 'Ac judgement that a cure hl° 
occurred depends on the psychological skill and, above all, on the time at the disposal f ^ 
psychiatrist for observing and examining the patient. Mental health cannot be diapn 
directly ; one takes it for granted if one cannot find any symptoms in spite of a careful 
He who has no time for a thorough examination finds many patients recovered 
others would consider as only improved.* Bleuler also stressed the point that restit 
of the status quo before the acute psychosis cannot be claimed as a complete rccov 
if an insidious change had already t^en place before the acute outbreak. 

The implication of relatively small defects for the results of follow-up studies 
obvious. A physician, a solicitor, a teacher or a creative artist may fail in their prof^ 
or their career owing to minor abnormalities in thinking, feeling or acting, which in ^ 
artisan, clerk or labourer are immaterial. ^ 
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Of hut, renewed lUteiUinn has been given to prognosis because of the need for an accur- 
ate a.'iscssrnt’nt of tl>e newer forms of treatment . The following table of the results of such 
studies must be jmlgcd in the light of the remarks in the preceding paragraphs. 


Author 

Number of 
patients 

Percentage of 
total remissions 

Length of 
time covered 

mill Drewrv ( 19.18) 

500 

12 

2-12 years 

K:mt(1941) 

308 

6-6 

7i-10 years 

Mnlamud nrul Render (19.19) . . 
(hutnimin, Maver-Gross and Slater 

177 

14 

t* J 

5 years or more 

(1939) 

188 

21-5 

3 years 

Uentiie (1939) 

500 

24-5 

9-20 years 

Rupp and Fletcher (1940) 

608 

6-6 

5-10 years 

Silverman (1941) 

271 

10 

15 years 

Tange i niann (1942) 

418 

18-2 

5 years or more 

Kcllv and Sargant (1965) 

84 

31 

2 years 

Vaillant (1964) 

103 

40 

18 months 

I'rfjshaug and Ytrehus (1963) .. 

74 

31 

2-8 years 

llohnboc and Astrup (1957) .. 

225 

39 

6-18 years 


'I'lic figures call for a certain amount of comment. The results recorded in recent years 
appear at first sight to show a marked improvement on those registered 20-30 years ago. 
However, certain qualifications have to be made. A high proportion of those studied in 
recent follow-up surveys w'erc on maintenance doses of phenothiazine drugs and it is too 
early to judge at the present time what proportion will remain permanently viable on this 
basis in the community. This point is lent some force by the fact that most recent follow- 
up studies have covered a relatively shorter time interval. However, the time factor did not 
appear to influence the older results to a marked extent. Thus in an earlier study of Mayer- 
Gross (1932) comprising 294 patients followed up for 16-17 years, the percentage of social 
recovery was 35, a figure identical with that found by Guttmann ei ah (1939) 
follow-up after only 3 years. 

Nevertheless an element of uncertainty attaches to the ultimate fate of remissions 
dependent upon continued administration of phenothiazines. The result reported by Kelly 
and Sargant (1965) showing 31 per cent, of schizophrenics to be symptom free and 67 pei’ 
cent, to be living independently in the community has been criticized as being based upon 
selected material. However, Wing et al. (1964) have reported essentially similar results m 
1 13 patients treated at three mental hospitals and followed up after a 5 year inten^al. Snxty- 
three per cent, of the men were employed, 24 per cent, unemployed but in the communl2^ 
and 13 per cent, were in hospital. The results for women were slightly better and when t e 
clinical and social outcome were combined 49 per cent, of patients were judged to be we 
and able to support themselves during the final 6 months of the five-year follow-up peno 
A further 7 per cent, were working but showing mild or moderate behaviour disturbance, 
16 per cent, were unemployed but not severely disturbed, 17 per cent, were severely 
turbed at some time during the final 6 months and 11 per cent, were in hospital during t ^ 
whole of this period. These results are broadly comparable also with those of Vaillant, w^o 
found 36 per cent, to be social invalids and 13 per cent, back in hospital. His 40 per cent. 
symptom-free patients was made up of 25 per cent, xvho were in full remission and i5 P 
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cent, of patients %%ho had no overt schizophrenic BjiRptoms. Not aU recent obscr\'crs ha\ e 
reported favourable results. Johanson {1958) followed up, after a mean period of 14*1 years, 
138 strictly defined cases of schizophrenia admitted between 1938 and 1942. Sbeteen had died 
and 2 refused re-examination. Of the remaining 120 cases only one was considered to have 
made a complete recovery and in 8 further cases the prognosis was considered to be favour- 
able. The majority of the patients had received x-atying combinations of comulsive therapy, 
insulin coma and prefrontal leucotomy. Further recent figures appear partly to reflect no 
’ ’ ' t , . . .1. . 1 f - cent, of 

•cent, of 
salutarj* 

warning. In a more recent one-year follow-up (Chester et al., 1969) of 196 patients of both 
sexes only 21 per cent, had remained completely well; 35 per cent, were in relapse or 
partial remission, 38 per cent, had been rc-admitted during the year, and 6 per cent, 
undischarged or untraced (see also p. 339). 

The prospects of a lasting spontaneous remission are greatest during the first t^vo years 
of illness; after five years of continuous illness they become negligible. If a series of patients 
whose illnesses have lasted a year are followed up, about half are found e^•entually to remit ; 
if the illness lasts rtvo years, the proportion is still about 45 per cent. Thereafter it quickly 
declines. The number of remissions in the single patient in a series of relatively sc\'ere 
cases is reported by Lange (1922) as follows: 

Number of remissions 12345678 10 more than lo 

Number of patients 34 t 4 tt 4 3 3 * * ^ i 

The evidence suggests that each succeedmg attack of illness is more likely to leave perman- 
ent damage, and that after the third relapse the chance of a remission becomes small. 
Even if the course continues to fluctuate, periods of c.xcitement alternating with periods of 
relatively quiet behaviour, the intervals are either too short or the improvement not signifi- 
cant enough to allow discharge from hospital. 

Before considermg the factors influencmg the prognosis of the first attack, Manfred 
Bleuler’s (1941a) investigation of 500 patients, obsen’ed over the lapse of fifteen years, must 
be mentioned. It gives in many respects a fuller picture of the course of schizophrenia than 
was available till then; and it relates the form of onset and course to the outcome. All 
but 5 per cent, of his patients belonged to one of the following tj'pes : 

1. Acute onset leading to ‘dementia’, 5-15 pet cent. 

2. Insidious onset leading to ‘dementia’, 10-20 per cent. 

3. Acute onset, arrest of illness and resultant defect, less than 5 per cent. 

4. Insidious onset, arrest of illness and resultant defect, 5 ~io per cent. 

5. Periodic course leading to ‘dementia’, 5 per cent. 

6. Periodic course leading to defect, 30-40 per cent. 

7. Periodic course leading to recovery, 25-35 per cent. 

These figures are the limits found in different localities and under varied conditions 
in Switzerland and the U.S.A., but include hospitalized cases only. Roughly speaking, one- 
quarter of his cases ended in ‘dementia’, a second quarter in marked personality deteriora- 
tion, a third in mild defect and the fourth quarter recovered. 

In this material most cases with an insidious onset deteriorated and recovery ^vas 
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exceptional ; hilt only a quarter of the patients with an acute onset were severely deterior- 
ated alter liltccn years, and a quarter had recovered. 

i he fCv'.uIts ol this work tally in many points with t])C findings of other workers except 
for the inclusion of a /r/rge w/wicr sc///~oy;//rc/i/(:s with a relatively good prognosis, 

i’oasihle reasons for this difference liavc been mentioned before. 

Only loilow-up atudic.s conducted over a longer period than have been reported at the 
present lime can tell wlielhcr the adjunct of psychotropic drugs and modern techniques of 
rchahilitation have produced any marked effect on the long-term pattern of schizophrenic 
illness. 


Pointers of Prognostic Significance 

'I'hcsc arc rather diflicult to adjudge as views differ on what constitutes a good and 
what a liad outcome. To take, for instance, the matter of the patient who falls ill before 
the age of fifteen, but also the immature youth up to the age of twenty, has a poor outlook, 
and frequently suffers rapid deterioration. After the age of twenty, the effect of increasing 
years is ambiguous. As tlic age of onset increases, the chance of remission slightly declines, 
but tendencies towards rapid deterioration are gradually replaced by tendencies towards 
clironicity with relatively good preservation of the personality. From the age of thirty-five 
on until the late involutional period the illness, even if chronic in course, generally leaves 
the personality intact. Wc know of no sure differences between the sexes, in the frequency 
of citlicr deterioration or clironicity, but there is some suggestion that the female is more 
likely to remit (Rennie, 1939; Guttmann et al,, 1939). The same point arises in connexion 
with type of onset. An acute onset has long been known as a favourable prognostic sign, 
because of its association with remission; and Rennie found such an onset in seventy-one of 
100 recovered schizophrenics. However, if he does not remit, the acute schizophrenic is likely 
to deteriorate rapidly; while the patient whose onset is insidious may have a smaller chance 
of recovery but a greater one of maintaining a relatively intact personality despite years of 
illness. A positive correlation between prognostic result and a supposedly significant 
clinical feature may disappear when other factors are taken into account. Polonio and 
Slater (1954) calculated the partial correlation coefficients between good result of treatment 
on the one hand, and five clinical features on the other; short duration, sudden onset, good 
personality, pyknic habitus and presence of a precipitating factor. The material was made 
up of nearly 500 schizophrenics, insulin-treated and controls, follow^ed up for 5 to 10 years. 
It was found that the positive correlation between result and sudden onset and pyknic 
habitus became negligible when the other correlations were partialJed out. Giving tvo 
points for short duration, and one each for good personality and present precipitation, 
produced a score which discriminated successfully between groups of patients with a score 
of 4 and 84 per cent, of good results down to those with a zero score and 13 per cent. 0 
good results. 

A well-integrated pre~psychotic personality, adjusted in the social, sexual and occupa 
tional sphere, has, as one would expect, a relatively good chance of return to normality 
after a psychotic breakdown; but sometimes he will be found to deteriorate rapidly, w 1 
the schizoid personality, with less margin of adaptation, takes a less fulminatmg 
Even on this point opinions are conflicting; e.g. Rennie found that 66 per cent, ot 
recovered schizophrenics had been of a schizoid type before their illness. Others 
found that outgoing and cyclothymic personalities predominated among the r^cove 
cases, and regard a schizoid make-up as of poor prognostic significance. The gen 
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accepted rule that the outbreak of a psydiosis in a schizoid personalit)* is likely to lead to 
rapid deterioration and chronicity still holds true, though ^Ianfred Bleuler’s studies have 
sho%\-n that there are exceptions. 

Bleuler found an interesting relation bettveen outcome and intelligence. Among his 
recovered cases were more of above-average intelligence than could be expected by chance 
distribution, while among the so’erely deteriorated the opposite tvas true. Among the 
patients whose deterioration was uninterrupted there were a greater number of intellectually 
poorly equipped persons than among those with a periodic course. If, howwer, Bleulcr’s 
periodic patients included any considerable proportion of persons with a recurrent affective 
psychosis, their relative intellectual superiority would only be expected. 

Precipitating factors, psychological and phpical, if found to have played a part, seem 
to some extent to favour a better prognosis. Kant (1940; 1941 a,b) has studied theinfluenccof 
psychological conflicts and mental strain and found them signiflcantly more frequent in the 
history of recovered patients than with others, although in only a few cases these prcdpitating 
factors Were of an objectively extraordinary' nature. Patients whose illnesses were psjxho- 
logically precipitated were found by Polonio (1957) to have a better prognosis than his 
control group (58 per cent, against 40 per cent.). 

If a schizophrenic attack is precipitated by bodily illness remission is more likely, 
although about half of the post-puerperal schizophrenics have no tendency to spontaneous 
recovery. Thirty-five per cent, of Rennie’s recovered patients had initial somatic distur- 
bance as opposed to 22 per cent, in an undifferentiated group of cases. 

Study of the patient’s heredity helps in prediction because there is a considerable family 
likeness bet^veen schizophrenics of the same stock. It is, however, doubtful whether genetic 
loading itself has any bearing on prognosis. Rennie, for instance, found that fifty of his 
100 recovered cases had a family history of psychosis while in 500 unselected cases the 
same figure was 40 per cent. only. In the recovered group, however, most of the psychotics 
among the relations had suffered from affective disorder. This has been confirmed by 
other workers. The literature has recently been reviewed by Vaillant (1963). Reports 
show’ed a positive family history for affective psychosis in about 36 per cent, of recovered 
patients, but in less than lo per cent, of unrecovered patients. In short a hereditary taint of 
affective illness is a favourable prognostic sign. 

This is in good agreement with the observation that in atypical clinical pictures an ad- 
mixture of manic or depressive features can be taken as a good augury. The relatively 
benign nature of psychoses with atypical features has already been discussed in the section 
on benign and atypical schizophrenia on p. 302. Its corollary is the alleged malignanc)' 
of what have been called ‘true process symptoms*. There is however, no very satisfactory 
measure of agreement on w’hat these symptoms are. Some have emphasized the central 
importance of primary delusions, others the experience of passivity and influence phen- 
omena and others still have regarded autism as the most specific feature. There is at the 
present time no satisfactory statistical ev'idence that any one of them, or any combination, 
has particular prognostic significance. 

The prognostic significance of individual symptoms is altogether hazy. Ivahlbaum’s 
original view, that acute catatonic symptoms tend to be favourable, still holds; approxi- 
mately one-third of these patients remit. On the other hand, it must be remembered that 
some of the most malignant as well as some of the more benign psychoses are found in the 
catatonic group. The retention of the capacity for genuine and adequate emotional response 
through the acute phase of the psychosis has been found by Collins (1943) to indicate a 
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better eiumce of remission. The criteria of genuineness and congruity are naturally rather 
subjcctiv'c. So is nnotlicr favourable sign, the transient clouding of consciousness some- 
times observed in acute catatonic or paranoid states. Nevertheless these symptoms maybe 
Imlpful in prognosis, especially where other pointers arc missing. According to Slater 
( *h'}7)* ‘dementing’ course is relatively rare in paranoid schizophrenia, which tends above 
nil to lake n chronic course, and in c.ascs where states of excitement are frequent; it is par- 
ticularly associated with afl'cctivc blunting and impoverishment (which indeed, of course, 
constitute the essential nature of the ‘dementia’). On the other hand a remitting course was 
rare both in eases where there was much paranoid development and those showing affective 
impoverishment, relatively common where depressive features were prominent. These 
findings, although they fit in w'ith our preconceptions, r^uire confirmation. 

To Slim up: a good.prognosis is indicated b^-acute onse^^ well-integrated and a^jed 
personality of abov^j^riigc„intclligcimc, by tl^i^s ^e of preclpit^ng’faS 
psychological or -physical naturcj^ifcy a manic-dejn-essive heredity or the occurrence of 
benign psychoses in the family, by^-ca toton ic and by atypical symptonns especially of the 
alTecUve type and by^a- wcll-prcsei'vfel emotional respon se w ithin the psyehosis. An insidi- 
ous onset, or onset at-a-yeryjiady age, limited intelligence, marked schizoid features in the 
pre-morbid personality, early signs of emotional flattening, absence of an adequate 
external cause, and the existence of schizophrenic relatives whose illness has taken a deter- 
iorating course, arc of grave significance for the final outcome. 


DIAGNOSIS AND DIFFERENTIAL DIAGNOSIS 

Many attempts have been made to find a single character which would be diagnostic 
of schizophrenia, or a common denominator in terms of which all the psychological symp- 
toms could be expressed and which would bring them into relation with one another. These 
attempts have taken two main directions, both of them of interest and value, and have ended 
either in the construction of theories, such as those of Stransky, Bleuler and Conrad, or in 
the singling out of individual features, to which an especial importance is given, as in the 
analysis of Jaspers. There is no single test, no one reliable and universal method, for the 
diagnosis of schizophrenia. We have still to rely on a totality of observations and impres- 
sions, and what in one case might be regarded as decisive might in another be discounte 
as explicable on extraneous grounds. Yet it is still true that in the majority of cases diagnosis 
is not difficult, and even the followers of different psychiatric schools find themselves in 
agreement about the individual case whose symptoms are at all typical. 

Jaspers believes that this possibility of agreement is due to an ‘intuition’ of what ^s 
schizophrenic, which escapes our grasp however detailed our description. As a resu ^ 
his analysis, Jaspers emphasized the value of the observer's inability to feel •with the patW‘ 
and to understand him. This is a quality we might expect to find where organic or pat 
logical factors are at work, and where a phenomenon transcends the range of ttottn 
variation. Without too much difficulty we can understand the reactions of the ne^^ 
rotic. But it is impossible to think and feel oneself into the role of the schizophrenic v 
is experiencing such symptoms as primary delusions, passivity feelings and thoug t ^ 
order; and it is equally impossible to understand the turn he has taken as a develop 
of his personality, or account for his conduct by his previous life. According 
gift we all have for human empathy and the attempt that one human being makes 
lish contact with another, encounter a more complete frustration with the schizop 
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than with the sufferer from any other psj'chiatric disorder. Kurt Schneider (1925), indeed, 
once held that the lack of personal rapport felt by the (non-schizophrenic) phj'sician in 
examining a schizophrenic patient ■was one of the most reliable diagnostic s)-mptoms. 

Such a symptom is, of course, a subjective one. All the same, it is well not to ignore 
this, like other physiognonuc impressions, when one meets for the first time a suspected 
schizophrenic. The immediate impreision has its own value, and it can hardly be recaptured 
on later occasions. It is more often right than wrong, even though it may fade away, or come 
to be regarded as misleading, when attention is turned to detail, and to the ideas and the 
explanations that the patient provides. 

Of equal diagnostic importance is the total inability of many schizophrenics to have insight 
into either themselves or their environment (see p. 276). The patient regards his peculiar 
behaviour as completely natural and rational. He does not even realize that others find 
difficulty in understanding it, and he cannot see the situation from anyone else’s point 
of view. In his analysis Conrad (1958) emphasized this inabtlitj* to change his attitude 
towards himself as a characteristic symptom of early schizophrenia. Tests may show that 
intelligence, grasp and judgement of indifferent material are well preser^-ed, and that 
orientation and consciousness are dear; yet he cannot appreciate that his behawour differs 
in quality from that of normal people, and from what was customary for him before the 
onset of his illness. Patients with purely affective disturbances never reach such a stage; 
and even the manic, lacking in insight as he may be, can be brought to see that others do 
not view his conduct in the same light as he does himself. 

The problems of early diagnosis are uell summed up m the following paragraphs 
quoted from Gillies (1949)- 

‘When treatment tvas restricted to institutional care and occupational therapy, early 
diagnosis was scarcely important, but with the coming of the modem phj’sical treatments, 
and the realization that the best results are obtained m early cases, it has become of the 
first importance to recognize the illness at its begiruiings. WTien the onset is sudden and 
results in a catatonic stupor or frenzy, or m a flond outburst of delusions, then diagnosis 
will be easy, but doubt will arise when the disease has begun insidiously and has been 
present for months or years before the patient is taken to a doctor. Although the primary 
symptoms are almost pathognomonic, m their mild form they are difficult to detect and 
they may be masked by the patient’s reaction to them. 

‘In adolescence the gro^ving-up process tends normally to excite a rebellious, questioning 
attitude towards parents and teachers, and the gonadal changes often give rise to shyness, 
perplexity, slight depression, anxiety, hypochondriacal preoccupations w’hh the body, and 
shame over masturbation. It is also normal enough for the adolescent to brood over the 
meaning of life, religion, and love. If these musings continue for long, or if they lead to a 
break wth reality, they w’ill not be transient phases of adolescence but will be due to 
schizophrenia. 

‘Early non-specific signs that may disquiet the relatives include day-dreaming, seclusive- 
ness, undisciplined attitudes, violent temper, unfeeling criticism, lack of energy, and lack 
of interest in work and play. The patient himself may complain of these and also of self- 
consciousness, general uneasiness, apprehension, puzzlement, hopelessness, depression, 
moodiness, poor concentration, and of physical symptoms such as constipation, dyspepsia, 
poor appetite, abdominal pains, headaches, and poor vision. 

‘Although the schizophrenic tends to lose insight early, some patients will for long 
realize that they are mentally unwell and will complain that they have changed. 
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It will always he wise to see the patient on several occasions before reaching a diagnosis, 
and certainly before ruling out the presence of schizophrenia, and it will be helpful to 
ohserv'e htin in diflcrcnt settings or to obtain descriptions of his behaviour at work and at 
sctiool as well as in the home. In their letters patients may show incongruities and illogicali- 
ties that are inconspicuous in their speech.’ 


Diagnostic Value of Symptoms 

While the diagnostic significance of the schizophrenic ensemble, though considerable, 
is difitcull to analyse, the primary symptoms can be grouped according to their discrimina- 
tive s:aluc. 

I'hc presence of thought disorder^ the predominant symptom of Bleuler’s loosening of 
association, is a diagnostic sign of the first order, provided it is found in a setting of clear 
consciousness. In eases in which it is at all marked, it will not be missed in the first bter- 
view. Ordinary conversation may be interfered with by 'Vorbeireden' (talking beside the 
point, or allowing the essential nature of an issue to escape), blocking of the stream of 
thought, drifting into irrelevant side-lines of thought, narrowing of concepts, vagueness, 
and all the other peculiarities which have been earlier described. It may be, however, that 
some emotional stress is required to bring them out, as for instance when the patient has 
to speak in front of several people rather than one, or to discuss personal matters of an 
unpleasant kind. In others still, the disorder can only be elicited if they are asked to make 
a mental effort, as in repeating the gist of a fable or explaining a proverb. In ordinary 
conversation question and answer tend to suggest one another so that they form a sequential 
chain ; an emotional tension which is lacking in the test situation mentioned, is involved 
which does not necessarily demand any particular form of response and allows a greater 
latitude. So it is, too, that some patients will say that they can manage to take a normal 
part in conversation, but left to themselves find their thinking becomes woolly and confused. 
Thought-blocking may sometimes assume the appearance of a petit mal\ but the need to 
distinguish one from the other rarely arises. 

Because of its diagnostic significance, attempts have been made to investigate schizo- 
phrenic thought disorder, not only qualitatively but also quantitatively, and to measure 
its extent or prevalence. Tests have been constructed for disorders of ‘conceptual thinking • 
The Russian psychologist, Vigotsky, suggested a sorting-test of coloured wooden blocks, 
and concluded from his findings that there was loss of ability to think in abstract concepts 
and a regression to ‘thinking in complexes’ (Hanfmann and Kasanin, 1942)- 
mann and Kasanin also used blocks, which could be sorted by colour, size or shape. 
They found that schizophrenics had difficulty in abstracting a quality which could be use 
for sorting, and once having found one such quality could not get away from it to discover 
another. The findings of these workers were confirmed by others, especially by Goldstein 
(1939)5 applied a test battery similar to the one he used for his researches in organic 
brain lesions. The results in the latter showed considerable resemblances 
tained with schizophrenics. He also speaks of an impairment of abstract attitude. . 
diagnostic value of all these tests is limited because they are applicable only to a minon y 
of patients, those with pronounced and permanent thought disorder, and reveal on y ^ 
part of the total and complex abnormality of function. Furthermore, results are atte 
by mental age and cannot be quantified, and for clinical purposes the tests have 
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advantage over the simple method of using stories and proverbs. Lovibond’smethodofgiving 
the Goldstein-Scherer tests of thought disorder has recently been applied by McConaghy 
and by Lidz to the relatives of schizophrenics, with interesting results (see p. 266). 

Diagnostically useful results can be obtained with the Rorschach ink-blot test, which 
however is not a test of thought processes only, but is also markedly influenced by affective 
factors and by mechanisms of projection. Two of the three signs considered by most 
workers in this field to be pathognomonic of schizophrenia, i.e. extreme \‘ariation in the 
form quality of responses and the so-called ‘contaminated’ answers, are obriously closely 
connected with thought disorder. Of the third specific sign, ‘position answers’, this is less 
certain. The reaction to the coloured blots is also rather characteristic, as well as the relative 
rarity of answers signifying movement. There is, howc\*er, no single and definite Rorschach 
picture which is typical for schizophrenia as a whole. In practical use, the main difficulty 
in the way of the diagnostic application of the test is the frequencj' with which patients 
reject cards, or refuse to supply any interpretations. On the other hand, in early and doubtful 
cases the ink-blot test, taken wnth other dinicaf signs, does help in arri\’ing at a diagnosis 
(Skalweit, 1934; Klopfer, 1946). 

In their studies of young adult schizophrenics and their families at the Xational Institute 
of Mental Health, Wynne and Singer (1963) have paid particular attention to communi- 
cation patterns between family members and have proposed a scheme in which schizo- 
phrenic thought disorder is classified into amorphous or fragmented forms. Projective tests 
have been scored by unorthodox methods but under standardized conditions toelidtand 
express in objective form, patterns of interaction and communication within the family, to 
e.xamine errors of attention and to test reality apperception (Singer and WjTine, 1965<7). 
These workers have developed a number of categories of deviation in these[areas, scoring 
such features as vagueness, intrusions, mispronunciations, difficulties in assigning* meaning, 
and oddities of grammar, association and ‘\'amage point’. For these special methods 
of scoring the Rorschach and T.A.T. protocols inter-obser\-er reliabilities in the order 
of 80-90 per cent, are claimed (Wynne, 1968). The method was developed over a 
period of fifteen years and it is claimed that it has made possible blind diagnostic 
predictions of a high order. Thus, without access to the patients or family members, 
and making use of data from protocols obtained by other psychologists. Singer uas able to 
predict a correct global diagnosis in terms of schizophrenia, borderline schizophrenia or 
neurosis for the offspring of the majority of a group of 35 families, achieung a level of 
probability of <0'Ooi. Similar levels were obtained for predictions of forms and severity of 
thought disorder, and for predicted matching of offspring to family (Singer and Wynne, 
19656). More recently Wynne has reported significant discriminations between the com- 
munication pattern scores of parents of schizophrenics on one hand and parents of neurotics 
and normals on the other, at a probability level of <o*oooi (Wynne, 1968). It is reported 
that the criteria for deviation in communication processes in the parents of schizophrenics, 
based on projective techniques, are also applicable to Object Sorting test responses (Wild 
et ah, 1965). The findings are of considerable interest and require independent evaluation. 
They could have arisen from the effects on patterns of communication, of having a schizo- 
phrenic or schizoid member within the family or could alternatively reflect a morbid 
influence that contributes in some measure to the causation of schizophrenic breakdown. 
The observations can be equally well explained in terms of genetic or environmental 
influences or their interaction. They should pro\ide a valuable starting point for further 
research. 
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I f (lisovdrr can 1 )C convincingly demonstrated, by clinical or other metho( 

|)rt’: cnce is highly significant, and may clinch the diagnosis. A negative finding is of i 
less value, and by no means cxclndcs schizophrenia. Problems of differe7itial diai 
will nl.so arise at times. J’iie similarity of the formal results of schizophrenic and of or 
cally determined thought disorder very rarely leads to diagnostic difficulties, becaus 
two occur in otherwise very dificrent ensembles. A disorder of thinking of a similar ty 
the schi'/ophrcnic may be seen in many conditions of clouded consciousness, in the epil 
and the liyslcrical twiliglit state, the subacute delirious state and in manie confusioj 
these cotuiilions the primary disturbance of consciousness is sometimes not easily n 
nized, and may be overlooked. Kven then, however, the history of the illness and the 
clinical picture usually decide the issue without ambiguity. Absentmindedness, sue 
one finds in normal persons, and the tendency to lose the thread of thought which ma 
shown by normal individuals when fatigued and by neurasthenic and other psychoneu 
paticirls, may both at times provide a suggestion of the schizophrenic. Such persons, 1 
ever, can always supply an account of their inner experience at the time the phenom( 
is obscn'cd, which will clearly distinguish it from the corresponding schizophrenic cha 
and show its difTcrent origin and mechanism. 

Next in diagnostic importance and almost equal in value are disturbances of volition 
the self. Positive passivity feelings such as feelings of an influence, not his own, affec 
his thoughts, emotions or actions, feelings that thoughts from outside are being put 
his mind, etc., are pathognomonic. If the patient complains of weakness, lack of ene 
failing will power, etc., these symptoms may be mistaken for those of neurasthe 
exhaustion or mild depression. If, however, he makes no complaint but simply slacken 
activity and gives way to what looks like laziness without seeing anything strange 
unusual in his conduct, the suspicion of schizophrenia is very great. Some complaint: 
depersonalized or dcrealized patients may resemble passivity phenomena very closely; 
depersonalization may be the prodromal symptom of a schizophrenic illness. 

Excessive activity and hyperkinesis in schizophrenia are easily mistaken for ma 
excitement. Closer examination, especially if continued for some days or weeks, i 
show, however, the existence of elements irreconcilable with a manic state. Underly 
thought disorder will show itself in the stream of talk, even reducing it to incoherence, 
the over-activity will be accompanied not by elevated but by incongruous or inadequ 
affect; the movements themselves may show stiffness, monotony or a stereotyped repetiti 
ness. If manic excitation leads to clouding of consciousness, which may also accomp^ 
schizophrenic excitement, diagnosis on the basis of the present status may be impossi 
The same is true of the hyperkinesis of epileptic twilight states. The differentiation 
schizophrenic akinesis and hyperkinesis from similar phenomena associated with encep ^ 
tis lethargica will be discussed under differential diagnosis (p. 320). 

The third place in the scale of diagnostic significance is taken by primary delusto^ 
They are less valuable than the others already mentioned, not because they are less 
tinctive but because it is not so easy to be sure of their presence. This is especially so y 
the delusional ideas expressed by the patient seem to be closely connected with the psyc ^ 
logical situation and derived from it. However, if the patient is intelligent enoug 
sufficiently clear in his mind, he may describe the sudden appearance of a 
which cannot be rationally explained by the circumstances at the time of its 
and which is experienced with an almost perceptual quality and the force of a 
illumination. This phenomenon is practically pathognomonic. Similar phenom 
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however, sometimes to be met with in epileptic and other schizophrenic-like psychoses. 
Our difficulties mainly arise from the fact that paranoid schizophrenia frequently begins 
insidiously, primary delusional experiences are buried in the past, and the distinction from 
paranoid and hysterical reactions may then be difficult. Fortunately auditory' halludnations 
are often present from an early stage, thus aiding the diagnosis. 

The commonest emotional duturhanee is weakness or impoverishment of afFecti\e 
response: this is diagnostically most significant when it is seen as the numbing of feelings 
of sympathy and regard for other people. These feelings may die off in other organic mental 
diseases too, but, if so, there is ahvays a parallel deterioration of intellectual ability and 
judgement, whereas in schizophrenia the latter remain unimpaired. Conversely, in G.P.I., 
epilepsy or early cerebral arteriosclerosis the emotional response may remain well presen*ed 
when signs of dementia are already manifest. Affecth'e responses which are delayed, or 
incongruous, or which irradiate into inappropriate fields of mental acth'ity, arc also charac- 
teristic, especially when occurring in clear consciousness. Ecstasy' and excessive and 
boundless emotions in acute paranoid states are hard to distinguish from similar c.xperiences 
in epileptic psychoses. They only indicate schizophrenia when the patient himself gives a 
description of their unexpected and sudden appearance in a clear skj* une.xplained by 
circumstances, and unconnected with his preoccupations and interest- This is also the point 
at which they may be distinguished from the passionate outbursts of h)'stcn’a. 

Catatonic symptoms, first considered as most significant by KracpeHn, have lost con- 
siderably in diagnostic value since they have been observed in many organic brain diseases. 
They are still rather tj’pical in long-standing cases when stereotj'pies, mannerisms, ‘word 
salad’ and other positive sj’mptoms are prevalent in the clinical picture. Stupor and other 
akinetic symptoms may be found in depressions and in hysterical psychoses and are then 
difficult to differentiate. Ele\'cn out of thirteen cases diagnosed as ‘benign stupors’ by Hoch 
were found to be schizophrenics when followed up by Rachlin (1935). The psychological 
attitude of the schizophrenic towards his motor behaviour is, howev'er, of some diagnostic 
help — -his peculiar indifference, the dissociation benveen thought and conduct and the 
abstruse symbolism e-xpressed in catatonic movements. 

Finally, hallucinations, with some exceptions such as hearing one’s thoughts repeated, 
are in themselves probably the least characteristic signs of schizophrenia. ’The predomin- 
ance of auditory and especially tactile hallucinations suggests the diagnosis; but more 
pathognomonic than the hallucinations themselves are their participation in thought 
disorder, the inadequate emotional reaction of the patient, their influence or absence of 
influence on the patient’s actions and their delusional interpretation. Among features classed 
by Kurt Schneider as being of the first rank in diagnostic importance were hallucinatory 
voices that conduct a commentary on the patient's actions; hearing thoughts spoken aloud 
or echo de pensee, broadcasting of thoughts, bodily feelings of influence, thought with- 
drawal, and other experiences of thought being directed as well as all forms of passivity 
feelings in relation to affect, instinct, and volition. As far as delusions are concerned, only 
the primary delusional perception was considered by Schneider as being peculiarly schizo- 
phrenic although few psychiatrists find any clear distinction between this and any other 
form of primary delusion. All other types of hallucination, emotional change and catatonic 
features were classed by Schneider as symptoms of the second rank. 


Returning to the picture as a whole, the phenomenon of 'splitting' remains an important 
diagnostic sign (seep. 276): dissociation of Emotions f rom ideas, of e\prcssion_f rom emo -S 
tions,^f co nduct f rom intentions, of certain parts of mental Jife from_the_rest, taking 
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either the form of 'doiihle oricmalioii’ (Blcnlcr) or of encapsulation of a delusional system. 
All tftese (hirer fromi^ljssociutions in hyslcriajin which the dissociation is, as a rule, trans- 

and thetnatic in its, content and makes'usc oFd ysmne sic me 
Hysterical dissociation is also more massive, while the schizophrenic fornHs 


mec hanisms , 
shown in 


mmtiitac. 


Diflerontial Diagnosis 

'I'licrc is no short cut for diflcrcntiating schizophrenia from other mental diseases, for 
itTStaucc by way of a table of psychological signs from which a firm diagnosis could be 
cstal)lishcd. One always has to consider the whole clinical picture; and the single symptom 
is only significant if assessed against its background, the past history, and all the circum- 
stances and findings of the present. Tables of diagnostic symptoms have been made. But 
if they pretend to an absolute reliability, they contain only the rarer passivity phenomena, 
or combitiations of these with thought disorder and hallucinations, as they are found in 
advanced eases (c.g. K, Schneider, 1942), They are of little use in early cases where diag- 
nosis is most difficult. 

Distinction is most easily made from the group of psychoses with a cerebral pathology 
(Chapters IX and X), because of the presence of physical signs, neurological and serological, 
in organic mental illness. In the latter the psychological changes proceed in the opposite 
order, defects of memory and intellect preceding disturbances of emotion. The affective re- 
lationship to environment is frequently well preserved at a time when signs of dementia are 
easily seen. This is the case in cerebral tumour, arteriosclerosis, presenileand senile demen- 
tia, as well as in post-traumatic and syphilitic conditions. General paresis in juveniles may 
sometimes be mistaken for hebephrenia; but it should be possible to find some specific 
physical signs, even if the serological findings are ambiguous. 

Frontal-lobe tumours can give rise to difficulty until aphasia or physical signs, such as 
an extensor plantar response or papilloedema, appear. One is likely to be misled especially 
by the apathy, moodiness and impulsiveness which are caused by a prefrontal lesion, but 
also by the fact that early hebephrenics not infrequently complain of headache. 

During and after the last epidemics of encephalitis lethargica it was often difficult to 
distinguish juvenile cases from early hebephrenic and catatonic states, especially if there 
was no history, or no reliable one, of the acute attack. In later stages, the Parkinson-n ^ 
picture and the slowing-down of mental processes (bradyphrenia) without thought dis- 
order made the decision easier. Loss of activity or restlessness, an impertinent manner, 
monotony of speech, obstinacy and other features are common to both conditions; akinesis 
may be taken for catatonic stupor. Thought disorder, however, never occurs in encephalitics, 
nor do they suffer from passivity phenomena and hallucinations. Oculogyric crises are 
unknown in schizophrenia. 

Some disturbances of thinking and speech in epileptic twilight statesjcm only be 

tinguished from the corresponding schizophrenic sym^oms’IFohecanTstablish the c ou^ 

ing of consciousness. This is often far from easy; and it is also difficult to distmguis 
motor symptoms which in their stereotyped and repetitive character are sometimes 
with catatonic manifestations. Stupor and other akinetic states may be seen in 
and it is then impossible to gain insight into the degree of clarity of the ® 

Primary delusions and hallucinations in some prolonged epileptic psychoses can 0 
like those in schizophrenia although the total picture differs in most cases: 
emotional coolness, and the disturbance of thinking in the epileptic with its typical q 
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of slowness and circumstantiality has nothing in common with schizophrenic dissociation. 
AH these epileptic states can be distingu&hed from schirophrenia by adequate history taJang 
and by the use of the e lectroencephdograph . Epileptic disturbances of consciousness are 
invariably accompanied by gross changes in the E.E.G. In the course of a long-standing 
epilepsy a chronic psychosis may arise which is usually paranoid in form and may be 
symptomatologically indistinguishable from schizophrenia. A fuller description is given 
on page 258. The history of epilepticattacksinthepast.thoughnotalwaystheimmediatepast, 
should lead to careful investigation along electroencephalographic and neurological lines. 

Some chemical intoxications such as m^caline, lyserg ic add d ieth ylamid e and hashish 
can produce states indistinguishable from acute schizophrenia (see Chapter VII, p. 432). 
It is, however, doubtful whether they occur outside experimental conditions. Other drugs, 
such as yca ine , may lead to hallucinatory psj'choses which have little in common with 
schizophrenic hallucinosis. On the other hand differential diagnosis from alcoholic hallu- 
cinosis can prove difficult. Some workers have attributed the condition to the action of 
alcohol on a latent schizophrenia. But Benedetti’s recent studies have demonstrated its 
mainly alcoholic aetiology. Alcoholic hallucinosis differs from paranoid schizophrenia in the 
preser\’ation of nonnal.affect, and personality may be luumpaired for long periods. The 
clinical picture is dominated in a rather characteristic way by the auditory hallucinations 
which are often of a critical, accusatory or commanding character, but always intelligible 
and even banal. Determined suicidal attempts are particularly common. Active physical 
treatment with phenothiazines and E.C.T. almost invariably induces a remission in early 
cases and this often lasts until drinking is recommenced. 

Most of the patients wth paranoid psychoses following on chronic amphetamine 
intoxication have, at some stage, been regarded as schizophrenic. Differential diagnosis 
may be impossible clinically though it is easily made by testing the urine . 

Differentiation from symptomatic psychoses can be extremely difficult. Some of the 
problems have been discussed in an earlier part (p. 259). As long as there is definite cloud- 
ing of consciousness, the distinction trill rest on this sign. In the subacute delirious 
state it is often hard to assess. It has been pointed out that the incoherence in this state 
differs from the schizophrenic dissociation by being less influenced by comple-xes, and 
being more uniform whenever tested. One does not get, as in schizophrenic thought disorder, 
a correct answer one moment and a confused one immediately aftenvardsj ever}’ utterance 
shows the disturbance if it is present at all. The results produced by the process of thinking 
may be similar, but the process itself seems to be disturbed in a different way. 

Similar problems have to be faced in cases of confused mania and in certain mixed 
states of the ajfective group. Deceptive as the clinical picture at the moment of ob$&r\’at}on 
may be, the history of a preceding manic or depressive attack will help the diagnosis. Many 
efforts have been made to find an infallible criterion between the affective and the schizo- 
phrenic disorders. The effort has been in vain; and in consequence too much attention 
has been given to instances in which an immediate judgement ^^•as impossible, and the 
two disorders were regarded as ‘combined’. For practical purposes, one should pay atten- 
tion in the first place to e motional reaction and e.Tpres sion. If they are of one colour, and 
appear to come from the same mould, being either hilarious and elated, or cheerful and 
jocular, or angry and irritable, or despondent and sad, an affective disorder is more probable 
whatever the accompanying symptoms may be. If the warmth of personal rapport is pre- 
served, this is a pointer in the same direction. Empathy is never entirely lost in the manic- 
depressive patient. Even in depressive stupor, an tinderstanding glance, or tears, or a 
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hlusli may betray a fine thread of contact. Ncgativistic conduct, resistance or automatic 
obedience arc ambiguous as diagnostic signs. 

Involutional melancholia cannot always be dilTcrcntiatcd from late catatonic and para- 
noid forms ol schizophrenia. Hypochondriasis and delusion may be utterly grotesque 
and bizarre and their content may have little relation to the underlying affect. Nevertheless 
such ideas have little diagnostic significance as long as affective response is still present and 
conforms to its original colouring. 

'rbc only psychopathic syndrome in which a suspicion of schizophrenia arises, is that of 
the callous, emotionally cool psychopath, the ‘moral defective’. It has been shown that 
personalities like this arc sometimes found in families tainfed by schizophrenia (Meggen- 
dorfer, 1921). Distinction from schizophrenia simpjcxjs sometimes impossible, especially 
if no full history is at hand. If a change of personality is proven, even in early adolescence, 
the schizophrenic nature of the illness is beyond doubt. Early hebephrenia is sometimes 
mistaken for vicnial deficiency. Difficulties should arise only in patients who were defective 
before the schizophrenic illness occurred. Imbecile patients are frequently liable to affective 
storms in which hallucinations, incoherence and catatonic behaviour may be seen. Such 
slates, however, pass off after days or weeks (very rarely months), and leave the patient 
exactly as he was before, while a hebephrenic illness always leaves a mark. If the patient 
was not originally defective, the school record alone should settle the diagnosis, even if 
the hebephrenia by causing loss of activity and disordered thinking has produced a picture 
reminiscent of imbecility. 

Siniulqtion of schizophrenia is very rare. Attempts can be seen in prison, and have been 
observed in soldiers, especially during the First World War. The expert will rarely be 
deceived unless by a malingered stupor, for instance in prisoners of war. A much commoner 
error is to mistake the silly hebephrenic for a malingerer, especially if he is detained for an 
alleged crime, or in compensation cases to misjudge schizophrenic loss of will power as 
laziness, and hypochondriacal complaints as a deliberate attempt to mislead the physician. 
/V' jDissmulation’oi schizophrenic symptoms is extremely common; indeed a good deal ot 
t 1 ie schizophrenic’s capacity for social adjustment depends on it. It sometimes takes the 
interesting form, recognized and described by Bleuler, of the patient insisting that he has 
, simulated hjs symptoms. A classical case of this kind was that of Rudolf Hess who by this 
unusual psychotic behaviour apparently prevented an array of international experts from 
reaching the obvious diagnosis (J. R. Rees, 1947). 

TREATMENT 
(i) Prophylaxis 

(a) PERSONAL. As one would expect with our present ignorance of the causation of the 
disease, there is no possibility of preventing anyone from becoming schizophrenic. Entire y 
irresponsible claims have been made by enthusiasts for child guidance and by education 
ists with a dilettante’s acquaintance with the doctrines of psychoanalysis. Neverthe e 
not a particle of evidence exists to show that any measure whatsoever can reduce the inci 
dence of schizophrenia, whether it be by ‘scientifically’ regulated methods of upbringing^ 
psychiatric supervision of the child-parent relationship, or by psychoanalysis or ot 1 
psychotherapy of either the healthy, the neurotic or the introverted or otherwise 
gered child or adolescent. The universal incidence of the disease in all races and cut ^ 
weighs heavily against any arguments that environmental and psychological factors 
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any specific kind play an important part in causing the disease ; and so does the experience 
of the clinician who sees identical clinical pictures in patients from all ^\'alks of life and 
from the most diverse family and educational backgrounds. 

On the other hand, a realistic attitude is not the same as one of fatalism and despair. 
There is no reason to think that the onset of schizophrenia could not be delayed, mitigated 
or even prevented, if we only kne^v how; and it is the physician’s duty to do the best he 
can with such inadequate weapons as he has. It w'ould be foolish not to make some effort 
to help the predisposed personality, as for instance by vocational guidance, by remo^^ng 
sources of frustration, and by directing the adolescent’s energy’ and interest towards 
socializing activities and away from self-absorptton (‘presumptive prevention’, Stevenson, 
1946). More could perhaps be done to identify highly \’ulnerable subjects and schizo- 
phrenics in the earliest stages of their illness or in the stage of insidious, progressive 
alteration in personality that may precede the outbreak of a frank psychosis. Some features 
of the social and psychological profile of the most typical cases are already known; the 
subject is aged between 18 and 25, shy, remote, seclusive in personality, incapable of 
establishing contact wth the opposite sex, usually single. A growing restlessness at his 
work, drift down the social and occupational ladder and increasing isolation are warning 
signals of imminent psychotic breakdown. Further obser\-ations could probably help to 
define more precisely such pre-morbid characteristics and make it possible to institute 
pharmacological treatment, psychological support and encouragement towards socializa- 
tion at an earlier stage than is possible at the present time. One cannot be too sanguine 
about the results of such prophylactic measures but it would be logical and worth while to 
try them. Difficulties are often put in the way of such measures by the patient’s own parents, 
who may be themselves schizoid and by their own peculiarities stultify the emotional devel- 
opment of their children. Analytic treatment should, as a rule, be avoided by the schizoid 
personality and still more so if there is any suspicion of an oncoming schizophrenia. ’Fhe 
not infrequent outbreak of an acute psychosis during psychotherapy which has been begun 
in the prodromal neurotic stage has been mentioned before (p. 283). 

(b) GENETIC. Our knowledge of the genetics of schizophrenia provides the basis for 
some conclusions about prophylaxis. These conclusions are, however, best expressed in 
terms of probabilities, and provide no certainty in the individual case. It is true that proba- 
bilities, if sufficiently over^vhelming, justify mass action and the application of rules 
which, though occasionally unjust to the individual, are for the benefit of society as a whole. 
The Third German Reich passed a law for the safeguarding of racial health, W'hich provided 
for the compulsory sterilization of sufferers from idiopathic epilepsy, manic-depressive 
psychosis and schizophrenia; and such patients had to be sterilized before they could be 
allowed to leave hospital, if they were still in the reproductive age. This law had no adequate 
scientific justification. This may conveniently be showm with schizophrenia as an example. 
The incidence of schizophrenia among the children of schizophrenics is betw’een :o and 
20 per cent., depending on the type of psychosis. So it might be expected that sterilizing 
schizophrenics would prevent the birth of a substantial number of persons destined later 
to develop the disease. Schizophrenics, however, have a very low fertility, and, of such 
children as they do have, only a small proportion are born after the onset of the psychosis, 
that is after the schizophrenic has become recognizable as such. The great majority of 
schizophrenics are the children of non-schizophrenic parents. It follows that the steriliza- 
tion of schizophrenics is almost useless as a prophylactic measure. 
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Zurinj;^ (194^’) followed up a group of schizophrenics who had been discharged from 
hospital four In tlurlccn years before. They were all married, this being one of the grounds 
of selection, but only a few had married since leaving hospital. Of their 670 children, only 
16 per cent, were bom after the onset of the schizophrenia, and were therefore preventable. 
A rather more optimistic estimate is provided by Kallmann (1938); but he calculates that, 
at best only a third of the children of schizophrenics arc preventable in this way. Schizo- 
phrenia is not a serious problem of eugenics, as owing to the low marriage and fertility 
rates associated with it the disease is racially self-limiting. 

'I'hc problem of voluntary sterilization in the individual case is, however, a different 
one. For those who find their fertility a burden we can see no reason why permanent relies 
should not be provided, if it is desired. There is much to be said in its favour if the 
applicant has once had a psychotic illness. Family life, especially as an environment for 
cluldrcn, cannot achieve normal standards of happiness and stability if one of the parents 
has any defect of personality, or lies under the shadow of a possible recurrence of serious 
illness. Zuring noted that though marriage adjustment was not unsuccessful in the group 
he studied, in more prosperous classes CvSpecially there were frequent disputes about the 
children. The problem, however, is one for the patient and his consort; and the doctor 
should not press his views in cither direction. 

Patients and their married or affianced partners often seek advice on the subject of 
marriage and procreation. The two subjects should be considered separately. Anyone who 
has once had a schizophrenic illness has a serious risk of recurrence, and no serenity can 
be promised for the future. For the patient himself, marriage with a woman who will face 
and share his risks with a full understanding of their nature, has much to offer. The woman 
(or man in the converse case) who would face these risks must be of quite exceptional 
personality. In general the young people who make such enquiries have no more than the 
amount of mutual devotion usual among affianced couples, and very rarely have any con- 
ception of what is involved in the prospects they are facing. It will be the doctor’s duty to 
obtain the permission of the patient for a frank discussion of his case with his fiancee, and 
then to inform her of the probabilities of recurrence, and of the nature of the illness. 

If the question of marriage is frequently not treated with the seriousness it deserves, the 
risks of procreation are as commonly over-estimated. The advice that is given W'ill be based 
in the first place on actuarial probabilities, whose validity has been established by observa- 
tion and does not depend on any theory of dominance or recessivity. The expectation 
given in the table on page 244 may be referred to. 

It is generally agreed that the hereditary factor is manifested with a lesser frequenc} 
among the relatives of paranoid schizophrenics than among those of hebephrenics an 
catatonics. Kallmann, for instance, gives the incidence of schizophrenia among the children 
of the latter as 21 per cent., and among the children of paranoid and simple schizophrenics 
as 10 per cent. 

These figures are sufficiently high to make schizophrenic parentage a serious risk for a 
child; and many people who are married to a schizophrenic will wdsh to avoid conception. 
In addition to the genetic risk there is also the disadvantage for tlie child of being broug 1 
up in a family in which there may be fimdamental insecurities. With a less close bloo 
relationship the genetical risk drops to near normal proportions. The risk for grandchildren 
of schizophrenics is so small that a healthy individual who has had a schizophrenic 
can regard it with equanimity. The same applies to the possible parents of children v 
would be nephews and nieces or more remote relatives of a schizophrenic. 
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Among those relatives of schizophrmcs, the question of mairiige J™” 

,ho is eoLidering marriage with the brother of a setose My tnsh 
isk she runs of her husband becoming schizophrenic. The incidence of schizophren 
imong the sibs of schizophrenics has been assessed at various fibres whose rnean 
s about II per celt. This might well be enough to deter a cautious woman. Individu 
lircumstances, however, have to be taken into omsideralim, If prospeetkre hmbM 


more it ne is a sensiuvc atuizoid, paranoid or unstable pcrsonaiit)', the chance would ha 
to be assessed at its full or even an increased value. 

From this it may be seen that no hard and fast rules can be p%-en when qu<^*ons 
and cugemc problems arc raised. Individual circumstances will plaj 
dominant part in deciding what advice is properly given. 

(2) Psychological Treatment 

If the patient is seen by a doctor within two years from the manifestation of the fi. 
symptom, and if the diagnosis of schiaophrenia is established, it is nowadaj-s a gross cn 
not to press for his admission to a special unit or hospital where he can receive physi' 
treatment. Even if the diagnosis is doubtful, he should come under psychiatric obserraiit 
in order to clear the Issue and to begin treatment with drugs once there are sure grour 
for doing so. Prolonged psychotherapy, even in mild cases, can no longer be justifii 
Psychoanalysis is, indeed, contra-indicated in any stage or type of sdiizcphrenia; to apj 
it is, as Freud himself commented to L. Binswanger, a professional error ('em Kunstfehle. 
This statement has been supported by many critical workers in this field; but it has 1 
prevented others from applying an analytic procedure. The analyst is constantly templed 
do so as, thanks to his incapacity for repression, the schizophrenic openly e.vposes sjinl 
lisms and mechanisms which have to be unearthed with dilHculty in the neurotic. ’1 
transparence of the picture is again and agmn a temptation for the psj'chotherapist. ^ 
come to the conclusion that now all that is needed is to teach the patient our wisdom, a 
he will, like the neurotic under treatment, gain insight, adapt himself, and be saved. T 
conclusion, I think, is false' (Speer, 1927). Speer has also described how the disc 
process progresses, imaffected by the treatment; how the schizophrenic sUps from 
hands of the therapist; and how apparently good results are transient and chance affa 
Modifications of psychoanalytic procedure have lately been applied in more advanced ca: 
always with very limited results, not exceeding what intensive individual care can achi 
wthout Freudian interpretations. 

Experiments in analytical therapy were, in the authors’ view, onlypermlssibleaslon: 
no physical method of treatment existed. Schildcr, in fact, gave as his reason for cmpl 
ing them the lack of any suitable physical therapy. For the early schizophrenic mat 
are now changed, and psychoanalysis can only now be justified as a research procedure in 
arrested case with schizophreruc defect. Mudi of the psychoanalytic endeavour in sch 
phrenia during the past 1 5 years has been directed towards the treatment of cases descri 
as ‘borderline’, ‘latent’, or ‘ambulant’. The types of illness to which these terms refer I: 
been most fully delineated in the papers on ‘pseudo-neurotic schizophrenia’ (Hoch 
Cattell, 1959). These patients manifest a wide range of neurotic symptoms which ext 
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from phobias, obsessions and depersonalization on tlic one liand to hysterical conversion 
symptoms and hypochondriasis on the other, all features showing a marked variability. 
There is severe anxiety, sexual and aggressive fantasies arc given uninhibited expression 
and the course of the illness may be punctuated by attacks of psychotic disturbance lasting 
(lays, hours or perhaps only minutes. No satisfactory evidence exists "that these patients 
are schizophrenics rather than disturbed neurotics who occasionally cross the ‘reality 
line’. Techniques influenced by psychoanalytic thinking have also been applied in the 
treatment of chronic schizophrenics. Close and warm relationships are fostered between 
patients and nurses and communication at the patient’s own archaic level is attempted in 
the hope that the patient can learn to differentiate better between self and non-self; the 
breakdown of this difl'crentiation is regarded as the fundamental psychological distiurbance. 
'I’hc more florid manifestations of catatonic and other types of schizophrenia which used 
to be so common in the old long-stay wards of mental hospitals can be influenced by such 
measures. But there is no evidence that they have any advantage over techniques in which 
a stimulating occupation, patient persistence and humanity are the only ingredients. 

Unfortunately many schizophrenics are first seen by a doctor, or by a psychiatrist, 
when the illness has gone on too long and progressed too far for physical treatment to hold 
out much hope of complete restoration of the patient’s personality. Some consult the 
psychiatrist for a residual symptom after the aaite attack has passed. Others are discovered 
among the in-patients or out-patients of general hospitals, where they have been treated 
for a physical complaint. If any of them is tolerably adapted to his environment, is at work 
and lives a relatively normal life, it would be a mistake to interrupt his adjustment by 
admitting him to a special hospital. Yet many are in need of some help which can be sup- 
plied in an out-patient clinic or private consulting-room. Some of them are distressed 
by primary symptoms into which they still retain a degree of insight; the doctor can 
support their tendency to take an objective attitude, can help them to recognize the sub- 
jectivity of their experiences, and to maintain a socially acceptable adjustment to them. 
Many of these patients, again, are often lonely and search for some acceptance and under- 
standing. Although it is a waste of time to argue with a paranoid patient about his delusions, 
he may still be persuaded to keep them to himself, to repress them as far as possible and to 
forgo the aggressive action they might suggest, and in general to conduct his life as if they 
did not exist. The latent schizophrenic loves regularity and routine; he is a creature of 
habit. Everything should be done to fortify this tendency and to direct it into useful 
channels. At the same time he should be encouraged to keep up his social relations, to mix 
with other people and to avoid brooding and philosophizing. Although schizophrenic 
subjects are emotionally remote and unresponsive, if time is spent and pains taken some 
degree of rapport may be achieved when the acute manifestations of psychosis have die 
down, particularly when some relatively healthy and normal components of personality 
survive. When contact has been made, many schizophrenic patients are prepared to atten 
an out-patient clinic regularly. A good deal can be done in such a setting over a long 
period, slowly to improve the patient’s social contacts, develop his interests, encciurage 
him to continue with medication, and help him to hold on to his job and to retain tne 
support of his family at times when symptoms flare up. Hospitalization can also be ar- 
ranged, if necessary, in good time without the crises which often precede admission an 
which slowly erode the patient’s social resources. • t • n- 

Such is the psychotherapy which will be of greatest help with schizophrenia. It is u 
likely that it will prevent the outbreak of another attack, but it counteracts the inclination 
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to withdra^v’al and the downtvard drift in the social scale. Unlike classical psychoanalysis, 
it is a therapy not of dissection and uncovering, but of covering and bridging over. It takes 
advantage of the processes of healing and encapsulation of symptoms which naturally 
occur with spontaneous improvements and remissions, and aids and reinforces them. It is 
of particular value tvhen some improvement has already been achieved through one of the 
physical treatments, or when it is combined with administration of the appropriate pheno- 
thiazine drug in adequate doses. The gap in continuity of mental life which has been left 
by the acute psychosis has to be bridged. The patient cannot be expected to dismiss the 
intense experiences of the acute psychosis as i^^ele^’ant and merely' morbid, much as he 
wants to overcome their influence. His inner life has received a new orientation, and must 
be integrated anew; much tact and understanding and a good deal of personal sympathy 
are required to help him to do so. Not all schizophrenics are willing to keep in contact 
with the psychiatrist, but it is greatly to their advantage to do so. 


HOSPITAL AND WARD MANAGEMENT. On the whole the managment of schizo- 
phrenic and other patients in the psychiatric hospital is turning away from the old pattern 
of custodial care and has been profoundly alFected by the concept of the ‘therapeutic 
community’. The basic notion is that a psychiatric institution should be a community-— 
a place where people live and work— which in its whole social structure and way of life is 
therapeutic. That is, it helps those who are admitted towards recovery’ and discharge. Most 
mental hospitals in Britain have taken some steps towards this ideal. 

‘Notable advances have come in greater freedom for patients by’ open doors and recently 
by wide extension of informal patient status— bj' the organization of the full active day 
with occuptional therapy programmes, industrial workshops and day' and night patient 
facilities, by improvement and normalMon of the patient’s way of life, with increased 
visiting, more privacy, more personal belongings, greater mixing of the se.xes, a more 
realistic working day and, to some extent, by self-government and the greater involvement 
of patients in the running of their lives, particularly with therapeutic social clubs and 
self-governinghospitalactivities’ (Clark, x964).(Seealso section on SocialTrcatmcntbelow). 

The application of this concept at ward level for schizophrenic patients has been at- 
ternpted on m experunental basis in many psychiatric hospitals. It has led to an imaginative 
and enterprising approach towards management and has stimulated much interest and 
enquiry m the rehab.I,tat.on of the chronic schizophrenic. It has also done something to 
render the attttude of professional staff torcards their colleagues and patients more flexible 
and objeettve. Thete ts, however, some danger that the concept of the ‘thetapcutic com- 
mumty applied to the management of sehtzophrcnic patients may become a catcht, ord and 
lead to praettces founded more m senfment than in reason and evidence. Even in the case 
of neuroses and personality disturbances, the community • 4 
should not drift too far from the realities of existence in institution 

reasons for some different kind oforganization can be defined anft'n^r f unless clear 

In the case of schizophrenic patients whose survival in society outside thi'h^^'f l" 
bestofdmesbejimcar^^^^^^^^^ 

5 to be provided can 

nas to ue la.cn oi ii.u spec... niimaiions anu needs ot schizophteme'patfcutrT:'"® 
those who ate concerned with fitting the schizophrenic into work in industrv aft^r 
stress the importance of his work habits, personal habits and appearance approxi p 
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thofu; of lit'; workniatcs. Tills will not happen spontaneously among schizophrenie patients. 
nflj)fu! and imaginative direction and supervision arc needed which will at the same time 
permit the widest possible scope for any initiative and enterprise shown by the indivi- 
dtial schizophrenic patient and the ward community. 


OCCUPA'J’IONAL TIIEIIAPY. For those who had to remain in hospital, Bleuler found 
regular worlc of great help. He formed groups of patients who worked on the land, or in 
the gardens or in special workshops. He trained his nurses and attendants so to supendse 
the patient’s activities that they gave him satisfaction and, if possible, some personal 
responsibility. Bleuler graded the patients according to their clinical state, and did every- 
thing possible to break the tendency to form undesirable habits. This method was taken 
up with great enthusiasm by Hermann Simon (1927), from whose hospital at Guetersloh 
occupational therapy made its way into institutions all over the world. 

In English-speaking countries this form of treatment came to be entrusted to occupa- 
tional therapists as an ancillary aid to the psychiatrist. The type ofoccupation practised for 
therapeutic purposes has in the past been dominated by rug-making, basket work, weaving 
and toy-making. This pattern has been much criticized in recent years. Occupational 
therapy in the form of such pastimes and hobbies has a more limited place in the hospital 
regime since the introduction of industrial workshops. But it is an exaggeration to say that 
tlicy have no useful function. They provide diversion and recreation of a satisfying kind, 
they can be carried on in the ward, and therefore started in the early stages of the psychosis. 
It is important to stress the value of arranging this sort of activity so that the schizophrenic 
patient works in z group. This combats his tendency to withdrawal, mitigates his negativism, 
and gives him an opportunity to overcome other morbid tendencies. The simple schizo- 
phrenic may be stimulated to realize what has remained of his emotional life in the setting 
of the group *, the hebephrenic learns to concentrate from the example of others; the catatonic 
finds an outlet for an excess of energy, or is awakened from stupor into action; the paranoid 
patient learns to repress his delusional world and is less under the influence of his hallucin- 
ations. These aims are not achieved to the same extent if the patient works a loom on his own, 
or withdraws into a corner with his rug. Supervision and individual attention from a kind 
and understanding therapist are, of course, indispensable to maintain the cohesion of the 


group and to support the patient who is in danger of slipping into ‘autism’. 

Therapists trained in the more artistic crafts are often led to stimulate the production 
of free art in schizophrenics. Schizophrenic drawings, paintings and sculpture are of great 
psychological interest to the physician who tries to understand his patient’s inner life; and 
where this is active, and not merely empty, formalized and frigid, they are of interest to the 
artist and have a relevance to the theory and history of art (H. Prinzhom, 1923). How'eyer, 
from the therapeutic point of view, drawing, painting and modelling which leave the patient 
free to choose his own subject and techniques are not to be encouraged. ’iVhile the neurotic 
may relieve himself of emotional pressure and of tire affects bound up with past experiences 
by artistic creation, the schizophrenic tends to slip further into his morbid fantasies, ny 
drawing symbolical pictures he further relinquishes his contact with reality; his tendencies 
to avoidance of the world around are encouraged rather than impeded. ‘Art therapy 0 
this kind is contra-indicated in schizophrenics, for the same reason as is psychoanalysis- 
It should, perhaps, only be allowed when the patient is himself a creative artist 
works have value in themselves, and even then for only a part of a day, the rest of whic 1 


spent in more social activities. 
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The methods of treatment \Yhich have been described above are in no way rendered 
obsolete by modem physical therapies. As will be seen, a ntimber of patients do not respond 
to physical methods, or respond only tranriently. Moreover the two methods of approach 
aid rather than interfere wA each other ; psychological and social care of the kind described 
has constantly to be applied in support of the phj'rical procedure. Occupation and actiWtj’ 
arranged for the patient in hospital and the work that he undertakes after his discharge 
into the community have to be envisaged as part of one continuous process of rehabilitation 
and re-socialization. This will be discussed in more detail in the section on social treatment 
(P- 337). 


(3) Physical Treatment 

Ever since psychiatry became a branch of medicine, attempts have been made to 
influence the severe and malignant disease we now call schizophrenia by phj'sical means. 
According to the theory prevalent at the time or the predilection of the worker the most 
diverse experiments have been carried out, from transplantation of endocrine organs to 
operative resection of large parts of jejunum, from bloodletting and removal of septic 
foci to fever therapy — to mention, only a few propagated during the last thirty years. 
Thanks to the irregular and often unpredictable course of the illness nith its tendency to 
spontaneous remissions in the early stages and to unexpected improvements later, most 
workers have been able to claim a degree of success which, however, did not stand the test 
of critical and controlled examinations. 

Because, as was described in a previous section, clinical appearances in schizophrenia 
are to some extent influenced by the psychological environment, any favourable results 
achieved by physical treatments have been attributed by some critics to the special care 
and attention given to the patients during the physical treatment. It has also been fre- 
quently objected that the best results are seen in early cases or in those which show other 
indications of a tendency to remission or a favourable course. Finally the empirical character 
of therapies such as E.C.T. and pharmacological treatment, has been the target of much 
criticism and an excuse for sceptical inertia. 

The treatment of the acute stage of schizophrenia and of long-standing chronic patients 
has undergone a marked change in recent years through the introduction of 'neuroleptic' 
drugs which have replaced insulin coma therapy as the main component in the physical 
treatment of schizophrenia in most parts of the world. 

Since its introduction into psychiatry by Delay et al. {1952) chlorpromazine has been 
repeatedly shown in the course of controlled therapeutic trials to be an effective substance 
in the treatment of acute and chronic schizophrenic illness. The most striking effects are 
exerted in anxious, hostile, paranoid, hallucinated patients; tension eases, restlessness 
subsides, hostile attitudes gradually abate and hallucinations commonly lose their affec- 
tive charge, fade into the background and even disappear. Muteness, negativism and 
catatonic motor disturbances also frequently respond and rapport may be re-established in 
patients who have manifested catatonic symptoms over relatively long periods. Conscious- 
ness is not impaired and contact with die patient is maintained. Recent enquiries have 
clearly demonstrated that the effect of pheno^iazine drugs is not confined to the symptoms 
of excitement, restlessness and aggressive behaviour and the term ‘tranquillizer’ applied 
to this group of drugs is probably a misnomer. In a controlled trial of phenothiazine 
treatment against a placebo (Goldberg et al., 1965) it was shown that patients treated by the 
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former method showed significantly greater improvement on an overall measure of clinical 
state and in i.j of 21 relatively independent measures of schizophrenic illness. The symp- 
toms of apathy and motor retardation were among those that showed improvement, and 
irritability, slow speech and movements, hebephrenic symptoms, self-care, and indif- 
ference to the environment manifested significant amelioration only on drug treatment. 
There were other features such as incoherent speech, hostility, agitation and tension, ideas 
of persecution, and auditory hallucinations which showed significantly greater improve- 
ment with drugs. As the authors point out the first cluster of symptoms corresponds 
reasonably well to the group of features defined by Bleuler as ‘fundamental’ symptoms of 
schizophrenia. An important finding of this study was the efficacy of phenothiazine drugs 
in preventing the appearance of fresh schizophrenic symptoms. It is clear, then, thatpheno- 
thiazinc drugs cannot be regarded as being merely symptomatic therapies in the same 
sense as analgesic drugs. 

Although improvement with phenothiazine drugs usually commences during the first 
7-1. days of treatment, it may be delayed as long as five or six weeks. It is not possible to 
predict which eases will respond promptly and there is a proportion of patients who fail 
to improve with phenothiazine drugs but who make an excellent response when these are 
combined with electro-convulsive treatment. Patients in a catatonic stupor will often be 
slow to respond to phcnothiazincs and those in catatonic excitement may bring themselves 
to a dangerous point; of exhaustion unless their symptoms are brought under rapid control 
with a few convulsions. Unless there are physical contra-indications, E.C.T. and pheno- 
thiazinc drugs should be combined in the treatment of the majority of cases of schizo- 
phrenia. The response to chlorpromazine is variable and dosage has therefore to be indivi- 
dually determined for each patient. Anything from 150 mg. to over 1,000 mg. daily may 
be required to control the symptoms, although most cases are brought under control on a 
dosage of 200-400 mg. When improvement is established, the dosage may be reduced to a 
maintenance level which usually ranges between 100 and 300 mg. daily. But much higher 
doses may be required in rare instances. E.C.T. should be initiated at the earliest possible 
stage and, in very acute cases, up to 4 treatments can be given in the first week, reduced to 
two or three in the second week. Eight to 12 treatments will usually suffice to elicit an 


optimal response but up to 20 treatments may be required in highly resistant cases. 

Although the neuroleptic drugs have diminished the importance of sedation in schizo- 
phrenia it is still essential to know how to deal with the emergency of an acute schizophrenic 
attack in the patient’s home so that he can be transported to an observation ward or a 
psychiatric hospital. Some catatonically excited patients are dangerous and, if the patient 
refuses to take drugs by mouth and is generally uncooperative, the help of a Mental 
Welfare Officer should always be sought in an emergency. Unnecessary interference should 
be avoided until the moment the injection has to be administered or the patient needs to 
be transfered to an ambulance. The movements to bring the patient under control must 
be swift and concerted and the fewer the words spoken the better. An intramuscular 
injection of 100 mg. of chlorpromazine is very effective in the majority of cases, ^ 

particularly quick response is required 0-25 to 0-5 mg. hyoscine can be given. Its effect 
begins within 10 minutes and should make it possible to transport a young and physical y 
healthy patient within less than i hour without risk. Morphine is best avoided. Paraldehy e 
should not be injected into a struggling patient or given by mouth to one suffering from 
paranoid delusions; in other cases, where behaviour remains uncertain and impulsive, a 
intramuscular injection of 6 to 8 ml. may be given. Barbiturates such as thiopentone 
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SOME DRUGS IN USE FOR THE TREATMENT OF SCHIZOPHRENIA 
PHENOTHIAZINE DERIVATIVES 


Chemical Structure 
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Fig. 8 
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DRUGS OTMER THAN PHENOTHIAZINES 



and hexobarbitone sodium should not nowadays be administered by the J 

“ acutely disturbed sehizophrenic patients. It is far safer to give additbna tn — ^ 
injections of phenothiazine drugs if the patient’s behaviour remains disturbed or unce 

after the initial measures. ^ i- v • v u -r^tviLr p<;tablished. 

The efficacy of phenothiazine drugs in acute schizophrenia has been firmly ejab 

In one carefuUy designed controlled therapeutic trial of three substances and “ , 

?aeeho o ntvchfatrie tospitals participated (Goldberg et at., 1965). The drugs adm.n.stcred 

f 340 Srctoitted patients included representatives of the three mam groups of 
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phenothiazine substances, namely chlorpromazine (Largactil) which has a di-metliyl and 
aminopropyl side chain in the Ra position (Fig. 8), and 6uphenazine (Moditcn) and thiorid- 
azine (Melleril), both of which have a piperidine side chain in the Ra position. All three 
drugs proved effective but there were no differences bet^veen them. Houen’er, in patients 
with any suggestion of liver damage, it is preferable to use thioridazine in doses similar to 
chlorpromazine, or one of the low dosage phenothiazines such as trifluoperazine or fluphen- 
azine. 


As far as the choice of phenothiazines for long term use is concerned, it haji been 
claimed that the more inert and withdrawn patients respond best tophcnothiazincswjtha 
piperazine side chain such as trifluoperazine and prochlorperazine (Hollister et al., it)()o) 
It is also believed that over-active, excited, or aggressive patients respond better to high 
dosage phenothiazines such as chlorpromazine and thioridazine. There is, however a 
good deal of overlap in the action of these substances and as already indicated the effect* 
of the latter group are not confined to symptoms of restlessness and excitement, 'i’hcrc la 
further, an element of unpredictability in the response to drugs in that some restless am! 
disturbed schizophrenic patients fail to improve on chlorpromazine but make an execlirnt 
response to one of the drugs with a piperazine side chain, lliese Idiosyncrasies arc not 
common but cannot be ignored in clinical practice and call for a certain amount nf trial 
and error with different phenothiazine drugs in patients whose response appears iinsaHt 
factory. For maintenance dosage with chlorpromazine and thioridazine eo tn . ' V 

per day will usually suffice. Tn ft,.. ' A 3^0 tnj,, 

piperazine group quite small 
who can be stabilized only or 
these require particularly car 


doses (10 to .5 mg.) doily are odequatc. Ilm po’illll!; 


Although chlorpromazine has stood up to extensive trials and is on the wh^,! 
effective and relatively safe preparation, certain toxic effects are common an, I il.. 
has to be on the alert for them. Denber and Bird (1057), investicatlnr^ clmfcl.in 

were given 300 mg. chlorpromazine daily, observed extrapyrarnidaltvi5>mn^*’7’/ 
cent.), skin rashes (4.O per cent.), cardiovascular symptoms fi -8 


and there is some evidence that they are commoner in females Jaund^***'^ 

are unrelated to drug dosage and tend to occur in the early staew of t 

variably so; they call for the immediate withdra\val of the preparati 

seems to be little association betw’ccn these toxic effects and the d 'Hiffr 

drugs. Some undefined idiosyncra^ probably underlies most of them P^^^notlifa/ff)/- 
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'I’ho f.yinploins arc rapidly reversed wlicn tlic drug responsible is discontinued or reduced 
in dosage. Allcrnativcly, the adminislralion of an anli-Parkinsonian agent such as benzhcxol 
in doses of lo nig. thrice daily may effectively avert the side-effects. 

Another subsliuicc which deserves brief mention is the substituted butyruophenone 
eomimund halopcridol (Fig. 9) which has a structure resembling gamma-amino-butyric acid. 
It has many properties of the major tranquillizers and has been found to be effective in 
chronic schizophrenia by Brandrup et al (1961) who conducted a double-blind controlled 
study in 36 schizophrenic patients. 'I'he drug is sometimes effective where other prepara- 
tions have failed, but extra-pyramidal and other side-effects may be very severe and it is 
best to proceed cautiously with doses of 0*75 mg. daily which may be increased slowly at 
intervals of a few days by doses of 075 mg. With the aid of anti-Parkinsonian drugs a 
dosage of 6 mg. daily may be tolerated but 2 to 3 mg. daily generally suffices for main- 
tenance dosage. I* or rapid control in acute catatonic excitement a single intravenous or 
intramuscular dose of 5 mg. may be given. 

Finally, a small place remains for rauwolfia-alkaloid (Fig. 9) in the treatment of schizo- 
phrenia. Its use is limited by the frequency with which it induces a depressive effect, and it is 
therefore particularly contra-indicated in schizophrenics with a depressive colouring. The 
side-effects also include sleepiness and lethargy, stuffiness of the nose, dizziness and diar- 
rhoea as well as extra-pyramidal symptoms and hypotension. There is, however, a small 
proportion of schizophrenic patients that fails to respond to phenothiazines but improves 
on reserpine. The effect in the occasional patient with marked apathy and withdrawal can 
be striking. Dosage should commence with 0*5 to i mg. three times a day increasing imtil 
an optimal effect is produced. Doses as high as 9 to 12 mg. daily may prove necessary. 

It is claimed by some workers (Barsa and Kline, 1955) that a combination of chlorproma- 
zine and reserpine is more effective in a proportion of schizophrenic subjects than either 
of the drugs singly, but this combination is now rarely used. 

The introduction of neuroleptic drugs coincided with a period of renewed interest in 
the influence of social setting upon the behaviour of patients in mental hospitals and with 
development of the concept of the therapeutic community. This in turn reawakened interest 
in the achievements of the period of ‘moral treatment’ in the first half of the last century 
(Rees, 1957). The question as to the extent to which the increasing rates of discharge of 
schizophrenic patients from hospitals could be attributed to therapeutic enthusiasm and 
changes in administrative policy on the one hand, and to specific pharmacological effects 
on the other, has been studied by a number of investigators (Hordern and Hamilton, 1963 ; 
Hamilton et al. i960, 1963; Bradley et al 1959, 1964; Rothlin, 1961). The findings have 
proved interesting. A good deal of evidence has come forward to suggest that the effects 
exerted by drugs are in some measure dependent upon the general quality of care and the 
amount of stimulation received by the patient, as w'ell as by the features of the social milieu 
in w'hich treatment is provided (Meszaros and Gallagher, 1958). It seems clear also that 
intensive care and programmes of group activity can, over short periods, yield results which 
are comparable with those achieved by neuroleptic drugs alone (Cooper, 1961) and that 
‘moral treatment’ can promote a significant reduction of symptoms (Hamilton et al, 1963)- 
Some unexpected results have also emerged, for example, the finding (Hamilton et al, i 9 ^p) 
that drugs may exert an inhibitory effect upon the improvement that can be obtained m 
chronic schizophrenic male patients with occupational therapy. The precise implications of 
some of these findings are not clear. 

There is little information as yet about the precise symptoms influenced by ‘moral 
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treatment’. In the case of neuroleptic drugs on the other hand, as already indicated, some- 
thing more than an influence on isolated secondary sjTnptoms appears to be involved 
and some experienced workers (Lehmann, 1964) consider that phenothiazine drugs hold 
the schizophrenic process in abeyance and should be regarded as ‘psychotostatics’. ^Ve do 
not know either how long the effects of social and occupational therapy can be sustained, 
nor whether attempts to apply ‘moral therapy’ to schizophrenics discharged into the 
community would be either feasible or effective- The evidence that phenothiazine sub- 
stances will frequently control many of the features of schizophrenic illness in most social 
settings, is now beyond reasonable doubt. Their beneficial ^ects endure over relatively 
long periods and seem independent of social class (Roth, 1964). There is evidence also 
that relapse and re-admission rates among patients discharged from hospital are significantly 
reduced by phenothiazine drugs (Gittelman et al, 1964). The psychiatrist is unlikely to 
go far wrong if he seeks to provide for his patients both a stimulating environment and 
appropriate pharmacological treatment. The effect of pharmacological treatment and 
therapeutic enthusiasm has in most studies proved to be superior to therapeutic enthusiasm 
alone. On the other hand scepticism, with or without drugs, is unlikely to prove of value 
in treatment. 

Thyroid medication has been introduced by Gjessing as therapy for periodic catatonia 
on the basis of his metabolic findings in long-term serial studies of such patients. Although 
Gjessing’s pathological findings have been confirmed by others, some workers have not 
been as successful as he was in abolishing the periodicity; our own attempts have been 
unsuccessful. 

PREFRONTAL LEUCOTOMY. There has lately been a sharp reduction in the use of 
prefrontal leucotomy as a treatment for schizophrenic illness: whereas in the years 1948- 
55 leucotomies for all forms of illness were carried out at a rate of approximately 1,000 a 
year (Tooth and Ne^vton, 1961), Pippard (1962) fotmd that in the year ending June 3oih, 
1961, 525 leucotomies had been performed. The change is probably due partly to the 
effectiveness of psychotropic drugs in the control of the chronically e.xcited, aggressi^e, 
hostile schizophrenic patient. Bat some two decades of experience in the practice of pre- 


tion of such conduct as the result of tension has sometimes led to unfortunate results. Some 
schizophrenics are liable to suffer more than otherpatientsfromorganiclesionsof comparable 
gravity. If operation is to succeed the patient must be able to adapt to the effects of the 
surgical lesion. However, if considerable deterioration of personality has taken place, this 
power of adaptation is lost and the result of adding an organic defect may be to bring about 
the total destruction of the patient’s personality. 

Recent years have seen a radical modification of surgical techniques and the orthodox 
operation in which thalamo-frontal connexions were approached through the lateral 
convexity of the frontal lobe is hardly ever used. Alost of the modern procedures are aimed 
at the isolation of the medial or orbital surface of the frontal lobe. Thus bimedial frontal 
leucotomy (Paul, Fitzgerald and Greenblatt, 1956) involved division of the medial 2-3 cm. 
of white matter just anterior and medial to the frontal horn along a line extending from 
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nbotil 2 cm. in front of the coronal siiUirc to the sphenoidal ridge. The blind rostral G 
operation (McKissock) aims at produeing a more limited lesion mainly confined to the 
iuipcromedial segment of the frontal lobe. More recently limited undercutting of the 
orbital cone.'; (Knight, 196.}; Sykes and Trcdgold, 1964), has been extensively used with 
considerable success in afi'cctivc disorders, but cxjierience of the operation in schizo- 
phrenic illnc.ss is very limited and results arc far less favourable than in affective disorders, 
hi recent years stereotactic operations (Hcrncr, 1961) have made possible a far more 
precise loc.ation of the lesion and the use of radio-active yttrium (Knight, 1965) has enabled 
a more reliable and well-defined version of the operation to be developed. Modern opera- 
tions have greatly reduced the hazard of serious personality damage from a leucotomy and, 
although the indications for surger}^ have dwindled, a veiy limited place for the operation in 
schizophrenic illness of late onset remains. 

Operations undertaken for the management of patients with recurrent impulsive 
outbursts of violence and of periodic states of excitement or resistive and negativistic 
behaviour can now only be very rarely justified as the great majority can be readily con- 
trolled by a combination of convulsive treatment and neuroleptic drugs. Leucotomy cannot 
help the hebephrenic patient or the catatonic of early onset, and a frontal-lobe lesion will 
often appear even to accelerate the deterioration of personality. It is the paranoid and 
paraphrenic types of illness commencing after the age of 35 to 40 and the occasional case 
with catatonic features of late onset that nowadays provide the main indications for opera- 
tion. If the operation is to have any chance of success, tliere should be evidence that the 
pre-morbid personality had some qualities of friendliness, warmth, drive, stability and 
efi'cctivcncss. Another good omen for a favourable outcome is provided by observations 
suggesting that some aspects of the pre-morbid personality survive in relatively intact 
form behind the psychosis. This can be judged to some extent from the quality of rapport, 
the extent to which feeling for and interest in relations and friends survives, the quality 
and degree of participation in social activities and hobbies. But in some patients only brief 
glimpses of the personality that survives can be obtained during the short-lived remissions 
induced by courses of electroconvulsive treatment combined with neuroleptic drugs. 
Patients with an illness of late onset dominated by paranoid features with a relatively well- 
preserved personality yield some of the best results. The paraphrenic whose illness began 
in late or middle life and the patient who is tormented by threatening and cajoling hallucin- 
atory voices or spends his life writing letters to authorities protesting and complaining about 
alleged injustices will frequently do well. In place of the previous uncompromising rigidity 
we may see a return to normal and useful life after leucotomy. 

The decision to operate on individual patients should be made only after a careful 
appraisal of the basic personality, the relative importance to be attached to the factors 
enumerated in the section on prognosis and those discussed above. The patient’s prospects 
of adapting to post-operative frontal deficiency symptoms, and the social and occupationa 
circumstances which will be faced in case of discharge, have also to be taken into account. 
There seems little justification for operating on a paranoid patient who has no home to go 
to and who has arranged despite his delusions, a tolerable life for himself wdthin the hospita . 

Schizophrenia is an illness of prolonged and varj’^ing course with the possibility 0 
fluctuations and remissions, and the fear of relapsing into the ‘masterly inactivity _ 0 
psychiatry in former periods should not lead us into an impatient over-activity. The time 
factor in psychiatric therapy is to be compared with that of orthopaedic rather than ab 0- 
minal sureery. The ability of the patient to adjust to and even encapsulate the illness an 



SCHIZOPHRENIA 


337 

his response to treatment may take months or even years fully to disclose them- 

selves. . 

An initial improvement after leucotomy is sometimes followed by relapse. This may 
happen within a matter of weeks or months of operation, or after years in which case a 
new lighting up of the disease process may be the explanadon. It is then important to bear 
in mind that treatments that have failed or led to short-lived remissions before operation 
may prove more effective after it. A carefully-planned course of electroconvulsive treatment 
combined with neuroleptic drugs is fully justified within t>vo to three months of operation 
and may be rewarded with an excehent result. If this should fail, signs of pcrsonalit}* 
damage are absent, and a review of the case confirms that indications for operation were 
sound, a second operation should be considered. all the indications for operation 

were favourable, failure is frequently due to an in^equate lesion or possibly one that is 
incorrectly placed. But we have very little eiddence at the present time that the anatomical 
site of the cut should vary according to symptomatology or type of illness. 

As far as results are concerned few recent figures are a^■ailabIe for schizophrenia. In 
Sykes and Tredgold’s study out of 13 patients, 4 were discharged from medical care after 
operation and in 5 the condition was unchanged. In Hemer’s enquiiy (1961) the result iwis 
said to have been good in 27 per cent, of 64 schizophrenics ^^ho had a stereotactic oper- 
ation. 

Of older series of patients studied before the days of neuroleptic drugs we may quote 
that of Mayer-Gross. Of 95 patients in whom insulin treatment had foiled and who had 
had the orthodox Freeman and Watts operation, 32 were outside hospital, 10 as home 
invalids at follow-up. In chronic schizophrenics, whose illness had lasted on an average 
7-3 years, Oilman (1949) reported 37*4 per cent, as able to leave hospital and 567 per cent, 
as showing significant improvement. However, an enquiry by Robin (1958) shmved the 
results not to differ from those in a control group. 

(4) Social Treatment-— Rehabilitation and Discharge 
into the Commtinity 

In the first two decades of this century E. Bleuler’s gifts of astute obser^’ation, freedom 
from preconceptions and disregard for traditional inertia led him to advocate (and put into 
practice) regular occupation for the schizophrenic in hospital, early discharge as soon as 
acute symptoms had subsided sufficiently to make it possible, and a social service by which 
regular visits were paid to recently discharged patients and help %va3 provided in the 
readjustment of family life. These three features of care are once again the chief subjects 
of changing policy, experiment, investigation and discussion in the social treatment of 
schizophrenic patients. 

In the last 25 years much has been achieved so that it is possible to say that ‘a revolution 
in management has completely changed the outlook in this the most malignant of the 
psychoses’. Before 1939 nearly two-thirds of the patients admitted to hospital with this 
diagnosis would still be there two years later — now less than 10 per cent, of these remain 
after two years. 

REHABILITATION OF THE LONG-STAY PATIENT. Real though this change is, 
schizophrenia remains a chronic disease, as Wing (1963) points out, and even in a hospital 
which has had a tradition of active treatment for the past 20 years and a well-developed 
system of rehabilitation services covering the whole of the long-stay population, the 
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rci’.ldual «ciu'/ophrcnic patients who had been in the hospital over 2 years amounted to 
2,j per cent, of the total patients in i960 (Catlerson, llennctt and Freudenberg, 1963). The 
projiortion in the majority of mental hospitals is likely to be higher. This is the hard core 
of the problem of treatment and resettlement. 

Only a small proportion of this group in any hospital retain florid symptoms which 
require constant vigilance. The majority need routine care only and the degree to which they 
remain passive and indolent would seem to be connected with the social environment 
provided by the hospital in a way that is diflicult to explain except on the basis of direct 
cause and efl'cet (Wing and Brown, 1961). Hospitals vary a great deal: at one end of the 
sc.'dc adajilation to institutional life becomes an aim in management and at the other end a 
full programme of rehabilitation (facilitated by the use of phenothiazines) is deployed. 
A complex system of ward organization and all grades of workshop are provided; the 
simplest suited to the very severely aft'cctcd catatonics, and the rest graded to provide 
increasing stimulus and incentive till the patient has been trained in industrial work on a 
contract basis in the sheltered conditions of hospital, up to the stage where his working 
outside the hospital becomes a possibility (Early, i960; Cooper and Early, 1961; Barton, 

1 966), 'fhe ultimate aim of the phased rehabilitation schemes in hospitals is resettlement of 
patients in the community, but progress is inevitably slow and, even where rehabilitation 
lias been taken seriously, only something like 12 per cent, of long-stay patients are likely 
to hold down stable jobs and be discharged from hospital (Catterson et al, 1963). Fit for 
Tvorli is not necessarily fit for anployment. Most authorities are in agreement that before the 
schizophrenic has reached the psychiatrist and the hospital he has been losing what skills 
he formerly had. Fie is, even after rehabilitation, to some degree socially withdrawn, slow, 
lacking in skill, not very industrious or pleasant in manner. He also lacks initiative and the 
ability to take responsibility. These are severe handicaps in the open industrial market 
(Wing, Bennett and Denham, 1964). 

ARRANGEMENTS FOR DISCHARGE INTO THE COMMUNITY. At the stage 
where emergence from the shelter of hospital is contemplated considerable flexibility Jn 
approach, so that the special requirements of the individual patient (whether long- or 
short-stay) are met, appears to offer the greatest possibility of success. The patient should, 
ideally, have the choice of living in and working out or working in and living out, during a 
transitional period. In Great Britain the facilities of day-hospitals, night-hospitals, hostels 
or houses specially provided by the local authority are some of the expedients recommended 
for the problem of accommodation; and Industrial Rehabilitation Units, employment m 
sheltered factories such as Remploy or by employers who know the problem and have 
supplied repetitive work to the hospital workshops, are suggested as employment at tins 
stage. What is chiefly to be avoided is to launch the patient on the community suddenly m 
such a way that the support to which he is accustomed is withdrawn. For it is just at this 
stage that he most requires supervision and comprehensive after-care. 

The Industrial Rehabilitation Unit where the schizophrenic patient works alongside 
physically handicapped people appears to offer special advantages. Within the hospita 
the impact of minor degrees of abnormality in behaviour on ordinary people may be lost 
sight of, and habits which are necessary in everyday life in industrial society are not regularly 
practised: for example travelling to work, good time-keeping, following workshop routines, 
getting on with workmates, and conforming to the standards of the social group m dress 
and manners. In the realistic setting of the Industrial Rehabilitation Unit the patient s 
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assets and deficits in these respects and also all aspects of his abilitj* to work are shomi 
up so that his suitability for discharge to work outside can be assessed without incurring 
disaster. He has also the encouragement of working in a community t\hcre he sees other 
people overcoming their handicaps. It is, of course, essential that the mentally handicapped 
should constitute only a small proportion of the intake of these Units or their advantage is 
lost (Wing, Bennett and Denham, 1964). 

THE POLICY OF EARLY DISCHARGE. The endeavour to avoid the secondarj* 
handicaps of institutionalization by early discharge has gone a long way. In one investi<^tion 
the total length of stay during a 3-year period for patients admitted in 1951 u-as 17 months 
and 11*4 months for patients admitted in 1956. These trends probably illustrate the 
situation for England and Wales as a whole and have probably continued since 1956 to 
the present (Brown et al, ig6i ; Wing, 19640) till the average length of stay is measured in 
weeks rather than in months. 

The success of early discharge depends on the development by Local Authorities and 
the National Health Ser\'ice of a system of community care within the immediate area of 
the mental hospital. Ideally it should comprise visiting the patient’s family to prepare 
for his home-coming, a boarding-out officer to look after problems of accommodation and 
hostels preferably for short-stay. It should include occupation centres, sheltered work- 
shops, and social clubs. There should be day-hospitals and centres, out-patient clinics and 
a team composed of psychiatrists, social workers, nurses, health visitors, district nurses and 
mental health officers centered on the psychiatric unit to prevent relapse by maintainintr 
regular medication, securing attendance at day centres, and dealing with problems of 
finding work, supporting the families of patients, and emergencies generally. It is obvious 


orientation ot the Local Authority (May, 1964). Jt also depends lor success on there beinc 
some headquarters such as a mental health centre, where information can be freelv 
exchanged betiveen staff and the organization of services without overlap or gaps and u-ith the 
minimum of time-wasting effort can be undertaken. It must be emphasized that what wc 
are reporting is based largely on the obviously desirable provision outlined and advocated 
by Wing and his co-w’orkers and other writers concerned with this field. It is what should 
be the pattern but is not yet in being in anything approaching a complete form. Thoueh 
there are pockets where development on these lines is well-advanced there is evidence to 
show that early discharge is out-stripping the provision of community services particulativ 
in the large conurbations which account for half the population of the countrj’. 

In a study of male schizophrenic patients discharged from London mental hospitals 
in 1959, Wing and his associates (1964) found that at discharge 57 per cent, showed moderate 
symptoms and 17 per cent, severe symptoms. Fifty-six per cent, deteriorated in clinical 
condition during a year and 43 per cent, were readmitted to hospital. Of the 34 per cent 
still actively deluded at discharge, 23 per cent, became W’orse subsequently. Fifty p^r 
cent, of patients for whom drugs were prescribed did not take them. In 59 per cent, of 
the patients’ families, social relations were strained. One-third of the patients did less than 
three months’ work during the year but nearly one-half worked for eight months or more. 
The majority made use of the services provided by out-patient departments and general 
practitioners, though there was very little domiciliary visiting. The witers say that these 
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lip.urcf. iiitifA be interpreted very cautiously in trying to formulate an overall picture. 
Manclclbroto and Folkard (1961) found considerably less disturbance in a Gloucestershire 
scries where the community service was in process of developing but the information at 
their disposal was far less complete. In another study of three hospitals covering respectively 
a fairly compact industrial city, a mixed rural and urban area, and a predominantly middle- 
class suburban at\d commuter district, of 330 patients admitted in 1956, about half were 
socially reasonably well-adjusted 5 years later (Wing and Brown, 1961). 

For the moment it must be assumed that schizophrenia still has a tendency to run a 
chronic course and that even patients now being admitted for the first time rim a substantial 
risk of still being severely handicapped 5 years later. The community management of the 
patient whose disease rims an intermittent or chronic course — and who therefore ought to 
remain in contact with medical and social services for many years — is seen to be of central 
importance to the public health authorities. In the old days, these patients would have 
accumtdated in mental hospitals; in future, they will accumulate in the community. 
Although many authorities arc beginning to provide rehabilitation programmes lasting 
up to several months, few are willing to provide long-term services on the necessary scale. 
As matters stand at the present it appears to be true that the majority of schizophrenic 
patients remain in the community only at the cost of a great deal of strain and hardship 
for their families. 

The final optimal balance as between long-stay hospital and care in the community 
will not be known till there have been some years of observation and experiment In the 
best mental hospital of the old type the schizophrenic patients belonged to a community 
of a kind, and for some schizophrenics life in the outside community can only be purchased 
at a cost to society and to the patient himself. In the meantime it is vital that mental hospitals 
should retain their active therapy and rehabilitation programmes and not become reposi- 
tories for the hopelessly deteriorated. 

t 

THE PROBLEM OF ACCOMMODATION FOR THE DISCHARGED SCHIZO- 
PHRENIC PATIENT. Community care has been available from before the Second 
World War in the form of boarding-out. The best-known example is the colony of Gheel 
in Belgium, where many schizophrenics live distributed among the agricultural population, 
each as a member of a farmer’s household. They are visited and supervised by a central 
body. A similar system is used by the hospital at Risskov near Aarhus in Denmark although 
it has declined in importance in recent years. These involve only a limited form of social 
integration for the patient which leaves him in a largely dependent role. In an industrialized 
society, the extent to which this approach can be applied is decreasing. 

It is often easier to settle the discharged patient in work than in living accommodation. 
One of the benefits of early discharge is that the ties with the patient’s family have not been 
severed; but whether he should be returned to the exact setting from which he entered 
hospital is a matter that requires careful appraisal in each case. There is some evidence to 
show that there is less chance of a stable adjustment when the patient returns to a household 
where there is a strong emotional involvement with some key person such as the mother or 
wife (Brown et al, 1958, 1962). These studies showed that patients tended to do better witli 
remoter kin, in the households of carefully selected landladies, or in hostels, and that, 
wherever they were placed, they had a better outcome if they went out to work or were m 
other ways able to spend part of the day away from home. These are valuable clues to what 
may prove most beneficial to both patient and family but ‘it would be most unwise, at tnis 
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Stage, to elevate such partial insights to the status of principles for preventive action’ 
(Wing, 1964!*). 

The effect on the family receiving the patient again into its midst also requires careful 
consideration. If, as has been shown, something approaching half the receiving families 
function under considerable strain, it is obvious that some provision should be made to 
support them. Active family counsellors <»uld do much by advising on management, and 
supervising drug administration. They could pass on information about the trend of events 
to other members of the team and decide what and when action ^vas necessary. It would 
seem that a nurse who has known the patient in hospital might be the best person to hJI 
this role, but it is obvious that any family counsellor is handicapped unless she can call 
upon the various agencies of a good community service. 
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4. 'riicre is inucli to be said for the theory that toxic substances produced by micro- 
oigatnsms may adversely alTcct the function of the cerebral cells and produce mental 
symptoms. 'Die close similarity of the forms of mental disturbance found in symptomatic 
piiychor.es with those seen in various types of chemical intoxication supports this view. 
Unfortunately \vc know so little of the chemical nature and pharmacological properties of 
these hy|n)thetical toxins, that little help can be derived from it. Furthermore, all observers 
agree that symptomatic psychoses are almost unknown complications of diphtheria and 
tetamis, infections which give rise to the most powerfully acting exotoxins known, attacking 
the peripheral nerves and leading to motor and sensory symptoms. One would, therefore, 
h.'ivc to assume a considerable specificity of action of the bacterial toxins, although they 
would produce a relatively non-specific mental reaction. 

5. 'Fhc accumulation of toxic intermediate products of metabolism is the cause of mental 
symptoms in uraemia and diabetes. It was long held that in the same way alcoholic delirium 
was caused by hepatic dysfunction ; and the similarity of alcoholic delirium to the sympto- 
matic psychoses generally suggested that the same principle was of even wider application. 

I lowcvcr, it is now generally accepted that Wernicke’s encephalopathy is related to thiamin 
and other vitamin deficiencies whereas delirium tremens, in common with other delirious 
states, is a withdrawal syndrome of a special kind (see below). No general explanation of 
delirious states in terms of some disturbance of liver or kidney function is likely to be on the 
right lines (Wilder, 1957). 

6. A discussion of the aetiology of symptomatic psychoses would not be complete 
without mention of the constitutional factor, although this is not likely to play either an 
essential or a very specific role. It is on a priori grounds probable that some people are more 
liable to mental disturbance than others, when placed under any kind of environmental 
stress ; and this probability is to some extent borne out by experience. There are numerous 
clinical records of persons who became delirious every time they suffered from an infective 
illness, even though the infections were of different natures. A familial incidence of sympto- 
matic psychoses is, however, rare. Formanek (1939) has reported the occurrence of endo- 
genous psychoses in over 8 per cent, of the sibs of 117 subjects of symptomatic psychosis, 
a finding which suggests that a proportion of the propositi had been mis- diagnosed; but 
it is generally agreed that an attack of schizophrenia or manic-depressive ps)mhosis may be 
lit up by a physical illness, and then may take on, at least at the beginning, a delirious 
quality (p. 259). Beck (1930) followed up 135 patients suffering from symptomatic 
psychoses. He found that if there was a familial tendency to endogenous psychosis, tne 
clinical picture shown by the patient tended to have similar colouring; but that there were 
no features suggestive of an endogenous psychosis where the family history was 


negative. 

A constitutional factor related to the age of the patient must be mentioned. Deluious 
states complicating an infectious illness are more common in children than m adu 1 
emotional disturbances following infectious illness are said to be particularly frequent m 
adolescents and yoxmg people, and the Korsakov syndrome occurs most frequently as a 


sequela of a symptomatic psychosis in the middle-aged and the elderly. 

Summarizing our discussion of aetiology, we may say that a symptomatic psychosis ma} 
probably be produced by more than one type of pathogenic mechanism. However, in the ig 
of recent observations, it seems likely that all symptomatic psychoses in which a distur a^^^^ 
in the regulation of consciousness appears to be involved probably have a patho-p 
logical factor in common. Recent observations have demonstrated that the functions 
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awareness and vigilance are regulated by the reticular activating system of the mid-br^n 
and diencephalon which has diffuse connections 'with the cortex of both cerebral herni- 
spheres. That some interference with this system underlies delirious reactions is suggested 
by the nature of the associated electroencephalographic abnormalities which commonly 
take the form of bilaterally synchronous bursts of rhythmic slow activity. Moreover the 
gradual slowing of the E.E.G. in the course of ageing and the immature E.E.G. of childten 
in which slow activity tends to predominate until the age of ten, may explain the spef-ial 
\'ulnerability of the two extremes of life to attacks of delirium. This explanation for the 
patho-physiology of states of clouding of consciousness is further supported by the f?ct 
that where these are caused by structural lesions, as in the case of intracranial tumoUr, 
raised intracranial pressure or apoplexy, the common factor appears to be a basal lesion 
or indirect pressure causing stretching and partial occlusion of the perforating arteries that 
supply the reticular formation from the circle of Willis. \\Tien ment^ function is disturbed, 
a very generalized syndrome results — most commonly some impairment of consciousness 
or cognitive function. To this, particular features may be added in the form of a depressive, 
manic or paranoid colouring, which in the past were commonly attributed to the con- 
stitution of the patient. Such explanations have proved too facile in a number of instances 
and there is now less readiness to accept them without statistical evidence. 

Changes in the electrical activity of the brain are commonly associated with sympto- 
matic psychoses particularly when they are associated with a disturbance of consciousness 
(Engel and Romano, 1944, 1959)- In the mildest forms of clouded consciousness there m^y 
be slowing of the basic frequencies which would be difficult to detect unless the patient’s 
previous E.E.G. pattern is knoum. ^Vhere the disturbance reaches the stage of mental 
confusion, the predominant frequency is generally \rithin the theta range, although there 
may be a good response to visual attention and intellectual effort. In frankly delirious cases, 
slow activity is in the delta range and this becomes irregular and unresponsive. As conta 
develops the E.E.G. becomes dominated by generalized 1-3 cjxles per second activity 
which is often bilaterally synchronous. However, the correlation behveen the disturbance 
in consciousness and the change in the E.E.G. is not as close as was previously thought. 
Thus both in barbiturate intoxication and in delirium tremens the record may be dominated 
by fast activity. Moreover, little abnormality may be detected in some cases of unequivocal 
clouding of consciousness. The E.E.G. and the psychological tests \ve employ to evaluate 
levels of awareness are independent measures, both relatively crude, for one type of dis- 
turbance of cerebral function. It is only to be expected that they should be incompletely 
correlated with one another. If correspondence were perfect one or other test would be 
superfluous. 

Increasing attention has been paid in recent years to the occurrence of delirious states 
following the sudden withdrawal of drugs such as barbiturates, alcohol, and narcotic 
drugs in states of addiction. Delirium tremens is now widely regarded as being a with* 
drawal phenomenon. Sudden \rithdrawal of drugs of addiction may precipitate epileptic 
attacks and, at times, status epilepticus. The E.E.G. changes are of considerable interest 
in that bursts of spikes or spike and wave complexes may be seen even in cases without 
convulsions. In place of a typical delirious state, the effect of withdra^val may be to precipi- 
tate an acute paranoid psychosis with little or no disturbance of consciousness. The facts 
suggest a rebound phenomenon within the mechanisms concerned with the regulation of 
consciousness. Further enquiries into withdrawal-delirious states may, therefore, do some- 
thing to clarify the physiopathology of this group of disorders. 
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CLINICAL PICTURE 
General Clinical Features 



Whc*a mental functions arc interfered with by such organic causes as physical illnesses 
and intoxications, the nature of the symptoms depends not only on the nature of the basic 
disturbance, but also on the amount of interference with normal function and the rapidity 
with which it has come on. 'riic specific symptoms associated with particular causes will 
be discussed under appropriate headings in this and the four following chapters; what it is 
important to note at this point is that these specific symptoms arc always shown against a 
background of other non-specific symptoms, which show much constancy from case to 
case and arc also largely invariant with respect to the personality. These general symptoms 
arc of great diagnostic significance and in their totality define two recognizable syndromes, 
the acute and the chronic psycho-organic syndromes. In the chronic psycho-organic 
syndrome, whicli emerges wlicn organic causes produce a disturbance of slow and insidious 
onset, we find the dementias and the organic personality changes. In the acute psycho- 
organic syndrome, with organic causes producing their effects rapidly, we find the twilight 
states and confusional states. The distinction between these two syndromes is based on 
c[uantitativc differences, and is accordingly far from sharp. We find the symptoms of an 
early chronic psycho-organic syndrome among the prodromata of an acute psycho-organic 
syndrome; and the acute syndrome may leave behind it as sequelae changes characteristic 
of the chronic state. We also have to note the precipitation by organic causes of syndromes 
which clinically closely resemble the so-called functional psychoses, manic-depressive and 
schizophrenic. The chronic psycho-organic syndrome is described in detail in Chapter IX. 

THE ACUTE PSYCHO-ORGANIC SYNDROME, (i) Clouding of Consciousness. 
This is the cardinal symptom which is likely to appear when brain function is disturbed by 
a change which has come on rapidly and recently; and it is important that it should be recog- 
nized when present, even in its slightest degrees. Clouding of consciousness can be defined 
as a state of reduced wakefulness or a disturbance of awareness, and it can vary from the 
mildest diminution of functional capacities to the blanking out of consciousness in coma. 
The phenomena observed have a certain parallelism with the normal changes one may see 
in the subject wdio passes from complete wakefulness into the hypnagogic state, the state of 
light sleep and dreaming, and finally into deep sleep. It has to be understood that clouding 
involves all mental functions, including conative and affective ones ; but that, as the cognitive 
functions depend on highly exact adjustments and adaptations, it is in this field that slight 
impairment of w^akefulness is most readily observed. 

Slight degrees of clouding of consciousness produce their effects at all stages from the 
receptive to the effector side of mental activity. The patient has difficulty in giving and in 
maintaining attention. He tends to be easily distracted; he is less master of himself than m 
the normal state, and he cannot dismiss from his mind the irrelevant sensory experience or 
the irrelevant idea. Perception is affected so that sense data are misjudged; illusions, 
especially visual illusions (the seeing of faces and figures in the pattern of \vallpaper, for 
instance) are very much more likely to arise than in the normal state. There are correspond- 
ing difficulties in comprehension, shown at first only at the highest and most abstract 
levels. Perceptions received in such a state do not result in memory impressions of norma 
sharpness, so that subsequently the experiences undergone during a state of clouding ma} 
be impossible to recall— -or may be recalled in a chaotic state, out of order or proportion, or 
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tangled up wth illusions. There is an equal difficulty in mobilizing the raeraorj’ store; 
slight tvord-finding difficulties may be a distinctive feature. In general, however, focal 
psychological disturbances do not stand out from a level of mental functioning which is 
generally depressed. Called on to respond to a compIe.\: situation, the patient is likely to be 
slow, and to show some degree of perseveration in thought and speech. Judgements, also, 
will be less balanced and less adequate. 

Conrad {i960) has made an interesting attempt to imderstand the psychological changes 
of clouded states with the aid of the principles of Gestalt psychology. Thus the difficulties 
in attention, comprehension, etc., can be described as difficulties in raising the figure from 
the background, in maintaining it against disturbing forces arising from the background, 
and in manipulating it. Gestalts are not sharply circumscribed and finely differentiated; 
figure-background differentiation is blurred, and is much less open to voluntary' and goal- 
directed action. The patient loses his freedom to select the mode of figure-formation, and 
becomes the passive victim of forces which impose on him unwanted gestalts, e.g. illusions, 
which constantly change and shift. Conceptual thinking breaks down, and becomes cluttered 
with incoherent and fragmentary matter, often visualized and taking on a hallucinatory or 
pseudo-hallucinatory or delusional quality. Even the self and the environment are in- 
completely differentiated. Conrad likens the state of the patient to that of the man absorbed 
in the reading of a book, in a theatrical or film performance, or in listening to music; only 
by an effort can he come to himself, an effort which is beyond the powers of the patient in a 
state of clouding. 

Accompaniments on the affective and conalive sides are likely to be seen in mood 
changes and changes in behaviour. Many of these phenomena may appear as prodromata 
to the state in which consciousness is demonstrably impaired. One of the commonest con- 
ditions is a state of excitability and irritability. All thresholds are lowered, and the patient 
is intolerant of noise, likely to react with startle to a minor stimulus, restless, querulous, 
liable to complain largely of small matters. 

The mildest degrees of clouding of consciousness may be difficult, even impossible, to 
recognize from a single examination. All the patient may show to the observ'er may be some 
slo^vness in responding and a tendency to lose the thread if called on to carry out an intel- 
lectual task. The difficulty in forming memory imprints, however, may be such that re- 
interviewed on the next day, the patient is found to have forgotten the themes of discussion 
of the day before, or even to have forgotten that that mterview had ever occurred. In all 
states of clouding there is much fluctuation, from day to day and over the course of the day. 
If the state is a mild one, there will be long periods in which he is completely clear, 
and a repeated morning visit may find him again and again at his best. One should be alert 
then to reports of changes in behaviour towards the end of the day; one is more likely to 
detect clouding at such a time, or in circumstances of fatigue. One may see signs of motor 
unrest, the occurrence of illusions and misinterpretations of sense data, even hallucinations. 
Visual hallucinations are much more common than auditory ones, although auditory 
hallucination is the characteristic feature of the chronic hallucmoses which may also occur 
with symptomatic psychoses. 

Other manifestations of organic interference with higher level mental functions are less 
specific. The patient may have no complaints, but is unlikely to feel well, and the vagueness 
of his malaise may suggest a neurotic rather than organic illness. Restlessness, anxiety, 
mild depression or dulling of spirits, emotional lability, edginess and irritability are all 
common. There is usually some disturbance of sleep, with difficulty in getting off, and a 
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Icncleiicy to clisUirbcd and vivid dreaming. Reversal of the normal sleep rhythm is a feature 
of encephalitis. 

An increase in suspiciousness and the occurrence of delusional ideas is a feature of 
importance, 'i'hcae experiences may occur with suddenness and conviction, in a form 
indistinguishable from the primary delusional experience, in states of clouding so mild as 
to be unrecognizable as such. If delusional ideas well up in unimpaired state of conscious- 
ness, they will be vague, fluctuating, chaotic, soon forgotten; if consciousness is clear they 
will be better defined and will be organized into the patient’s experience of the total situa- 
tion, with consequent rationalization and systematization. In such an event a very schizo- 
phrenic-like picture may be presented; and, after such an episode, the delusional idea may 
be retained without insight for a long time. 

(2) Drlirium. In delirium consciousness is reduced to such a degree that the patient is 
disorientated for time and place. His attention is fleeting and the field of attention is 
narrowed. He is unable to grasp tlie situation for any length of time and to relate it to his 
recollections of the past. His thinking is disconnected and frequently concerned only with 
imaginary experiences. Besides these, there are sensory and motor symptoms. His per- 
ceptions of the reality around are confused by illusional falsifications and by hallucinations 
of dreamlike scenes, which are mainly visual but in which all other senses may be involved. 
He moves about in a superficially purposeful way, but shows in addition a general restless- 
ness, trying to leave his bed to run away from his imaginary enemies, or to fight them. 

In severer states, the hyperkinesis consists of fragments of purposeful actions only, 
and when clouding of consciousness passes this mark, movements are reduced to tossing, 
rubbing or trembling {‘muttering delirium’). There is a corresponding disturbance of 
speech with iteration and perseveration, slurring and dysarthria. The mood of the delirious 
patient varies with his imagination, but fear and bewilderment usually prevail. The sleep 
rhj’tlim is disturbed: during the day he seems dazed or drowsy, while towards evening 
sensory and motor signs come to the fore and are most marked at night. 

Quiet sleep is often the first sign of the delirium subsiding, and a terminal sleep of over 
twenty-four hours is the usual end of the psychosis. As a rule subsequent recollection of the 
time of the delirium is fogged or completely obliterated, but isolated incidents may often 
be found to stand out in fairly clear relief. In unfavourable cases the motor excitation sub- 
sides as weakness increases, leaving finally nothing but an ataxic fluttering of the hands and 
muttering of the lips. The patient becomes entirely inaccessible and does not react even to 
painful stimuli, and finally sinks into a state of coma. 

Among the complications and variations of the typical delirium are epileptic seizures, 
which may occur singly or in series. Bonhoeffer has also described ttoilight states very simi- 
lar to those which occur in idiopathic epilepsy. In these the patient passes abruptly into a 
state in which severe clouding of consciousness is combined with extreme slowness of 
reaction, monotonous movements and occasionally outbursts of rage and fear. In the in- 
fective hallucinosis, also described by Bonhoeffer, hallucinations are prominent, while motor 
signs and disturbance of awareness are less conspicuous. 

The pattern of a delirious state varies a good deal from case to case. Many authors have 
stressed the fact that each patient has an individual pattern, which appears Avhatever Ae 
physical cause of the underlying illness. Little is known of how individual predisposition 
on the one hand, and the quality and rapidity of action of the noxious agent on the other 
hand, influence the form of the delirium. Wolff and Curran (1935), studying 103 cases 0 
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delirium, found that the clinical picture was to a striking extent dependent on the previous 
personality of the patient. This referred not so much to the form of the psychosis as the 
content of delirious fantasies. These individual differences became blurred as the degree of 
mental disorder increased in severity. 

Finally, ^residual delusions' have been observed in rare instances, which have persisted 
after the delirium has subsided. These may take the form of an obstinately maintained be- 
lief in the reality of an impressive hallucination. Soldiers wounded in battle, daring the 
period of their illness, have formed the idea that they had received a high decoration, and 
retained the delusion after all other symptoms had disappeared. In other battle casualties 
residual delusions have been repeatedly described which played the part of furthering an 
escape motive; but this type of explanation is by no means generally applicable. The 
mechanism of the residual delusion seems not unlike that of the experience Jmowm to many 
normal people, in which an exceptionally vivid dream maintains its quality* of reality long 
into waking hours. It also resembles the persistence of belief in a schizophrenic delusion, 
after the active psychosis has remitted, even to the point where it js simply forgotten. Apart 
from specific delusions, a somewhat paranoid attitude is fairly common after recover^' from a 
symptomatic psychosis; the hospital environment must in some cases be held partly respon- 
sible for producing this state of mind. Such an attitude, with vague feelings of reference 
may be prominent and administratively disturbing, even when the preceding clouding of 
consciousness ^vas so slight as to have escaped notice (see Chapter III, p. 348). 

( 3 ) Subacute DELtprous States (Confusional States). This is a diagnostic categorj- which 
:s not universally accepted. However, it seems desirable to distinguish the peculiar psychotic 
pictures one may observe in which states of clouding persist, without deepening into 
delirium, but with some degree of confusion and disorientation being present for long 
periods at a time. In typical cases awareness fluctuates between a lesser and greater degree 
of wakefulness. The leading symptom is incoherence of thinking, and this fragmentation 
extends to all mental processes, including perception and action. In more lucid moments the 
patient seems to realize the disturbance. He asks questions expressing his helplessness and 
perplexity— ‘W'here am I?’, 'W'hat is going on here?', 'WTiat does it all mean?’. After a feu- 
minutes, however, he slips back into the old confusion, in which actions are disjointed 
purposeless, sometimes repetitive, and spoken sentences are fragmentary. Hallucinations* 
if present, are single, not in scenes. ’ 

Incoherence is the leading symptom in many acute psychoses. It is frequent in attacks of 
schizophrenia. In severe manic conditions incoherence and excitement may overshado\7 all 
characteristic signs of mania. Moreover, schizophrenic and manic psychoses may both be 
set alight by a febrile illness, and the clinical picture may then be coloured by symptomatic 
features such as clouding of consciousness. The resemblance between a subacute delirium 
and an acute catatonic schizophrenia may be so close that the possibility of mis-diatmos' 
may arise. The former is best distinguished by the fluctuations of consciousness and the 
relative accessibility of the patient in his more lucid periods. 


THE DYSMNESIC SYNDROME. Disturbances of memory, including Korsakov-like 
states, after a symptomatic delirium are not rare. Not only does the patient have the usual 
blank recollection for the duration 0/ the psychosis, but also a difficulty in retaining reemt 
events and a vague or faulty orientation. Distant events are, however, well remembered 
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'rilcrc is :i tendency to confabulate, even though this is not always marked. Abnormalities in 
the percejjtion of time have been described, as in Korsakov syndromes of different aetiology. 
At this stage of the illness consciousness is clear, although delirious symptoms may recur at 
night, 'i’lie condition may last a few days only and disappear quite suddenly, or recovery 
tTiay be slow and imperceptible over weeks or months, depending on the progress of the 
physical illness. Signs of peripheral neuritis may or may not be found. Although it bears close 
clinical similarity to alcoholic Korsakov states, the prognosis is better, as eventual recovery 
is almost invariable. 

Although it is sometimes seen in young patients, post-infective dysnmesia is mainly 
found in the middle-aged and elderly. Sub-cIinical senile or arteriosclerotic changes have 
been held responsible, not always with good cause; and explanation by a hypothetically 
reduced resistance of the ageing brain is little more helpful though less likely to be wide of 
the mark. 

POS'r-INFECTIVJ' NEURASTHENIA (DEPRESSION). This condition is treated 
neither by psychiatric nor by general medical text-books with the attention it deserves. It 
occurs after any severe physical illness, or during its later stages, and is a frequent sequela 
of such infections as influenza, typhoid, dysentery, Weil’s disease and infective hepatitis. 
It may follow a period of delirium, but more often occurs independently. The symptoms 
resemble those of the first stage of delirium; malaise, headache, feelings of weakness and 
fatigue, hypersensitivity to light and noise, with a tendency to startle, frightening hypna- 
gogic hallucinations, lack of concentration and listlessness. The patient is rather emotional, 
easily moved to tears, sometimes despondent, hopeless and depressed. He may also be dis- 
gruntled and suspicious, complaining of being badly nursed and neglected by his friends. 
In some cases depression and retardation are prominent, in others anxiety and hypersensi- 
tivity. Hypochondriasis is often marked; and some patients exaggerate their complaints in a 
hysterical fashion alien to their ordinary behaviour. On occasion symptoms of neurasthenia 
are mixed with those of a dysmnesic state ; both conditions have been attributed to ‘exhaus- 
tion’ caused by the preceding physical illness. 

The duration of post-infective neurasthenia is often unrelated to the course of the under- 
lying disease, and depression and hypochondriasis may outlast all signs of bodily illness for 
months. Recovery may be gradual, or the sudden change-over to a feeling of well-being, 
which is so characteristic of recovery from severe bodily illness, may take place unheralded 
at any time. It will be plain that the clinical features of post-infective neurasthenia have 
much in common with the neurotic depressive and anxiety states which figure so promi- 
nently in contemporary psychiatric practice. The more depressive of these conditions 
responds well to antidepressive drugs, while the occasional case, in which the features are 
of a more endogenous kind, generally does well with electroconvulsive treatment. In the 
light of these facts, it is uncertain how far the physical illness can be regarded as sufficient 
cause of the psychiatric complications. Comparative enquiries into the clinical picture and 
pre-morbid personality of these patients, and follow-up studies of their pattern of outcome, 
should clarify the situation. 

HYPOMANIC AND MANIC STATES. Excessive cheerfulness, over-activity and excita- 
tion accompanying or following physical illness are seldom mentioned as a form of syinp- 
tomatic psychosis ; but from our experience and from the cases reported in the extensive 
literature on the subiect, we have little doubt that such conditions occur not infrequently 
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and have the same causal connexion with the physical illness as the opposite affective con- 
dition. The reason that euphoria is not explicitly described, e.g. as a post-infective symptom, 
like ‘neurasthenia’, is because it rarely reaches a degree regarded as abnormal enough for a 
psychiatrist to be consulted or seriously disturbs the personal relations of the patient. He 
himself finds it only natural that he should be over-active and very refreshed after over- 
coming a severe physical illness. But observant physicians and friends and, in some cases, 
astute self-critics among the patients realize the abnormally strong and persisting euphoria. 

Manic admixtures may also colour delirious and dysmnesic states and it has long been 
kno\vn that in certain fevers mania \vith extreme restlessness, distractibility, flight of ideas 
and delusions of grandeur can occur. 

SCHIZOPHRENIA-STATES. Pictures closely resembling schizophrenia may occur in 
the course of mental illness resulting from physical causes. Perhaps the best established of 
these is the paranoid psychosis accompanying amphetamine addiction. A similar psychosis 
is produced by chronic alcoholic addiction and may show as an acute hallucinosis or less 
commonly as chronic hallucinosis or a state resembling paranoia. The schizophrenia-Uke 
psychoses accompanying chronic epilep^, mainly with temporal lobe focal lesions, also 
resemble chronic paranoid schizophrenic states. The problem presented by these psychoses 
IS discussed in the section on symptomatic schizophrenia on page 299. 


Metabolic Disorders 

VITAMIN DEFICIENCIES. The recent advances in our knowledge of the effects of 
metabolic and nutritional deficiency diseases, have added a great deal to our understanding 
of the aetiology and treatment of the psychiatric and neurological effects of vitamin defi- 
ciency. They have also shed a certain amount of light on the causation of symptomatic 
psychoses in general. It has been shown, for example, that the experimental withdrawal of 
vitamins from the diet of human volunteers exerts, within a relatively short time, certain 
specific effects on mental functioning (O’Shea el ah, 1942 ; Kreisler et ah, 1948). In certain 
of the deficiency diseases pathological findings in the central neivous system may be mini- 
mal or absent. et ‘a biochemical lesion’ has been indubitably conferred in these cases. This 
provides a good illustration of the fact that modern biochemistry has in this field of psychia- 
tric research taken up the task that morbid anatomy has had to abandon (Mayer-Gross 
et al , J959). 


PELtAOBA. In the earliest descriptions of the disease from Spain and Italy mental 
symptoms were mentmned along with disturbances affecting the skin, digestive tract and 
sensorimotor systOT. The pellagrine in Italy was a poor peasant who went mad- The. disease 


.aiuc, coiiipucaoui, o, oaciiiaiy oyseutery and other infections is very common. It has 
been suggested that the associated tmdency to pellagra w as one of the factors that set limits 
to the achievements of the great maize civilizations of South America. Pellagra is generally 
considemd to involv;e a deficiency of several factors of the vitamin E complex However 
smee tt ts rapidly relieved by the administration of nicotinic acid alone, pellagra is probably 
caused mainly by a deficiency in this vitamm. The association of maize with pellagra is in 
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iuunc rcsjiects tinexpcclcd in tliat whole maize contains more nicotinic acid tha 
rice and jndlagra is rare in the extreme among rice caters. It would seem that th 
acid in maize and other cereals is present in bound form from which it is release^ 
ment wiiii alkali. 

In advanced states of pellagra, ‘central chromatolysis’ in the Betz cells of 
cortex, and in certain large and medium-sized neurones of the brain-stem and sf 
is the most consistent histological finding. In many cases degeneration of the pos 
lateral tracts of the spinal cord is also found. 

The bodily symptoms take many forms, dermatological, gastro-intestinal and : 
Cal, and ma)' involve the special senses. The psychological symptoms, which j 
described by many observers, arc just as various. Characteristic seems to be an ii 
quality of the mental symptoms, which, like the skin lesions, tend to become wo 
spring. 

Neither European nor American writers give any reliable estimate of the fre 
mental abnormalities among pellagrines. In all countries inadequate food intake is 
to mental deficiency or chronic psychosis, in subjects who may or may not b( 
inmates. Those sporadic cases seen in Britain and other lands where the dise; 
endemic are usually dranm from such people. 

A manic-depressive waitress employed in a huge, popular restaurant in t 
tinned working in spite of her marked depressive state. Over many months sh 
appetite and lived on plain tea and small bits of toasted bread. Her depressio; 
worse and hysterical features appeared when, in early summer, a characteristic i 
out on her neck and hands, and she showed signs of neuritis and spasticity of 

In cases of this kind, and in the clwonic alcoholics who in U.S.A. form a gre; 
the pellagrines, it is obviously difficult to sort out the clinical features of the deficie 
the primary abnormality. Many divergent statements on symptomatology may be f 
by these combinations. From the more critical descriptions which have been pre 
appears that mental symptoms may antedate physical signs by weeks and months. 
frequent early picture is one of neiirasilmiia, fatigue and lassitude, often with depre 
suicidal tendencies. According to the personality of the patient, hysterical or anxie 
toms may be prominent, or irritability and emotional tension. Rogina (1954) has c 
catatonic stupor, manic-delirious and depressive states among the psychiatric comp 
of nicotinamide deficiency. In its milder form the condition can easily be mistal 
psychoneurosis, except for the very marked feeling of malaise and physical frailty 

Later on delirium and subacute delirious states seem to be by far the most ' 
syndrome. They may also appear as an acute psychosis without prodromata. Acce 
Italian workers, a marked affective colouring, especially of tire depressive kind, is : 
in pellagrous psychoses. Mental symptoms of this severer kind seemed to be closel 
with physical signs and the attack may have a good prognosis; but relapses are f 
Acute cases may take a fatal course if untreated. Dysmnesic states with general detei 
seemed to have been common among pellagrines in the past, but are apparently n 
since dietar}'^ therapy has been generally instituted. 

In the treatment of the psychiatric sjmrptoms of pellagra, nicotmic acid plaj^s an in 
part. Thepatient is provided with a nutritious diet of high calorific value, with plenty 
stuffs rich in vitamins of the B complex, such as milk, yeast, liver, egg, ‘Marmi 
extract, etc. But in addition nicotinic acid or nicotinamide should be given in dai 
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of 250-500 mg. during the first ten days, the dose being decreased later. Other compounds 
such as riboflavin and thiamin have to be pven with caution because of the danger of 
disturbing the vitamin balance which in all cases of pellagra seems to be easily upset. Re- 
placement therapy by large amounts of vitamins given orally and parenterally is justified 
on practical and empirical grounds; but theoretical support is more shaky than might be 
thought. Ellinger and his collaborators (1945) have shown that as much as 80 per cent, of 
the human requirement of nicotinic acid is manufactured by bacterial action and bio- 
synthesis in the gut. 

THE ENCEPHALOPATHY OF NicoTiNic-ACiD DEFICIENCY. This name was given by JollifFe 
(1940) to a symptomatic psychosis characterized by clouding of consciousness, cog-wheel 
rigidity of the extremities and grasping and sucking reflexes. About half of his 150 patients 
had clinical evidence of pellagra and all were alcoholic. Some had serious organic disease 
such as septicaemia, phthisis, abscesses, etc.; many had polyneuritis and stomatitis. After 
testing these severely ill patients with different dietary r^imes, it was found that large doses 
of nicotinic acid was the only medication that improved their condition and strikingly re- 
duced the mortality. Prior to this report, Sydenstricker (1939) had reported a favourable 
response to nicotinic acid in a group of elderly patients with advanced arteriosclerosis whose 
prominent symptoms were unconsciousness and delirium; fifteen out of nineteen patients 
recovered. Most of the patients had been living alone on an inadequate diet, and were found 
unconscious and admitted to hospital in this condition; but none had signs of pellagra, nor 
a history of pellagrous complaints. 

These obsen’ations have been confirmed, but the hope that symptomatic psychoses in 
patients not suffering from prolonged undernourishment could be relie\-ed in the same way 
has not been fulfilled. 

Wernicke’s encephalopathy. Beriberi is now regarded as a thiamine deficiency. Al- 
though the peripheral nerves are frequently involved psychological symptoms are unusual. 
Fresh light was shed on the effect of this deficiency on the central nervous system by the 
study of what Wernicke in 1881 described as 'polioencephalitis haemorrhagica superior* 
In three cases, two chronic alcoholics with delirium tremens and one young woman suffering 
from persistent vomiting, he observed ocular muscle palsies, spasticity and ataxia of the 
lower limbs and severe disturbances of consciousness. Post mortem he found congestion 
and haemorrhages in the grey matter of the brain-stem and hypothalamic region in^Ivine 
the mammillary bodies. ® 

While the pathology was for a long time regarded as the outcome of a severe chemical 
intoxication, mainly by alcohol, identical findings were discovered as a terminal state in 
chronic illnesses such as intestinal carcinoma with vomiting and cachexia pernicio 
anaemia, hyperemesis gravidarum. Alexander (1940) was able to produce a thiamine-defi^^ 
ient pigeons the lesions of Wernicke’s syndrome identical in topographical distributi 
and histological appearance. Similar experiments have since been successful in foxes d 
and cats. In human cases the illness is now not infrequently diagnosed in vivo' in*so^^^ 
patients the level of pyruvate in the blood has been raised (Wortis et al 1042) indie 
the disturbed carbohydrate metabolism which is due to lack of thiamine! Finally th r f 
between beriberi and Wernicke’s syndrome seems to have been established in a se ^ r 
fifty-two patients, obser\'ed by de Wardener and Lennox (1947) in a prisoner-of w^^ 
in Singapore. Of the patients who suffered from Wernicke’s encephalopathy not 
per cent, had also classical beriberi. ^‘‘“‘ynot less than 79 
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'riiis evidence vsuggests that beriberi is produced by a slow and not very severe depletion 
of vitamin rcscrs’cs, while Wernicke’s syndrome is the expression of an aaiic deprivation 
stiperimposcd on a pre-existing deficiency. The acute exacerbation is only likely to occur 
if some additional illness causes vomiting, diarrhoea and cachexia. This role may be 
played by dysenter)', gastric carcinoma, toxaemia of pregnancy, chronic alcoholism and 
jH'rnicious anaemia. Apart from lack of thiamine, other nutritional deficiencies are frequently 
involved a.s well. 

About the symptoms of early thiamine deficiency, we are relatively well informed through 
controlled experiments in human volunteers carried out by several groups of American 
workers (JollifTc ct al., 1939; Williams ct ah, 1943; O’Shea et ah, 1942). Although some 
of the subjects were kept on a low thiamine diet for as long as 150 days and longer, it was 
found difficult to reproduce the ncuritic symptoms of beriberi. Mental symptoms, on the 
other hand, were prominent, sometimes appearing after a few days. They were mainly of the 
nature of ‘organic neurasthenia’, depression, irritability, quarrelsomeness, general weakness, 
failing memory and confusion of thought, but included such bodily symptoms as anorexia, 
nausea, sleeplessness, constipation and dyspnoea on exertion. An increased sensitivity to 
noise and pain was also obsers'ed and a number of individuals were unable to coxry on with 
their work. Mental inefficiency preceded by weeks and months the objective gastric and 
cardiac signs and peripheral neuritis. 

It is obvious tliat symptoms so mild are apt to remain undiagnosed, especially if they 
occur in a chronic alcoholic or in the emaciated subject of carcinoma of the stomach or m 
a psychotic wdio starves himself. 

The ftdly developed picture of Wernicke’s s}mdrome wdth ophthalmoplegias and de- 
lirium or Korsakov symdrome is easily recognized, especially if peripheral neuritis and 
ataxia are also present. Mild intellectual deterioration is often missed, and the ocular 
symptoms may be transient. Ataxia and peripheral neuritis may be masked by a state of 
acute delirium and are difficult to establish in a patient severely ill with h}q)eremesis or 
intestinal carcinoma. Bender and Schilder (1933) subdivided their material, consisting of 
alcoholics onl)^ into four groups. In the first group delirium, a variable rigidity, grasping 
and sucking reflexes were the leading symptoms; in the second, cerebellar and oculomotor 
signs ; and in the third, catatonia were in the foreground ; a fourth group showed pobmeuritis 
combined with mental impairment. 

The illness may be acute or subacute or appear as a terminal state. According to the 
localization of the lesions, involvement of the cranial neiw^es may’^ vary or psychological signs 
may predominate. It is suggested that the dysninesic picture results from foci in the mammil- 
lary bodies (see p. 487). 

The following lists of symptoms and signs, gi^mg their frequency in the fifty-tv 0 
patients observ’ed by'^ de Wardener and Lennox (1947) are probably* the most complete 
picture available at present; 

Symptoms: loss of appetite, 88 per cent.; eye symptoms (wavering fields of vision 
on lookffig to the side, diplopia, photophobia) 63 per cent.; nausea and vomiting, 57 
cent.; insomnia, 38 per cent.; giddiness, 21 per cent. 

Eye signs: nystagmus, 100 per cent.; external rectus fatigue and paralysis, 26 per cent.^ 
complete disconjugate wmdering, 8 per cent.; other signs (loss of visual acuity^ papiUoe^ 
dema, pupil abnormalities, ptosis, complete ophthalmoplegia, retinal haemorrhages) eac 

in 2 to 4 per cent. 
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Mental changes: emotional changes 67 per cent, (apprehension, 32 per cent., apathy, 
32 per cent., excitement, 13 per cent.); memory loss for recent events, 61 per cent.; dis- 
orientation, 46 per cent. ; confabulation and hallucinations, 25 per cent. ; convulsions, 2 per 
cent. ; sudden onset of advanced mental signs as first evidence of cerebral beriberi, 19 per 
cent, A recent study by Cravioto et at. (1961) suggests, however, that the typical triad of a 
disturbance of consciousness, some abnormality of extraocular movement and ataxia may 
be present in only a small proportion of cases. The commonest finding in the author’s 
material was an organic mental syndrome dominated by a disturbance of consciousness 
which was present in 26 of 28 cases. In many subjects, no more than fragments of the 
typical Wernicke’s syndrome, such as abnormalities of extraocular movement, ataxia and 
tremor were present, but extreme lethargy was common. An interesting observation was the 
frequent occurrence of hypotension, 20 of the 28 subjects having shown this abnormality at 
some stage of the disorder. As far as the pathological findings are concerned the dysmnesic 
picture was first traced to lesions in the mammillary bodies by Camper (1927), a finding of 
some interest in view of the recent demonstration that lesions in other parts of the limbic 
system, as in the case of ablation of one temporal lobe, may produce a Korsakov-like 
syndrome (Penfield and Milner, 1958). In the study by Cravioto et ah, in addition to 
the typical vascular lesions of the mammillary bodies which were correlated with the 
organic mental syndrome, varying degrees of ‘astroq^tosis’ were found, the thalamus being 
frequently affected. 

The experimental evidence that Wernicke’s syndrome is due to deficiency of thiamine 
has been successfully applied in treatment. The outlook in these cases was quite hopeless 
until recently. Thiamine given parcnterally in daily doses of 50-100 mg. relieves the ocular 
palsies and has a striking effect on the milder psychological disturbances. Usually the whole 
B complex is given by injection; and from reliable reports, it seems that the mortality rate nt 
least can be considerably reduced. Some structural changes are, however, likely to prove 
irreversible; and the mental or neuriiic signs resulting from them will not benefit from tliis 
therapy. 


Vitamin Bj2 deficiency (Pernicious Anaemia and Related Conditions). While sub- 
acute combined degeneration of the spinal cord has been found, by different observers 
in between 40 and go per cent, of patients suffering from pernicious anacml.T mental 
symptoms ore rare. They were present in 4 per cent, of ,,4!,8 cases of pernicinns nn.icmia 
treated at the Mayo Clinic (Woltman, 1924). Hic number of cases seen by any aiiiclc 
observer is small; and it is difficult to gain a general picture of the symptoms and to dec ile 
how far they can be attributed to the physical disorder. Dcmyclin.ation, closely rescrnblini. 
that seen in the spinal cord and other histopathologieal changes have been found in iho 
white matter of the cerebral hemispheres of psychotic patients 

An account has been given by Smith (1960) of mental illness occurring will, II de 
ficicncy before the development of a recognizable macrocytic anacmi.l Arian fr! .1 
mental state, an abnormal E.E.G. might be the only positive dnLg Tte nsyEnV 
toms ^ried from case to case; headache, malaise and ncuras||,cnic^avmnt!,n!^!' I . T!.'',; 
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'I'his evidence suggests that beriberi is produced by a slow and not very severe depletion 
of vitatnin reserves, while Wernicke’s syndrome is the expression of an acute deprivation 
suiierimposcd on a pre-existing deficiency. The acute exacerbation is only likely to occur 
if some additional illness causes vomiting, diarrhoea and cachexia. This role may be 
playeil by dysentery, gastric carcinoma, toxaemia of pregnancy, chronic alcoholism and 
pernieiotis anaemia. Apart from lack of thiamine, other nutritional deficiencies are frequently 
inv{)lved as well. 


About the symptoms of early thiamine deficiency, we arc relatively well informed through 
controlled experiments in human volunteers carried out by several groups of American 
workers (Jolliffc ct ah, 1939; Williams et ah, 1943; O’Shea et ah, 1942). Although some 
of the subjects were kept on a low thiamine diet for as long as 150 days and longer, it was 
found diflicult to reproduce the ncuritic symptoms of beriberi. Mental symptoms, on the 
other hand, were prominent, sometimes appearing after a few days. They were mainly of the 
nature of ‘organic neurasthenia’, depression, irritability, quarrelsomeness, general wealmess, 
failing memory and confusion of thought, but included such bodily symptoms as anorexia, 
nausea, sleeplessness, constipation and dyspnoea on exertion. An increased sensitivity to 
noise and pain was also observed and a number of individuals w'ere unable to carry on with 
their work. Mental inefficiency preceded by weeks and months the objective gastric and 
cardiac signs and peripheral neuritis. 

It is obvious that symptoms so mild are apt to remain undiagnosed, especially if they 
occur in a chronic alcoholic or in the emaciated subject of carcinoma of the stomach or m 
a psychotic who starves himself. 

The fully developed picture of Wernicke’s syndrome with ophthalmoplegias and de- 
lirium or Korsakov syndrome is easily recognized, especially if peripheral neuritis and 
ataxia are also present. Mild intellectual deterioration is often missed, and the ocular 
symptoms may be transient. Ataxia and peripheral neuritis may be masked by a state of 
acute delirium and are difficult to establish in a patient severely ill with hyperemesis or 
intestinal carcinoma. Bender and Sehilder (1933) subdivided their material, consisting of 
alcoholics only, into four groups. In the first group delirium, a variable rigidity, grasping 
and sucking reflexes were the leading symptoms; in the second, cerebellar and oculomotor 
signs ; and in the third, catatonia were in the foreground ; a fourth group showed polyneuritis 
combined with mental impairment. 

The illness may be aeute or subacute or appear as a terminal state. According to the 
localization of the lesions, involvement of the cranial nerves may vary or psychological signs 
may predominate. It is suggested that the dysmnesic picture results from foci in the mammi - 
lary bodies (see p. 487). 

The following lists of symptoms and signs, giving their frequency in the fifty-two 
patients observed by de Wardener and Lennox (1947) are probably the most comple e 
picture available at present: 

Symptoms: loss of appetite, 88 per cent.; eye symptoms (wavering fields of vision 
on looking to the side, diplopia, photophobia) 63 per cent. ; nausea and vomiting, 57 
cent.; insomnia, 38 per cent.; giddiness, 21 per cent. 

Eye signs: nystagmus, 100 per cent.; external rectus fatigue and paralysis, 26 per 
complete disconjugate wandering, 8 per cent. ; other signs (loss of visual acuity, pap’ 
dema, pupil abnprma,lities, ptosis, complete ophthalmoplegia, retinal haemorrhages) ea 
in 2 to 4 per cent. 
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Mental changes: emotional changes 67 per cent, (apprehension, 32 per cent., apathy, 
32 per cent., excitement, 13 per cent.); memory loss for recent events, 61 per cent.; dis- 
orientation, 46 per cent. ; confabulation and hallucinations, 25 per cent. ; comoilsions, 2 per 
cent.; sudden onset of advanced mental signs as first evidence of cerebral beriberi, 19 per 
cent. A recent study by Cravioto et al. (1961) suggests, however, that the typical triad of a 
disturbance of consciousness, some abnormality of extraocular movement and ataxia may 
be present in only a small proportion of cases. The commonest finding in the author's 
material was an organic mental syndrome dominated by a disturbance of consciousness 
which was present in 26 of 28 cases. In many subjects, no more than fragments of the 
typical Wernicke’s syndrome, such as abnormalities of extraocular movement, ata.xia and 
tremor were present, but extreme lethargy was common. An interesting observation was the 
frequent occurrence of hyp'-*—’ — — i* . • • 

some stage of the disorder ' . , ' 

picture was first traced to . ■ 

some interest in view of the recent demonstration that lesions in other parts of the limbic 
system, as in the case of ablation of one temporal lobe, may produce a Korsakov-like 
syndrome (Penfield and Milner, 1958). In the study by Cravioto et al., in addition to 
the typical vascular lesions of the mammillary bodies which were correlated with the 
organic mental syndrome, varying degrees of ‘astrocytosis’ were found, the thalamus being 
frequently affected. 

The experimental evidence that Wernicke’s syndrome is due to deficiency of thiamine 
has been successfully applied in treatment. The outlook in these cases tvas quite hopeless 
until recently. Thiamine given parentecally in daily doses of 50-100 mg. relie\-es the ocular 
palsies and has a striking effect on the milder psydnologicai disturbances. 'Usually the tvhole 
B complex is given by injection ; and from reliable reports, it seems that the mortality rate at 
least can be considerably reduced. Some structural changes are, however, likely to prove 
irreversible; and the mental or neuritic signs resulting from them tvill not benefit from this 
therapy. 


Vitamin Bja deficiency (Pernicious Anaemia and Related Conditions). While sub- 
acute combined degeneration of the spinal cord has been found, by different observers 
in between 40 and 90 per cent, of patients suffering from pernicious anaemia, mental 
symptoms are rare. They were present in 4 per cent, of 1,498 cases of pernicious anaemia 
treated at the Mayo Clinic (Woltman, 1924). The number of cases seen by any single 
observer is small ; and it is difficult to gain a general picture of the symptoms, and to decide 
how far they can be attributed to the physical disorder. Demyelination, closely resembling 
that seen in the spinal cord, and other histopathological changes have been found in the 
white matter of the cerebral hemispheres of psychotic patients. 

An account has been given by Smith (i960) of mental illness occurring with B, de- 
ficiency before the development of a recognizable macrocytic anaemia. Apart from the 
mental state an abnormal E.E.G. might be the only positive finding. The psy ehiattic svirm- 
toms vaned from case to case; headache, malaise and neurasthenic symptoms being 

nent.Th=d,agnos.s,vassomet,mesm.ssedfnrso long thatcerebral damage by demydfnaTon 

occurred ; and was found that much larger dnses of B., svere requited for the triren of 
such cases than was usually necessary in pernicious an... . .; . As the F F P ;! ?* 

sometwo-thirdsofuntreatedcasesofpernidousanaemhaVnU t 1 

a valuable form of investigation in 
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Psychological changes, such as neurasthenia, depression and irritability are sometimes 
precursors of the anaemia; somnolence and apathy may accompany it. In some cases manic 
states have been observed. But more common is paranoid psychosis with tactile hallucina- 
tions, which can be traced to the paracsthcsiac produced by the funicular myelopathy. 
Depression, which may be severe, and transient states of clouding may also occur. It 
may be difiicult to dilfcrcntiate these psychiatric syndromes from eitlier an affective or a 
schizophrenic disorder. Later on in the disease exogenous features, such as disorientation, 
drowsiness and phases of delirium, may develop. The terminal delirious picture may be the 
result of Wernicke’s encephalopathy, especially if the concomitant anaemia is not profound. 

Loss of blood through haemorrhage does not produce mental symptoms other than loss 
of consciousness. This is true alike of post-partum haemorrhage and haemorrhage due to 
injuries received in battle, etc. Psychiatric symptoms indicate a complicating infection. 
Some post-operative psychoses, mainly of a delirious type, have also been explained by toxic 
factors and the products of breakdown of damaged tissues. Subacute delirious states after 
cataract operations are well known to the eye-surgeon, usually in middle-aged and elderly 
patients who have been kept blindfolded for some days. Arteriosclerotic or senile changes 
probably contribute, in elderly subjects, to these complex phenomena which are further 
discussed on p. 379. 


EXHAUSTION AND STARVATION. The part played by exhaustion after physical 
exertion in the causation of severe psychological disturbance was formerly much overrated. 
Minor symptoms from this cause are well known, and can as a rule be easily understood 
from the psychological situation in which they occur. Explorers and mountaineers who are 
inadequately nourished become morose, irritable, hypersensitive and emotionally labile; 
they decline to speak, are slow in thinking and go about in a kind of dazed state of conscious- 
ness. If exertion continues without sleep, visual hallucinations and illusions appear, their 
content expressing anxieties or the fulfilment of wishes closely connected with the actual 
situation. After-images and hypnagogic hallucinations contribute to the symptoms and the 
picture is dominated by the affective state of the person or of the group. Most of these 
symptoms are due to the lack of sleep and to the anxiety caused by such situations as being 
marooned in difficult weather, or surviving after shipwreck (Critchley, 1943)- In war-time a 
similar combination of physical and psychogenic factors results in what has sometimes been 
called ‘battle exhaustion’ although the emotional strain may in most cases be more impor- 
tant than physical exhaustion. But it is worth noting that sedation and sleep is the really 
effective remedy. 

If bodily exertion is required under conditions of starvation, the craving for food become 
the leading symptom. The effects of slow starvation have been studied by Leyton (i 94 ^) 
German prison camps on prisoners whose rations of about 1,000 calories a day contame 
the bare minimum of vitamins to prevent clinical manifestations of deficiency. The sub- 
jective symptoms imder this diet appeared in the following order : loss of the natural feeling 
of well-being, progressive mental lethargy, feeling of fatigue and sleepiness, difficulty m 
concentration and failing retention, although the power of recall of distant memories was 
well preserved. All movements, including gait, slowed dowm. At work the men were prone 
to accidents because they were too slow to move out of danger from a falling rock or tree. 
Apathy and a feeling of constant w^eakness prevailed, the only mental interest bemg too . 
Hunger increased during the first three weeks and persisted from then onwards unabate 
even after years of low diet. It occupied the whole thought and outlook, abolishing interes 
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in books, games and any recreational pleasures, reducing self-control, the standard of 
cleanliness, personal appearance and moral conduct. The man would steal his best friend s 
rations and sell his overcoat for food or tobacco. 

Almost identical observations have been fcjwrted by Danish workers studying their 
compatriots interned in Germany (Helweg-Larsen, 1952). In the United States experiments 
on ‘semi-starvation’ were carried out in 1945 in 32 volunteers who were kept on a diet of 
1570 calories daily for 6 months. The principal features which appeared in all subjects 
during the experiment were again similar to those starving involuntarily: intense preoccu- 
pation with thoughts of food, irritability and depression, decrease in iiutiative, loss of 
sexual drive and ‘social introversion*, features which were absent or much less marked in 
the same subjects before and after the period of starvation (Schiele and Brozek, 1948). 

The much more reduced nourishment in the Nazi concentration camps led to canni- 
balism', and an extreme degradation of behaviour in these camps has been reported by 
reliable witnesses. They tally with earlier reports of famines, e.g. in Russia after the First 
World War, when cannibalism was rife in large populations (Abel, 1923). Only in the last 
stage before death, does the apathy and stupor become so severe that the craving for food 
disappears. 

These observations are of interest to the psychiatrist not only because of the distinctive 
features of starvation as compared with avitaminosis, but in view of the frequent observa- 
tions of refusal of food in psychiatric patients suffering from anorexia nervosa, depression 
or schizophrenia. Here the powerful, basic instinct of self-preservation seems to be per- 
verted or lost through the abnormal mental state and this may lead to symptoms of vitamin 
deficiency added to those of the original illness. 

ELECTROLYTE DISTURBANCES. Water Intoxication (Cellular overhydration). 
Water intoxication may occur post-operatively if excessive quantities of 5 per cent, dextrose 
are given intravenously; it may occur in uraemic states if injudicious quantities of water are 
imbibed; and it can follow the administration of excessive quantities of vasopressin. 


cramps and twitchings are seen occasionally. The serum sodium level is low. 

Hypercapnia. An acute rise in the tension of carbon dioxide in the arterial blood to 100 mm. 
Hg. or more with a corresponding fall of pH of the blood to yi or less occurs during the 
course of carbon dioxide therapy and is associated with loss of consciousness (Meduna 
1950). It IS believed that the excess carbon dioxide interferes with intra-cellular enzyme 
systems leading to a disease of cerebral oxygen consumption. 

A less dramatic development of hypercapnia is seen in cases of severe emphysema 
and status asthmaticus. Westlake et al. (19SS) investigated 21 emphysematous patients and 
found that whenever the arterial tension of carbon dioxide rose to 120 mm. Hg. or more, 
psychiatric disturbances were always present. In some cases acidaemia played a part and it 
w’as noted that similar symptoms always occurred if the pH of arterial blood was below 7*2. 
Symptoms often appeared during the first 24 hours of oxygen therapy due to carbon dioxide 
retention increasing, as the dyspnoea was relieved. 

The patients showed varying degrees of clouding of consciousness, the more severe 
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cases lapsing into coma. They were confused, disorientated and sometimes auditorily and 
visually hallucinated. Headache was common as also were muscular twitchings and a 
coarse tremor. 

In some cases there is a rise in intracranial pressure associated with papilloedema. This 
association with emphysema has been recognized for many years and at one time was 
thovight to be due to the rise of venous pressure which so often accompanies this condition 
due to right-side heart failure. The correlation with the increase in venous pressure is 
not close and it is now realized that these phenomena are associated with carbon dioxide 
retention, and if the latter is relieved the rise of intracranial pressure and papilloedema 
sidisidc. 

'rreatment is aimed at improving respiration by direct stimulation of the respiratory 
centre by the rapid intravenous injection of nikethamide 10-15 ml. every 2 or 3 hours. 
Oxygen is given at a rate of not more that 1-3 litres per min. so that an oxygen saturation of 
80-85 per cent, is maintained in the arterial blood. Retained secretions should be aspirated 
by bronchoscopy, infection combated with antibiotics and bronchospasm relieved by 
cortisone. 

Watkr Deplktion. The occurrence of water depletion in shipwrecked sailors and in men 

lost in the desert is ivell recognized, as also is their propensity for developing visual hallucin- 
ations and other delirious features. Factors other than water depletion, such as exhaustion 
and lack of food, may play a part in the production of this clinical picture. The condition is 
seen in purer form in patients suffering from severe dysphagia and particularly in cases 
of severe weakness resulting from physical illness. Thirst is intense, the mouth dry 
and there is weight loss proportional to the water deficit. The patient looks grey and ill. 
‘Serious people become sombre, while others normally cheerful exhibit a somewhat hollow 
vivacity’ (Black et al., 1944). Later a delirious picture develops and if the condition is 
unrelieved gives way to coma and death. The plasma sodium and chloride tend to rise, as 
does the blood urea, though more slowly. 

Treatment calls for the administration of water in adequate quantity by mouth or if 
necessary per rectum. If intravenous medication is required, water should be given in the 
form of 5 per cent, glucose solution (Marriott, 1947). 

Sodium Depletion. Normally the body conserves sodium chloride more effectively than it 
does water, and salt deficiency therefore occurs only under special circumstances; they are 
fulfilled in any condition where there is excessive loss from the body of water and electrolytes 
and only Water is replaced. This may occur in conditions of extreme heat, giving rise to 
severe sweating, in any condition giving rise to severe vomiting or diarrhoea and particu- 
larly after operations when patients are maintained on 5 per cent, glucose solution intra- 
venously. A similar deficit may occur in Addison’s disease due to excessive loss of sodium 
chloride in the urine. 

Mild states of sodium depletion give rise to a neurasthenic-like state with lassitude, 
apathy and excessive fatigue. Such states are very common in tropical climates and a 
remarkable return of vigour may follow the administration of salt. Saphir (1945) 
pointed out how closely sodium chloride depletion may simulate psychoneurotic 
Rather more severe cases show, in addition, headache of a hypotensive character, giddi- 
ness and a tendency to faint with muscle weakness of a myasthenic character. The most 
severe cases are anorexic, may suffer nausea and vomiting, appear dehydrated but make no 
complaint of thirst and experience severe muscle cramps. Clouding of consciousness 
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occurs, the patient becomes disorientated, and may be deluded and hallucinated. If 
unrelieved, coma and finally death ensue. Hyponatraemia does not necessarily indicate 
sodium depletion, since it occurs in primary potassium depletion and also as a result of 
excessive water retention, often due to inappropriate secretion of antidiuretic hormone. 
Such hyponatraemia may be symptomless or may be accompanied by psychiatric symptoms 
of organic type. In the latter case, correction of the electrolyte disturbance, which is often 
complex, may lead to improvement in mental state. Treatment of simple sodium depletion 
involves the administration of sodium chloride by mouth or intravenously until both the 
urinary volume and the urinary and plasma sodium concentration are normal. 

Potassium Depletion. Potassium depletion occurs post-operatively in patients who have 
been maintained on intravenous fluids lacking in potassium. It may also occur as the result 
of dietary deficiencies in chronic diarrhoea as in ulcerative colitis, in some cases of Cushing’s 
syndrome and following the administration of desoxycorticosterone, ACTH or cortisone. 
A cause which must be borne in mind in cases of obscure aetiology is self-induced purgation 
over long periods in neurotic and hypochondriacal subjects. 

In many patients there may be marked lethargy and apathy. Depression, sometimes 
profound in degree and accompanied by suiddal thoughts, is frequent. Some patients on 
the other hand become tense, apprehensive and irritable, while a few show a typically 
delirious picture. Muscular weakness with depressed or absent deep reflexes occurs fre- 
quently, as do abdominal distension and muscle cramps, A low serum potassium supports 
the diagnosis but is by no means the rule. Typical electrocardiographic changes often 
occur. 

Apart from dealing with the primary cause, treatment involves the administration of 
potassium salts by mouth or intravenously. Potassium chloride 600 mg. in the form of 
slowly released tablets (‘slow-K’) four hourly is a suitable oral dose. 

PORPHYRIA. There are at least five genetically determined types of error of porphyrin 
metabolism (Waldenstrom et al, 1963) and the pattern within a given family tends to breed 
true to type. The two most important varieties are the Swedish type, or acute intermittent 
porphyria (the commonest form found in Britain} and the South African, type, or por- 
phyria variegata. Each of these disorders is determined by a dominant autosomal gene. 
As penetrance of the gene is incomplete, the disorder remains latent in a proportion of 
affected subjects although they have a demonstrable abnormality of porphyrin excretion. 
Following the studies of Waldenstrom, and later of Dean (1963), it is now generally 
accepted that the two conditions are genetically and pathologically distinct. The most 
prominent clinical difference between them is that, whereas skin lesions are prominent in 
the South African variety, they are invariably absent in the Swedish form of porphyria. 

In the latter, the symptoms are episodic and take the form of acute abdominal pain, 
headache, vomiting often associated with a predominantly motor neuropathy and, in many 
cases, psychiatric symptoms. These may dominate the clinical picture with symptoms of 
clouded consciousness and paranoid, noisy and hallucinated conduct. A severe depressive 
colouring is a prominent feature in a proportion of cases. The general metiboHc disturbance 
is severe and polyuria, hypertension and deep coma may develop during a crisis. Xn a 
suspected case it is important to establish or exclude the diagnosis as soon as possible for 
the administration of barbiturates either for the control of psychiatric symptoms or in the 
course of anaesthesia administered for an exploratory laparotomy prompted by acute 
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abdominal symptoms, may cause extensive paralysis to develop and the patient to succumb 
from respiratory failure. 

The diagnosis is aided by certain characteristic features. The family history is often 
informative although the frequent latency of the condition may obscure its hereditary 
character. 'I'hc disorder is seldom manifested before puberty, and appears most com- 
monly in the third decade. It may, therefore, be mistaken for an acute schizophrenic illness. 
In addition to barbiturates, attacks may be precipitated by sulphonals, sulphonamides, 
allyl isopropyl-acctylurca (Sedormid) and aminopyrine. The literature relating to precipita- 
tion by drugs has been well reviewed by Weathcrall (1954). In a recent study the psycho- 
genic factors and instability of the pre-morbid personality have not been found appreciably 
to contribute, as has been formerly held, to the psychiatric disturbances associated with the 
disorder (Ackner ct al., 1962). The urine of porphyric patients contains porphobilinogen 
(PBG) and dclta-amino-lcvulinic acid (ALA) and will usually turn dark on standing but 
may be almost normal in colour. The biochemical abnormality is due to an over-reduction 
of ALA from the condensation of succinyl coenzyme-A with glycine in the presence of a 
pyridoxal-containing enzyme. ALA is reduced to PGB by ALA-dehydrase and both com- 
pounds are excreted in the urine. 

Dean (1963) has given a fascinating account of his enquiries into the South African 
form of porphyria or porphyria variegata. He has succeeded in tracing some of his families 
manifesting porphyria through fourteen generations back to a Dutch settler and his wife 
who married in 1688 and produced four children. It is from this family that the estimated 
8,000 persons who have porphyria in the white and coloured population of South Africa 
have descended. Occasional examples of the South African variety may be found in northern 
countries; the skin lesions are then mild or absent. It has been suggested by Waldenstrom 
(1963) that freedom from exposure to intensive sunlight is responsible for this latency of 
the skin lesions. 

LIVER DISEASE. Considerable attention has been given during recent years to the 
psychiatric and neurological complications of hepatic failure. Gradual failure of liver func- 
tion is associated with a characteristic constellation of physical signs which include vascular 
spiders on exposed surfaces, loss of body hair, testicular atrophy in men and often gynaeco- 
mastia, and the characteristic heightening of the patchy mottling of the palmar surfaces and 
the soles of the feet. As these changes develop, however, certain anomalies of personality 
commonly unfold. Affect becomes blunted and somewhat incongruously jovial, self-control 
and finer aspects of social judgement become impaired (Murphy et al., 1948), the picture 
being slightly reminiscent of a frontal-lobe syndrome. An insightless euphoria may be seen 
and periodic fluctuations to a featureless depression or to a grandiose expansive picture 
may occur. As hepatic function progressively fails, periods of drowsiness subsequently or 
a fluctuating, subacute delirium, make their appearance. The patient is restless, dis- 
orientated and visual hallucinations with fearful paranoid delusions are common. The 
only specific feature of this condition is its neurological aspect, particularly the ‘flapping 
tremor of the upper limbs (Sheila Sherlock, 1955). With the patient’s arms and hands 
extended in front of him, a fine tremor of about 6 to 9 per second is apparent, upon which 
are superimposed rapid bursts of flexion and extension at the metacarpo-phalangeal and 
wrist joints, which have been compared with the flapping movements of a bird’s wings. In 
severe cases, the shoulders and even the trunk may be affected, but with the patient at rest 
the movements may be easily missed. There is some generalized increase in muscle tone 
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and plantar responses are extensor when the disease is well advanced. In the early stages 
there is progressive slowing and disorganization of the alpha rhythm in the E.E.G. but, 
as clouding of consciousness becomes more pronounced, theta activity becomes dominant. 
This activity at 5-6 cycles a second is most prominent in the fronto-temporal areas, but 
with the onset of coma, bilaterally synchronous bursts of slow %vaves at 2 cycles a second 
appear in the frontal areas. When delta activity dominates the E.E.G. the prognosis is grave 
and the disappearance of rhythmic activity is a preterminal phenomenon (Parsons-Smith 

€t aU 1957)- 

The condition may occur in association with portal hypertension, as the result of a 
surgically induced porto-caval anastomosis, or with hepatic cirrhosis or other liver disease. 
The fluctuations from stupor or delirium to full awareness have been attributed (Walshe, 
1951; Sherlock et «/., 1954) to parallel fluctuations in the serum level of ammonium ion, 
and large quantities of protein in the diet may precipitate an attack of hepatic coma. 
However, there would appear to be no simple quantitative relationship between the serum 
ammonium level and the severity of the mental disturbance; the role of the ammonium ion 
in relation to the psychiatric symptoms remains uncertain. 

The treatment of the condition consists of maintaining the patient initially on a protein- 
free diet for about a week, following which protein is gradually introduced up to a maxi- 
mum of 50 grammes daily. Temporary sterilization of the gut with a broad-spectmm anti- 
biotic such as o.’cytetracycHne, helps to reduce toxaemia and to hasten the remission from 
the psychiatric and neurological disturbance (Sherlock, 1955). 


CARDIAC AFFECTIONS. The ancient idea that the heart is the seat of the soul or of 
the emotions is closely connected with mental symptoms, was current among psychiatrists 
until about 100 years ago; they even believed they could base their view on post-mortem 
findings. What was once informed opinion has persisted in the beliefs of the common people. 
It has been kept alive by the normal occurrence of sensations in the cardiac region in any 
emotion which does not lead to immediate activity; and it is expressed in phrases in many 
languages, such as 'heartfelt’, 'heartless’, ‘a broken’ and ‘a smiting heart’. The heart as a 
pan of the body image, enters into the symptomatology of many neurotic reactions. For 
some time, cardiac neurosis under the terms Da Costa’s syndrome, Dji H or effort 
syndrome, was discussed among cardiologists as if it were a syndrome in its own right 
Although under these and other names it was frequently diagnosed in the First World VVar 
■neuro-circulatop. asthenia’, as it came to be eaiied, figured to an insignificant extent during 
the last war, owing to the better insight into the nature of anxiety neurosis of which it wat 
the presenting symptom (Wood, 1941) (see p. 96). ^ 

are of little use or o diagnostic (uidt in organic heart disease. Gross distur- 
bances of rhythm are m many cases not perceived at all, and those mtier,/. r ■ c 

unpleasantfeelings are usuallyfoundtobeorgtmicallysound. If an^hing, there i“ntover« 

correlation between subjective complaints and objective finding: hot tr -u -1 
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Besides anxiety, depression sometimes accompanies chronic heart disease; hypomanic 
pictures may also he seen. 

In cardiac failure, all tlicsc symptoms may increase, and new ones may be added. Fatigue 
on mental elTort, lack of concentration, impairment of memory, sleeplessness, nightmares, 
and marked emotional lability are frequent, and arc probably attributable to cerebral 
atinxaemia. Delirious states, usually with much anxiety, are rare; but if they occur, are a 
serious complication. The clinical picture is that of an exogenous reaction, and frequently 
clears up entirely as the patient’s physical state improves, but may return with another 
attack. Cases of delirium have been reported in which the psychosis started after the heart 
failure had been treated successfully and the oedema had disappeared. Symptomatic de- 
pressions and dysmncsic syndromes do not seem to occur after cardiac affections. 

Ilypcrtcnsive and arteriosclerotic psychoses will be discussed in Chapter X. 

URAEMIA. Whatever the cause of the uraemia which may be extra-renal or renal, whatever 
the mechanisms responsible for its different symptoms, mental changes play a prominent 
part in the clinical picture and arc not infrequently the preseiiting synipto7n. This applies to 
the subacute condition in which irritability, headache, dizziness, drowsiness, etc., may be 
mistaken for neurasthenia, as well as to acute cases of renal uraemia often complicated by 
hypertension, cerebral oedema and acidaemia. 

Mental symptoms in uraemia proper without gross hypertension are those of weakness, 
apathy, lack of spontaneity and sleeplessness. Localized twitchings of muscles may be 
present, as also dyspepsia and vomiting. Drowsiness and sopor follow in severe cases and 
may lead to coma and death without any or with only mild signs of delirium. 

Irrespective of the blood urea, if there is hypertension the mental picture is more varied: 
epileptic fits and twilight states, delirium and subacute delirious states, periods of drowsi- 
ness alternating with attacks of crying or howling aloud and excessive restlessness are all 
frequent. Transient amaurosis and disturbance of hearing have been described; and there 
may be other signs of increased intracranial pressure such as severe headache, slowing of the 
pulse, sopor and signs of pyramidal lesions. The first sign of illness may be the abrupt 
appearance of a psychotic state. In chronic cases the clinical picture may simulate the ex- 
pansive form of general paresis. 

The diagnosis of an uraemic condition is not easy even if the psychiatrist confronted 
with the clinical picture of a severe toxic psychosis thinks of it as a possibility. The differen- 
tial diagnosis is fully discussed in textbooks of medicine. 

Endocrine Disorders 

HYPERTHYROIDISM. Psychological disturbances are prominent when there is 
over-activity of the thyroid gland and some symptoms are present in every case of hyper" 
thyroidism. The least controversial part of this subject is the psychiatric picture associated 
with thyrotoxicosis. The symptoms in most cases resemble those found in anxiety neurosis. 
There is marked anxiety and tension, the patient is unable to keep still or to concentrate, 
there is a distractible over-activity and exaggerated sensitivity to noises and other stimuli. 
There is also emotional lability, irritability and impatience. Minor neurotic traits are prone 
to become exaggerated and the formerly effective and relatively balanced individual may 
become unreasonable, demanding, and behave in a hysterical manner. The patient shows 
diminished tolerance JFor frustration, becomes less capable of sustained effort and craves for 
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attacks which are not uncommon in hyperthyroidism may exacerbate the anxiety and give 
rise to a phobic aversion to going out alone. There is often a quite strong depressive colouring 
but this fluctuates and there is no retardation. Sleep is light and frequently disturbed by 
anxious dreams. 

The differential diagnosis bet^veen tl^rotoxicosis and anxiety neurodt, which is a more 
common disorder, is a matter of great importance and recent studies by Wayne and his 
colleagues (Wayne, i960) have shed useful light upon the problem. In an analysis of the 
symptomatology of 83 indubitably thyrotoxic patients and 99 non-toxic #ul)jectt, Wayne has 
show'n that features characteristic of thyrotoxicosis, in order of thetr discriminating value 
in diagnosis are: excessive sensitivity' to heat and preference for cold, increased appciite, 
loss of weight, excessive sweating, palpitations, tiredness and dyspnoea on effort. The signs in 
order of their diagnostic importance were: cardiac dysrhythmia, hypc-rkinetic movements, 
pulse rate of o\'er 90 per minute, palpable thyroid, bruit over thyroid, lid retraction, hot 
hands, Ud-lag and fine finger tremor. It will beobserved that some time-honoured symptoms 
and signs come fairly low on the list and sleeping pulse rates were, for example, of little 
value. It is also clear that e\'aluation of certain of the symptoms of discriminating value 
inevitably involves an element of subjective judgement as well as skill. 

In a recent enquiry’ (Gurney' et al., 1967) it was found that thyrotoxic patients could be 
differentiated from euthyroid patients with psychiatric disorder (initially referred for sus- 
pected hy^perthyroidism) by a number of clinical features other than the physical mani- 
festations of thyrotoxicosis. These include the presence of a psychological precipitant for 
the illness, hysterical symptoms in the course of the illness, panic attacks, a younger age of 
onset, a high neurotieUm score on the Maudsley Personality Inventory, a neurotic person- 
ality as assessed by clinical examination and the presence of depersonalization. All these 
features were more common to a statistically significant degree in the euthyroid cases. 
Although physical signs and symptoms together with laboratory tests proved individually 
the best discriminators, separation between the two groups could be substantially improved 
by the addition of items derived from psychiatric obscrv'ation. The obser^’ations were made 
without kno^YIedge of physical diagnosis or lalwratory findings. 

Figure 10 shows the frequency dhtr/hjthn in the 135 pat/ents of the ivci^htccl scores 
for the 13 best discriminating items (sec tabic) derived from a discriminant function analysis. 
Although the hyperthyroid and euthyroid groups arc largely distinct their scores overlap to 
some extent. It will be seen that this w>/lificfl th'aguostfe index achieves rather better 
s^aration be^vecn toxic and euthyroid cases than a previouB index based on physical items 
alone (Wayne, i960) applied to the fame pwip f,f It w.i, „f interest also that when 

7 cases where the diagnosis wa.s mnsidered doiihiM, v,m„.„rcd with the aid of ihcucights 
derived from the discriminant fiinclion analysis, ||i«-y ,„„slly fell into tlic distrilmtion 
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SCORING SYSTEM DERIVED FROM DISCRIMINANT 
FUNCTION ANALYSIS 


Item 

Grade 

Weighting 



system 

Neurotic 

marked 

-2 

personality 

moderate 

-1 


stable 

0 

Age 

15-24 

+2 


23-34 

+4 


34-44 

+6 


45-54 

+8 


55 and over 

+ 10 

Precipitant 

present 

-3 


absent 

0 

Hysterical 

marked 

-1 

symptoms 

mild 

-0-5 


absent 

0 

Increased appetite 

present 

+2 


absent 

0 

Palpable thyroid 

present 

+ 1 


absent 

0 

Unequivocal thyroid 

present 

+ 9 

Bruit 

absent 

0 

Exophthalmos 

present 

+3 


absent 

0 

Lid retraction 

present 

+2 


absent 

0 

Hyperkinesis 

present 

+2 


absent 

0 

Fine finger tremor 

present 

+3 


absent 

0 

Pulse rate 

over 90 

+8 


80-90 

+4 


under 80 

0 


In Fig. 10; Euthyroid range 1—8 
Doubtful range 9 — 10 

Toxic range 11—20 
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Fic 10 Frequency distribution of toxic and euthyroid cases using (top) Wayne’s Index and 
{bHow) Modified Index. 


Stress but this is less common and less impressively relevant than in the case of the neurotic 
disorders it resembles. The age of onset is higher and female predominance is greater than 
in anxiety neurosis. Hyperthyroidism is often described as a psychosomatic disorder and 
emphasis is laid on the importance of emotional conflict and imbalance in the previous 
personality (Mandelbrote and Wittkower, 1955) in the causation of the endocrine distur- 
bance. The findings of some ^YO^ke^s (Robbins and Vinson, i960) who consider that the 
importance of personality factors has been overstressed, suggest, in fact, that the ‘neurotic- 
ism’ scores of thyrotoxic patients fall somew-here between those of normal and neurotic 
groups. The results of the enquiry described above were in broad agreement with these 
last obser\'ations. Although the hyperthyroid patients were a more stable group as judged 
by a number of indices, they did not differ significantly in respect of family history and 
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])rcvimis record of psychiatric disorder from the euthyroid (largely neurotic) patie 
'J’hese facts go some way towards explaining the sometimes relatively common din 
experience that thyroidectomy will fail to clear up the emotional disturbance in patk 
with proven hyperthyroidism (Carpelan, 1957). It seems likely that in a proportion 
cases, at any rate, a predisposition to the development of neurotic symptoms contribi 
in some measure to the development of hyperthyroidism. Whether or not this has a relati 
ship to the genetic factor in the causation of hyperthyroidism recently demonstrated 
enquiries into the presence of thyroid antibodies in the serum of the relatives of thyrotc 
subjects (Hall, Owen and Smart, 1964) remains to be determined. 

More serious forms of mental disorder were commonly seen in hyperthyroid patie 
before the introduction of antithyroid drugs and they frequently assumed the form of 
acute organic psychosis. These pictures arc less common at the present time and, when tl 
occur, they may well be due to antithyroid drugs. Psychoses are more commonly of 
atfcctivc nature nowadays and arc often typically manic-depressive. An agitated depress! 
is commoner than mania but severe manic conditions do sometimes occur. Schizophren 
like illnesses have also been described (Kleinschmidt et al., 1956) but the occurrence 
this condition is regarded by Manfred Bleuler (1954) as fortuitous. The psychotic sympto 
may subside with antithyroid treatment but this is by no means invariable and a depress 
or schizophrenic illness may need independent treatment. Moreover, an acute psycho 
reaction may develop after thyroidectomy or in the course of treatment with antithyre 
drugs. Most of these disturbances respond to electroconvulsive treatment. 


HYPOTHYROIDISM. Diminished activity of the thyroid gland may result from aplas 
hypoplasia, surgical removal of the gland, the action of antithyroid drugs or radio-acti 
iodine or the inflammatory changes associated with Hashimoto’s thyroiditis. Congeni 
aplasia or maternal iodine-deficiency are the basis of cretinism (see Chapter XII, p- 72* 
Myxoedejiia results from acquired hypothyroidism. It occurs most frequently betwe 
the ages of 40 and 60 and women are aflFected eight times as frequently as men. Althouj 
the highest incidence is in middle age, the illness may occur at all ages. In small childn 
in whom myxoedema may be the sequela of measles or other infections, it is not easi 
distinguished from sporadic cretinism. 

In addition to the changes in the skin, hair, heart and circulation through metabolisr 
mental changes are always present and are often the leading symptom; and the patient 
frequently first seen by the psychiatrist. 

The clinical picture has certain characteristic features. There is a progressive loss 1 
interest and initiative and a pronounced slowing of all mental processes. The slighte 
exertion requires great effort and fatigue is quick to develop. The patient has difficulty J 
following a conversation, in reading a short newspaper article or carrying out the simple 
intellectual task. She is slow in comprehension and action and takes a long time over tl 
daily routine of washing, dressing and eating. Retention and recall of recent events is poo 
Thinking easily becomes muddled and, in severe cases, a general intellectual deterioratio 
develops in addition to memory defect. The colour and vivacity of the personality fade an 
this, together with a change in physical appearance, may render the patient unrecognizabk 
She may complain of her slowness and stupidity and say that there is a thickness c 
heaviness in her head, or that she feels she is in a fog. Later, distress is submerged 1 
indifference and lethargy, and a sluggishness without emotion or desire supervenes. Ever 



EXOGENOUS REACTIONS AND SYMPTOMATIC PSYCHOSES 367 

kind of activity is given up, and the patient just sits about, drou’sy and inert. Charcot has 
compared the condition with hibernation (Zondek and Wolfsohn, 1944). 

The severe forms of mental disorder associated with hypothyroidism provide a more 
controversial subject which has been well re\dewed by Michael and Gibbons (1963). The 
psychiatric complications of myxoedema are rarely encountered in mental hospitals, yet 
Asher (1949) gathered 14 cases in an observation ward in London over a short period and 
Browning et al. (1954) were able to review 100 cases from the literature. A variety of 
psychiatric phenomena has been described, but the most common patterns of illness 
resemble those found in other chronic and subacute metabolic disturbances. Thus some 
degree of clouding of consciousness ranging from mild impairment to severe delirium is 
common but not invariable. Depressive symptoms are usually prominent and there is 
frequently a marked paranoid colouring with hallucinations of a persecutory and depressive 
kind. Anxiety, agitation and a bizarre hypochondriasis are other components described in 
some cases. Both Browning and Asher claim that adequate substitution therapy usually 
leads to complete mental recovery but this is by no means invariable. 

The diagnosis is readily established from the clinical features in advanced cases but 
mild hypothyroidism is frequently missed. Laboratory investigations will usually decide 
the issue. The B.M.R. is always decreased to —20 to —40 per cent., plasma cholesterol is 
raised usually to some figure above 400 ing. per cent., and radio-active iodine studies show 
a poor uptake by the gland. 

Thyroid treatment produces excellent results if it is begun early. Thyroxine needs to be 
administered with great caution as myocardial damage is almost invariable and, if the 
metabolic rate is increased too rapidly, heart failure or death from myocardial infarction 
may ensue. Treatment should, therefore, begin wth no more than O'l mg. thyroxine daily. 
The dose should be increased gradually at intervals of two to three weeks. 


CUSHING’S DISEASE (Pituitary basophilism). Clinical descriptions of Cushing’s 
disease are generally dominated by the physical features, including the red moon-shaped 
face, hirsutes, wide purple striae on thighs, abdomen and buttocks, obesity, hypertension 
and mild diabetes. However, psychiatric disturbance is present in more than half the cases 
(Micheal and Gibbons, 1963) and is frequently prominent in the clinical picture. A number 
of the physical changes such as impotence, amenorrhoea, loss of libido, disfigurement and 
declining energy can be expected to prove distressing; but the psychiatric disorder is no 
mere reaction to the other components of the disease. Thus, although a retarded or anxiety- 
coloured depression is the commonest psychiatric disturbance, and elation is rare, 15-20 
per cent, of cases are psychotic, and paranoid delusions and auditory hallucinations am 
occasionally reported. Sudden outbursts of restless, anxious or excited behaviour or 
withdrawn and stuporous episodes arc a common feature. The occasional appearance of 
psychiatric symptoms before the physical changes (Spillane, 1951) may be fortuitous 
although, in the few cases described, the picture conformed fairly closely to the psychiatric 
changes commonly associated with Cushing’s syndrome. The diagnosis is made from the 
clinical picture combined with the characteristic biochemical changes- there is a markedly 
elevated urinary excretion of ly-hydroxycorticosteroids and the plasma level of cortisol is 
raised {20-50 micrograrns per 100 ml.). The successful treatment of the endocrine disorder 
nearly always resolves the psychiatric illness. 


ADDISON’S DISEASE. Psychiatric disturbances 
disease, having been absent in only two of Cleghom’s 


are almost invariable in Addison’s 
25 cases (Cleghorn, 1951) and three of 
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the ijo cases studied by Bidder (1954). The most common symptoms are apathy, depressic 
diminished drive and initiative and some fluctuation of mood. Elevation of affect appe? 
far less common. A mild to moderate dysmncsic syndrome is present in the majority 
cases. Addisonian crises arc usually accompanied by an acute organic syndrome wi 
clouding of consciousness, delirium and stupor (Michael and Gibbons, 1963). In the ear 
stages of the disorder, the asthenia, loss of appetite and decline in weight and libido in 
setting of moderate depression may lead to psychiatric referral. Pigmentation, hypotensio 
hypoglycacmia, and the biochemical finding of sodium loss, the retention of potassium ai 
extra-cellular dehydration should help to establish the diagnosis. Treatment with cortisoi 
usually terminates or improves the mental disturbance. 

HYPOPITUITARISM. The view that chronic anterior-pituitary failure is associated wil 
weight-loss still has a certain currency, although since Sheehan (Sheehan and Summer 
1949) published his classical description of the clinical picture of hypopituitarism, it h£ 
become clear that most of the cachectic cases of Simmond’s disease formerly illustrated i 
text-books of medicine and physiology were almost certainly examples of anorexia nervosi 
The psychiatric features have been well described by Kind (1958) who investigated 2 
adult cases, selected with the aid of Sheehan’s diagnostic criteria. Impotence in the mal 
and loss of libido in the female were almost invariable and so was marked loss of initiative 
somnolence and pronounced intolerance of cold. Mood disorder was present in every cas 
with indifference, apathy and depression punctuated by outbursts of irritability. In sever 
cases there may be extreme inertia and inactivity associated with a decline in persona 
habits and standards. Associated with these changes are features of a mild chronic brail 
syndrome. An impairment of memory for recent events was present in the majority 0 
Kind’s untreated cases. The combination of apathy, mood- disturbance, lack of facia 
expression, memory impairment and loss of libido may lead to an erroneous diagnosis 0 
primary psychiatric disorder. The physical crises may also be associated with confusional 0: 
delirious episodes, followed by stuporose or comatose states. Partial or complete losi 
of pubic and axillary hair, increased sensitivity to cold, amenorrhoea dating from post- 
partum haemorrhage, and a hypotensive episode, which is the cause of most cases, shoulc 
help to establish the diagnosis. The majority of cases are relieved of their symptoms b) 
the administration of cortisone alone in small doses. A small proportion of patients require 
thyroid in addition. 


ACROMEGALY. In this disorder the physical changes are characteristic but an apathetic 
depression combined with some lability of mood is common even in the early stages. The 
mood change is to some extent a reaction to the disfigurement caused by the disease, the 
headache which may be sufficiently severe to cause sleeplessness, and the pain arising from 
the hypertrophied, distended extremities and joint changes. Muscular weakness and impo- 
tence or amenorrhoea are usual although accounts are sometimes given of considerable 
physical and sexual vigour in the early stages. 

PSYCHOLOGICAL EFFECTS OF ACTH AND CORTISONE. These substances are 
extensively used in general medical practice for a wide range of disorders and the psychiatric 
complications which arise in a proportion of cases are therefore often encountered by the 
modern psychiatrist. The most common mood change is towards cheerfulness and euphoria 
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but depression results in a small proportion of cases (Rome and Braceland, 1952), and other 
changes such as irritabilit)’, aggressiveness and labilit}* of mood may be seen. Some alteration 
in affect can often be observed within a matter of six hours after commencement of treatment 
(Goolker and Schein, 1953). But this may be subtle in character and affect may not be 
overtly altered until treatment has been in progress for some daj's or even after it has been 
terminated. In about 5 per cent, of cases more serious mental disturbances develop. In 
these the clinical picture tends to ignore the frontiers conventionally established between 
organic and functional mental disease. Thus the psychoses may be acutely manic or 
depressive. But clouding of consciousness or frank delirium may be associated with the 
affective disturbance for part or whole of the illness. Moreover, paranoid or catatonic 
schizophrenia or an acute organic psychosis may be simulated (Michael and Gibbons, 
1963). Recover)’ generally occurs when the hormones are withdrawn but this is not invari- 
able. In persistent psychoses E.C.T. is generally effective. 

Michael and Gibbons draw attention to the euphoria which tends to be induced by 
hormone administration in contrast to the predominantly depressive disturbance associated 
with Cushing’s syndrome. Moreover, severe mental disorder is three to four times higher 
in Cushing’s syndrome than in the course of treatment with hormones. The paradox is of 
some general interest in new of the mounting endence for the e-xistence of some association 
behveen depressive disorders and the activit)* of the adrenal corte.x. TTie differences are 
probably due 'either to some totally une.xplained factor or to differences in plasma Ie%'els of 
biologically active steroids or the chromcit)* of Cushing’s s)*ndrome’. 

DIABETES. The predisposition to diabetes seems to be related on the one hand to the affec- 
tive disorders, on the other to arteriopathy. French writers of the last centur)' described a 
number of psychological s)*mptoms in assodation xWth diabetes; but their findings could 
all be e.\platned by the two relations mentioned, or by the non-recogniu'on of cerebral 
8)philis in the pre-Wassermann period. Diabetic coma may be preceded by delirium In 
h)poglycaemia, on the other hand, no delirious s>’mptoms are seen; like anoxia it produces 
only a falling off m mental perform.ance. Restlessness, irritability and foolhardy behaviour 
are early signs, and may then be followed by drowsiness, sopor and coma, sometimes with 
t\vitchings of the cortical as well as the subcortical t)pe. 

Hyposlycaeniia may be induced by insulin, but may also occur spontaneously if caused 
by a pancreatic neoplasm. Its ph)-sic;d and mental sj’mpioms have been studied extensivelv 
during the hypoglycacnuc treatment of sdiizophrenia. ^ 

Patients uith pancreatic insulinomata are not infrequently referred to psychiatric 
clinics on account of their anomalies of bchadour. There is a wide range of variation in 
the clinical picture and this may be one reason why, despite the e.xtensive literature on the 
subject, the disorder continues to elude detection during life in a proportion of cases The 
psychiatric disturbances are generally the most prominent ones (Todd et al, 1962) and 
there are certain general features uhich a high proportion of cases have in common. The 
psychiatric and neurological symptoms are transient, recurrent and episodic. They are 
particubrly liable to come on when the blood sugar is reduced so that exercise or a period 
of some hours without food have often preceded an attack. This kind of history is not 
however, elicited in all cases. In most instances the symptoms come on with a rapidity that 
is reminiscent of an epileptic disturbance and temporal lobe epilepsy is erroneously diag- 
nosed in some cases. In other subjects there is a more gradual build up of S)'mptoms com- 
mencing with \\cakness, perspiration, ataxu and anxiety combined with an e.\treme craring 
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hunger for food. 'Jdiis often develops further into a state of disturbed consciousness ii 
wltich the patient hecotnes disorientated and confused and may behave in a disinhibited 
aggressive or childish manner that is out of character for him. Some patients beconu 
letltargic, ajiathetic, dazed and withdrawn and, when an attempt is made to rouse them 
they may respond in a dysarthric and incoherent manner which at times suggests drunken- 
ness; the extreme perspiration and pallor should, however, suggest the correct diagnosis 
In some subjects, consciousness becomes severely deranged and they sink into extreme 
drowsiness and coma. Focal neurological signs such as hemiplegia, hemianopia or aphasis 
may be found. 'J’hcir pathophysiology is uncertain but they are very likely due to areas oi 
relative ischaemia. Focal signs may suggest a ccrcbro-vascular accident, but the changes are 
transient except where a prolonged or irreversible coma develops. Convulsions occur at 
some stage in about a fifth of the eases. The abnormal mental states are rapidly relieved by 
the administration of sugar and some patients gain weight due to the over-eating in which 
they indulge in order to fight off or terminate symptoms. After many attacks of prolonged 
hypoglycacmia permanent brain damage may result. 

It cannot be emphasized too often that an ordinary glucose-tolerance curve does not 
exclude the condition. The diagnosis is suggested by the findings of a blood-sugar of 
under 50 mg. in tlie course of an attack and the relief of symptoms by intravenous 50 per 
cent, glucose. When observation of an attack has not proved possible, a 48-hour fast followed 
by exercise may provoke one. However, the use of insulin-sensitivity tests, the measure- 
ment of plasma insulin activity and a tolbutamide test may be necessary to establish the 
diagnosis. The removal of a benign tumour from the pancreas results in cure (Todd et al, 
1962) but the growth may be small and difficult to locate so that negative findings at operation 
do not always dispose of the diagnosis. 


THE SEX GLANDS, There is probably a close relationship between the total endocrine 
balance and the pattern of personality; and in this balance the influence of the sex glands 
themselves must be considerable. Widespread and ancient beliefs go much further by 
suggesting a close link between sexual behaviour and insanity. There is little evidence m 
favour of this view. The single are statistically more prone to develop some forms of 
psychiatric illness than the married, and schizophrenic patients admitted to hospital before 
the age of 25, for example, are far less often married than the general population of compar- 
able age. How^ever, the explanation for this is probably that the defect of pre-morbid 
personality which is associated with schizophrenia has an adverse effect on the chances of 
finding a marriage partner, Pre-pubertal castration tends to be associated with dispro- 
portionate development of the skeleton owing to the delay in the closure of the epiphyses. 
There may also be an excessive deposit of fat about the pectoral regions, the thighs and 
abdomen, and, as secondary sex characters fail to appear and some gynaecomastia is 
commonly present, emotional complications frequently arise. However, in men who have 
attained sexual maturity, castration produces less marked effects. There is some diminution 
in facial hair growth and some adipose tissue may be deposited in the pectoral and tro- 
chanteric regions. There is some diminution in the size of the prostate, and potency and 
libido decline to some extent though they usually persist. The complexion becomes pasty; 
the patient complains of lack of initiative, fatiguability, and other neurasthenic symptoms. 
Hot flushes are often complained of. Voluntary castration of male sex perverts is generally 
followed by a severe reactive depression which tends to prove transient (Wolf, 1934)- 
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MENOPAUSE. Cessation of ovarian function OAving to surgical removal of the ovaries or 
damage to them for other reasons, gives rise to psychological symptoms similar to those 
experienced by many middle-aged women at the menopause. But they tend to be far more 
severe and disabling in those in whom the menopause has been induced or has occurred 
before the age of 35. There is marked emotional lability, diminished tolerance for frustra- 
tion, irritability, fatigue on slight exertion, bouts of depression with weeping, palpitation 
and pre-cordial discomfort, insomnia and sometimes attacks of dizziness and syncope. 
The picture is in other words similar to that of an anxiety neurosis with predominantly 
somatic symptoms and a strong but fluctuating depressive colouring. These patients 
usually respond well to small doses of oestrogen and psychotherapy of a supportive and 
reassuring kind is also helpful. 

The life situation with its obvious conflicts and disappointments is more important 
than the endocrine changes in most climacteric mental reactions. Many physical diseases, 
such as exophthalmic goitre, rheumatoid arthritis, hypertension and diabetes may start 
at this time of life, as well as involutional melancholia, paranoid schizophrenia and presenile 
deterioration. In the case of none of them is there any real knowledge to explain the relation 
to the menopause. 


MENSTRUAL AND PREMENSTRUAL DISTURBANCES. The reciprocal relation 
between the meiistntal cycle and mental symptoms has interested psychiatrists from an early 
date. The psychological state of the normal woman was seen to change at menstruation; and 
mental illnesses were accompanied by menstrual disturbances. These two observations led to 
theories and to schemes of classification, most of which have not stood the test of time. The 
frequent occurrence of uwenorr/wett in neuroses and psychoses seems to depend on the emo- 
tional upset caused by the illness. Most workers found that amenorrhoea appeared most 
frequently in melancholia and in the catatonic excitement of schizophrenia. It is far more 
common in the schizophrenic than in the affective psychoses. Amenorrhoea is frequent in 
organic psychoses, general paralysis, disseminated sclerosis, and epidemic encephalitis. 
Early schizophrenics of the simple hebephrenic and paranoid type continue their cycle, but 
in later stages of the illness menstruation may cease. Menstrual anomalies in epilepsy have 
been found in 40 per cent, of cases. Attempts to restore menstruation by medication have no 
influence on the psychotic condition. The return of menstruation after a period of amenor- 
rhoea may be a sign of imminent recovery; but after a stuporose or hyperkinetic attack of 
schizophrenia, restoration of menses may, like increase in body weight, augur not improve- 
ment, but progressive mental deterioration. 

Hypersensitiveness, irritability, fatigue and sometimes mild depression often precede, 
accompany or follow menstruation in many physically and mentally well-balanced women. 
Recently the 'prsmenstnwl tension state' has atlncXcd some zltemion {Gieenc and Dalton, 
1953; Rees, 1953). It w’as originally described as a syndrome by Frank (1931). The con- 
dition, which is quite frequent in some degree, usually comes on in the latter half of the 
menstrual cycle and passes off with the onset of menstruation or shortly after. An enquiry 
by means of a questionnaire, in a number of general practices in different parts of England, 
(Kessel and Coppen, 1963) suggests that approximately 10 per cent, of normal women 
experience severe premenstrual symptoms. How-ever, some workers consider that milder 
disturbances occur in a higher proportion of subjects. Symptoms may appear in the form of 
headaches, nausea, dizziness and palpitations, excessive thirst or appetite, hypersomnia and 
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increased sexual desire. Nearly always there is marked emotional tension in the form of 
irritability, and often of anxiety or depression. There is a subjective sensation of being 
generally swollen, particularly in the breasts and abdomen. An increase in weight and 
fluid retention arc often mentioned in the literature although Bruce and Russell (1962) were 
unable to find any evidence that water was in fact retained in the premenstrual period. 
Tension may be very severe and may be associated with headache which is typically 
migrainous in character in a proportion of cases. 

Both psychological and physiological factors contribute to the causation of the syndrome. 
Thus Kcsscl and Coppen found a highly significant correlation between premenstrual 
symptoms and ncuroticism in their general practice study. Menstrual symptoms in general 
were likewise found more commonly in neurotic women than in normal subjects in a later 
enquiry (Coppen, 1965a) and no less than 20 per cent, had had dilatation and curettage. The 
physiological mechanisms underlying the premenstrual syndrome are unknown, but various 
hypotheses have been advanced including disturbances in electrolytes, elevation of the 
oestrogen-progesterone ratio and changes in blood sugar. Good results are claimed for 
diuretics such as ammonium chloride given in doses of i gram capsule 6 times daily during 
the last 10 days of the cycle. Hormonal treatments are also recommended in the form of 
norethisterone which exerts a progesterone-like effect and is given in oral doses of 2*5-5 mg. 
daily during the last 10 days of the cycle. However, the relief of premenstrual tension 
rarely makes any impression upon an overall neurotic instability nor, as Rees (1953) pointed 
out, does improvement of neurotic subjects on psychotherapy necessarily' bring relief for 
their premenstrual tension. A good description of the premenstrual syndrome has been 
given by Dalton (1964). 

In those inclined to neurotic reactions and in unstable personalities, especially when 
exposed to other stress, dysmenorrhoea may become the main subject of complaint and self- 
pity and a reason for consulting the gynaecologist. As with many of the autonomic mechan- 
isms which function best without interference from higher centres, a vicious circle is easily 
established, but is difficult to interrupt. 

Menstruation has physiological and psychological relationships with sexual intercourse, 
marriage, and childbirth; it readily becomes connected in the mind with anxieties, desires 
and disappointments. It is therefore natural that it should become afoaisfor hypochondriacal, 
obsessional and anxious preoccupations, often made only worse by medication and by the 
local applications and operations intended for their relief. As in cases of backache, vaginal 
discharge, pruritus, and constipation, a relatively trifling somatic complaint becomes a 
genuine illness because of its psychological significance and its emotional repercussions. It is 
obvious that psychological help and guidance is the treatment of choice with as little in the 
way of physical interference as possible. 

It is now known that central control of menstruation proceeds via the hypothalamus, the 
pituitary and the secretion of gonadotrophic hormone. It is, however, still unclear how the 
mental changes which normally accompany menstruation are mediated. Experienced 
workers believe that psychotic attacks often start at menstruation, and 35 per cent, of suicides 
in the female are committed at this time. Cooke (1945) has reported that 84 per cent, of 
crimes of violence by women occurred during or inunediately after the menses; but 
Morton et al. (1952), in a study of prison inmates, found that 62 per cent, of crimes of 
violence had occurred in the premenstrual week, 19 per cent, at mid-cycle, 17 per cent, 
during menstruation, and 2 per cent, after the end of menstruation. McKinnon and 
McKinnon (1956) have found that deaths from accident or suicide in women were much 
more prone to occur in the premenstrual period than at other times. 
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There is, however, no 'menstrual psychom'. Rare cases have been described m the litera- 
ture and have drawn much attention; most experienced psychiatrists have seen one or 
another patient in whom attacks of manic-depressive illness or of periodic catatonia were 
closely linked with the menstrual cycle. Ewald (1928) tried x-ray sterilization, oophorec- 
tomy and total hysterectomy in one such patient without effect on the periodicity of the 

psychosis. , u 

Although most of the mental abnormality which accompanies physical disease can be 
subsumed under one of the preceding syndromes, there are many more subtle observa- 
tions, some of them associated nith particular conditions, and of clinical and theoretical 
interest. 


pregnancy and Childbirth 

PREGNANCY, Although it causes large changes in metabolism and endocrine function, 
pregnancy does not bring any increased risk of mental illness. The number of psychoses 
starting in gravid women is not greater than in a control group of the same age. A study by 
Pugh et ah (1963) has shmvn this very clearly. They compared the number of married 
women aged 15 to 44 admitted to psychiatric hospitals in Massachusetts during 1950, who 
were either pregnant or had been delivered during the previous nine months, with the 
number to be expected if there were no relation between admission and parturition. There 
was a significant excess by this standard, but entirely in the post-partum stage, with an 
actual deficit of admissions during pregnancy. 

In early pregnancy motional lability and irritability are fairly frequent; and there may 
also be hypersensitivity of taste and smell, and pica, the physiology of which is difficult to 
explain and which may to some extent be psychologically determined. Hypermesis, which 
is no doubt primarily a phj’sical disturbance, is also affected by emotional factors. It is not 
easy to control if the mother is unstable or the child is umvanted. Under the s.Tme dr- 
cumstanccs reactive depressions may be serious and lead to suicide, for instance in illegi- 
timate pregnancy. On the other hand, many neurotic subjects become free of svirinforrn? 
dur-'**' ' ■ ' ' . ' ' • • ’ , 

hall ... aie, nowever, attached to the final stages. Towards the end of 

pregnancy toxaemia, hypertension and eclampsia may produce delirium and epileptic 
seizure, and call for a premature termination. Early termination may also be needed in 
chorea gravidarum, which is often complicated by a psychosis of the exogenous type. 

In chronic schizophrenics pregnancy has little influence on the psychotic condition. The 
majority suffer no change in their indifference. However, as Baker et al (ig6i) has shown, 
even inaccessible catatonic women can be brought to nurse their babies and mother and baby 
can be safely cared for together. 

Affective disorders occurring during pregnancy have been successfully treated with con- 
yulsion therapy without untoward effect on the course of the pregnancy or on the child 
IGoldstein tt ai, 1941 ; Thorpe, 1942). 


CTILDBIRTH AND TOERPERIDM. When one considers that childbirth, in addition 
to ns profound psychologtcal implications, involves relatively sudden and far-reaching 

e^haf.?r and their frequent complication by physical 

exhaustion, loss of blood and sometimes infection, one would expect a much rreatcr irjdenct 
oj puerperal psyclme, than is actuaffy found. It is difficult to arrive at reliable figures for 
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the incidence of puerperal mental disorder. Older figures (Engelhard, 1912) and those 
largely based on mental hospital material cite low rates of approximately i *4 per 1,000 births. 
However, in the course of recent enquiries, increasing attention has rightly been paid to 
more mild and neurotic forms of puerperal mental illness. In a study by Jansson (1964), 
to which further reference will be made, all types of illness associated in a pre-defined 
manner with the puerperium were included. Jansson’s cases formed 6-8 per 1,000 of 
deliveries in Gbteborg over a five-year period of which 2 ’3 per 1,000 were admitted to 
the mental hospital and 4-5 per 1,000 to the psychiatric clinic associated with the general 
hospital. The mental disorders associated with childbirth formed 2-2 per cent, and 4*8 per 
cent, respectively of the admissions to two types of institution. There are marked variations 
in the reports of di{Tcrcnt workers as to the relative frequency of different forms of mental 
disorder in the puerperium. Thus, Brew and Seidenberg (1950) report 41 per cent, manic 
depressives, 51 per cent, schizophrenics. Boyd (1942), combining the diagnoses of 8 workers, 
reports an average of 40 per cent, affective, 20 per cent, schizophrenic, 28 per cent, sympto- 
matic psychoses and also 1 1 per cent, neurotic or psychopathic reaction, whereas Polonio and 
Figuciredo (1955) report 48*3 per cent, exogenous or symptomatic psychoses, 27-8 per cent, 
schizophrenias and 15 -5 per cent, manic-depressive psychoses. 

Recent enquiries have shed interesting light on the situation in a number of ways. 
There has been a decline in the frequency of exogenous states of a toxic — or exhaustive — 
delirious kind, and this is sometimes attributed to the decreasing incidence of puerperal 
infections. But to some extent the change probably reflects a shift in diagnostic procedure. 
Thus Scandinavian authors, who have conducted some of the most careful and systematic 
enquiries into puerperal mental disorder, report a high incidence of cases with a clouded 
sensorium amounting, in Jansson’s material, to 30-3 per cent, of the total and 60 per cent, 
of the mental hospital cases. But only rarely is any specific disease or sustained fever found 
in such cases with ‘exogenous’ features. More surprisingly, obstetric complications nowa- 
days appear to have been no more common in patients with puerperal mental disorders than 
in those without psychiatric symptoms (Paffenbarger et ah, 1961; Jansson, 1964). On the 
other hand minor physical disease, though not toxaemia, appears to be commoner during 
pregnancy among those with psychiatric complications, and peri-natal mortality also seems 
to be higher in this group. 

Many of the difficulties of classification arise from the frequency with which confusional 
symptoms are combined with paranoid or schizophreniform features on the one hand and 
with depressive symptom clusters on the other. 

Moreover, a greater overlap between depressive and schizophrenic symptoms is found 
than in the general run of psychiatric cases. This combination was reported in ii-8 per 
cent, of Jansson’s material. This floridity and diffuseness of psychiatric symptoms is not 
confined to the psychotic disorders. It seems clear that the importance of neurotic illness 
in the puerperium has been underestimated in the past and Vislie’s (1956) figure of 
21 cases of psychoneurosis out of 67 cases of puerperal mental disorder corresponds to 
the findings of a number of authors in recent years. In these cases also transient clouding 
of sensorium may lend an atypical floridity to the clinical picture of proportion of cases. 
Thus there was a correlation between certain anxiety symptoms (‘asthenic-emotional 
features’) and clouding in Jansson’s material; the combination of the two being reported 
in 9-2 per cent, of cases. The special importance of this last phenomenon is that it is liable to 
be mistaken for an endogenous or toxic psychosis. In anxiety and phobic states approxi- 
mately 10 per cent, of cases in women commence in close association with childbirth 
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and, in a small proportion of these, clouding of the sensorium is present at the onset 
(Gurney and Roth, 1969). Clouding of the sensorium subsides in many cases and the 
diagnosis is then often simplified but hy no means always resolved. Careful follow-up 
studies are required to provide a foundation for a satisfactory classification of puerperal 
mental disorders; the results would probably prove informative for the problems of 
classification in other areas of psychiatry. 

In recent years there has been aA increasing tendency to dismiss childbirth as an 
aetiological factor in its own right and to emphasize constitutional predisposition to 
breakdo%vn as the principal underlying cause of puerperal mental disorder. Such view's 
have received some support from the f&ct that mentally ill puerperal women do not appear 
to differ significantly in respect of personality, previous illness and other relevant variables 
from women with similar disorders unconnected with childbirth (Seager, i960). Yet the 
symptoms appear in 35 per cent, of cases within one month after delivery, and the incidence 
declines very sharply after the two following months (Tetlow, 1955; )ansson, 1964). 
The study by Pugh et al. (1963) also showed that the excess of admissions to psychiatric 
hospitals occurred in the first three months post partum. 

There is, in fact, statistical evidence to suggest that childbirth is in some measure 
specific as a stress. Thus, although previous psychiatric illness had been less common in 
Jansson’s puerperal cases than in control subjects with mental illness, breakdown in close 
association with childbirth had occurred significantly more often among them. It is not in 
the indubitably schizophrenic or mamc-depressive disorders but rather in the many cases 
with affective and neurotic symptoms which have been increasingly prominent in recent 
years, that childbirth appears of special importance in precipitating illness. 

Some of the special stresses imposed by childbirth are kno^vn; others remain to be 
defined. Primiparae are more prone and particularly so if they are over the age of 30. 
Women with puerperal psychoses are significantly more often unmarried than those 
without psychiatric complications at childbirth (Tetlow, 1955; Jansson, 1964), and there 
are often other reasons m cases with puerperal psychoses why pregnancy may be unwanted. 
The happiness and fulfilment achieved m marriage will influence the attitude towards preg- 
nancy. In dependent immature women the responsibilities of motherhood are anticipated 
\\ ith fear and apprehension which mount as the time for assuming their new role grows 
imminent. The fear that the child may be defective or deformed or that the patient will fail 
in her maternal role contributes to the Stresses in obsessional and over-fastidious women. In 
other childish women the capacity for tenderness and affection is deficient and the child may 
be conceived as a rival helpless and dependent subject in the family, competing with the 
patient for the husband’s affections. Pre-morbid personality deficiencies are found far more 
often among patients with puerperal mental disorders than among control subjects after 
childbirth. Such neurotic propensities are characteristic among patients ivith neurotic- 
depressive and anxiety reactions; they are uncommon in patients with schizophrenic 
psychoses and confusional states. 

The majority of illnesses begin in the first three months after childbirth and a high 
proportion of them within four weeks. In the early stages, clouding of consciousness is 
common in the acute cases. There may be auditory or visual hallucinations, marked in- 
coherence, restlessness and agitation, periods of confusion and stupor with episodes of 
lucidity. In the commonest tj-pe of atfute p^'chosis to present in this manner, depressive 
features are already discernible at this stage, and they may be associated with paranoid, 
hypochondriacal and nihilistic ideas, Some degree of perplexity, phases of stupor and of 
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Other catatonic features arc not uncommon but, where depressive features are prominent 
tliroughout, the pieture usually becomes more unmistakably affective as the clouding of 
consciousness recedes. Auditory hallucinations closely linked with disturbances of thought, 
volition and motor activity arc, however, more ominous even in the setting of clouding 
or a depressive colouring. However, a final decision about the nature of the illness should 
be deferred until the sensorium has cleared. In some cases a persistent though variable 
confusion, perplexity, and a wide-ranging and florid clinical picture render diagnosis in 
one of the generally accepted categories of psychotic illness impossible. When the ilbess 
develops less acutely, typical schizophrenic or affective psychoses may, of course, be 
seen. 

In approximately 25-30 per cent, of cases the patient suffers from an acute neurotic 
illness, presenting with prominent depression, anxiety, irritability and restlessness. Phobic 
features may be present from the beginning or may develop as soon as the patient takes her 
first walk or makes her first shopping outing alone. In such neurotic disorders, as also in all 
those patients with markedly vulnerable personalities, or a previous history of neurotic 
breakdown, caution should be exercised in using electroconvulsive treatment. It may ex- 
acerbate anxiety and give rise to other unfortunate complications such as persistent deper- 
sonalization. In acute psychoses of predominantly depressive type, E.C.T. is the treatment 
of choice except in the milder cases in which a course of antidepressive drugs may be tried. 
However, in the presence of well-established delusions of guilt and persecution or other 
psychotic features they are unlikely to prove effective. In a predominantly schizophrenic 
psychosis, unless symptoms are clearly responding to drugs within a few days, E.C.T. 
should be used together with phenothiazines. In cases of acute neurotic breakdown the 
course may be a stormy and difficult one and weeks or months of skilful management making 
use of psychotherapy, antidepressive and tranquillizing drugs and abreactive treatment 
may be needed to bring the patient through the illness. 

Overall, the outlook for puerperal forms of illness is a relatively favourable one. Few 
patients nowadays remain in hospital longer than a few months and the establishment 
of mother-and-baby units in many psychiatric hospitals has made it much easier to provide 
effective management for such patients in a hospital setting. Residual symptoms are of 
course common and further hospitalization is necessary in a proportion of cases. In Jansson’s 
material 9-5 per cent, of the cases required admission to mental hospital for a further 
breakdown associated with childbirth over a mean follow-up period of 8 years 7 months. 
Moreover, 29-5 per cent, of the patients had been under care in a psychiatric hospital at 
some other time during the follow-up period. Needless to say, cases with indubitably schizo- 
phrenic features become chronic in a proportion of instances. But the acuteness of onset, 
the presence of clouded sensorium, the presence of an exogenous precipitant, as well 
as the common depressive colouring, are all relatively favourable features. These together 
with the long-term administration of phenothiazine drugs, account for the favourable 
results achieved nowadays in the best psychiatric hospitals. However, painstaking 
aftercare and supervision over a long period are essential if good results are to be 
achieved. 

TERMINATION OF PREGNANCY.* The termination of pregnancy in subjects suffering 
from psychiatric disorder or with a history of previous attacks of illness is a common problem 
in psychiatric practice. It puts the wisdom and judgement as well as the clinical skill of the 

* This section was written before the Abortion Act came into force in April, 1968. 
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psychiatrist to a searching test. When the puerperium was considered a necessary and 
sufficient cause of the mental disorders associated with it, the issues were perhaps clearer 
than they are today. Now that it has become generally accepted that many patients with a 
puerperal disorder also suffer from ordinary endogenous psychoses and are vulnerable to 
other forms of stress, and that the outcome is often favourable, many considerations have 
to be weighed before decisions about termination are taken. Much emphasis has been laid 
on the improvement in outlook. Martin (1958) followed up 75 cases of puerperal mental 
disorder over an average period of 2| years and found that, of 27 cases in the affective 
group, only one had had a further puerperal illness and 3 suffered attacks of the disorder 
unconnected with the puerperium. All these patients responded well to electroplexy. 
Fifteen schizophrenic patients were followed up for a mean period of 4f years and 28 of 
^schizo-affective’ disorder for 4^ years. In these two groups there was a total of three 
puerperal and three non-puerperal illnesses, all of them responding in a satisfactory manner 
to treatment. 

The follow-up period of the study was, however, limited and in other enquiries in which 
excellent results have been claimed (Sim, 1963) there has been too little information about 
the course of the illness since first contact to assess the hazards involved. Even the relapse 
rates for puerperal psychosis recorded over short periods of observation can hardly be 
dismissed as a negligible hazard. Close observation (Baker, 1963) suggests that relapse is 
common in the first year after childbirth. Moreover, as already indicated, there is evidence 
to suggest that childbirth is more than an unimportant trigger but must, to a limited degree, 
be regarded as one of the causes of the mental disorder associated with it (Jansson, 1964). 
It has to be remembered also that, in the case of schizophrenia, little is known as yet about 
the outcome of treatment over long periods of observation. Further, in many patients, 
symptoms are held in abeyance only with the continued administration of phenothiazine 
drugs and much social and psychological support. 

In each individual case the many facts to be weighed will include the detailed charac- 
teristics of the illness, the degree of association of previous attacks with childbirth, on the 
one hand, and with other causes on the other, the time that has elapsed since the last attack, 
the patient’s and the family’s attitude to the pregnancy, and the evidence of lasting schizo- 
phrenic defect in personality. In some cases, the psychiatrist will be driven to conclude 
that even a small risk of relapse into a psychotic illness would be unjustified and that 
pregnancy should be terminated. The risk of precipitating a schizophrenic or other psy- 
chotic illness by the operation for the termination of pregnancy can hardly be accepted 
as equal to those entailed in giving birth to and rearing another child, particularly 
where other family circumstances are unfavourable, or the mother's resources for coping 
with emotional problems are limited by persistent illness, personality damage or 
both. 

Even if he takes an optimistic view of the overall statistical prognosis for puerperal 
psychosis, the psychiatrist may yet find a compelling case for termination of pregnancy in 
the individual patient. There are subjects, for example, in whom psychosis has consistently 
followed childbirth but rarely or never developed at any other time. This could of course 
be due to an unlikely play of chance. But to act on this interpretation would be to gamble 
in an irresponsible manner with the health of the patient. A stage may be reached in 
a case such as this, particularly where the social setting is unfavourable, at which further 
pregnancy is likely to damage the patient’s health. If he judges this to be the situation 
the psychiatrist is fully justified in recommending termination of pregnancy. * 



CLINICAL PSYCHIATRY 


378 

Patients who liavc had a psychotic illness constitute only a small proportion of 
in whom the clinical psychiatrist has to take decisions about possible tcrminatic 
pregnancy. The majority of such patients suffer from neurotic depressions, anxiety j 
and personality disorders. There has generally been a former neurotic breakdown, in 
cases after a previous pregnancy. This has perhaps led to some degree of neurotic disal 
or residual symptoms, in the form of persistent anxiety, phobias, marked irritat 
frigidity, often with domestic strife and an increasing fear of further pregnancy, i 
patients arc unmarried and these and others often express suicidal ideas or threats. 1 
may contain an element of blackmail but often the personality background proves 1 
unstable and there is a history of impulsive suicidal attempts after exposure to frustra 
In the majority of these cases the correct course is to provide psychiatric treatment 
support and help the patient to accept the pregnancy. Where domestic and social cin 
stances arc favourable and the patient’s problems are handled with sensitivity and skil] 
will often succeed. In the remaining patients who cannot be brought to face pregnancy 
risk of suicide, or further breakdown, and of possible damage to the marriage and the fa 
and the ultimate effects of these complications on their mental health have to be asses 
There is little substance in the view that suicidal acts are rare in pregnancy. After a revie 
the literature, Whitlock and Edwards (1968) concluded that pregnancy can be an associ 
factor in about 5 per cent, of all female suicides. In their own study of 30 pregnant wo 
who had made suicidal attempts no evidence emerged that pregnancy provided any pre 
tion. Their finding that 7-2 per cent, of 483 women who had attempted suicide ■' 
pregnant agrees well with other Australian figures (Boxall and Chauvel, 1966) and obse 
tions in Great Britain (Harrington and Cross, 1959). Risks of this order can hardl] 
ignored. Suicidal hazards apart, the psychiatrist cannot overlook the manifold thi 
to the future welfare of mother and child that an unwanted pregnancy so often porte 
Recent enquiries in Sweden (Forssmann and Thuwe, 1965) have shown that chik 
born to mothers refused termination (between 1939 and 1941) and followed until the 
of 21 were at a disadvantage compared with a matched group, in every aspect stud 
More than a quarter were born out of wedlock, 60 per cent, had an insecure childh( 
as judged by a number of criteria. They were more often educationally retarded, dc 
quent, subject to alcoholism, anti-social, unable to support themselves and meni 
unstable. The women in question had been refused termination before the law in Sw£ 
was broadened in 194b to include social criteria as relevant to therapeutic abortion, 
authors of the study concluded that the very fact that a woman applied for 1 
abortion meant that the prospective child ran a risk of having to surmount far gre 
social and emotional handicaps than the general run of children. One may add 
the health and welfare of mother and family would not be likely to remain unaffectei 
the process. 

Decisions about termination should always be taken in close consultation with 
gynaecologist and the family doctor. If the psychiatrist’s objection to termination ar 
from ethical or religious grounds, he should make this clear to the patient and her med 
advisor and leave him free to refer her elsewhere. Termination may be followed by feeli 
of self-reproach and much emphasis has been laid on Ekblad’s (1955) finding in the coi 
of a follow-up of 479 c^ses of terminated pregnancy, that 1 1 per cent, expressed serious, 
24 per cent, mild self-reproach. However, social and economic hardship have long h 
among the indications for termination in Sweden and the situation in Great Britaii 
unlikely to be comparable when new legislation comes into force. In the authors’ opir 
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psychiatric complications after termination are rare. The great majority of patients are 
‘well, co-operative and grateful’ (Tredgold, 1964). 

The legal position concerning termination is discussed in Chapter XIII. 


SENSORY DEPRIVATION. During 1953-58 Hebb and his associates (Hebb, 1961; 
Heron, 1961) carried out research into ‘perceptual isolation’ which established the basic 
phenomena — that in states where subjects are denied one or another form of sensory stimuli, 
hallucinations and impaired cognitive functioning occurred. Hebb claimed that the hallucin- 
ations resembled those produced by mescaline and exposure to flickering light. Visual 
hallucination predominated and the imagery increased in complexity, duration and persis- 
tence as the period of deprivation was extended. He observed how the subject could describe 
the imagery while it was being experienced. Some elements were dream-like, some not. 
Much was vivid and as if in front of the eyes. 

After a brief stay in the isolation chamber, subjects found they could not concentrate. 
They began to be uncertain whether they were awake and day-dreaming, or asleep and 
having dreams. In some instances they reported feeling dazed and confused. 

Hebb and his co-workers withdrew from this field before the precise aetiology of the 
unusual mental symptoms they reported in their subjects was established. A great deal of 
subsequent research also failed adequately to explain the phenomena. 

Ziskind who has worked on these phenomena since 1958 pointed out that it is their 
complexity that has impeded progress. Sensory deprivation is not a unitary condition since 
a variety of factors, including an unchanging environment, variable reduction of sensory 
input, as well as factors such as restricted motion, confinement and social isolation contri- 
bute m differing degrees under different circumstances. The manifestations of the phenome- 
non are also complex (Ziskind, 1964). Ziskind and his collaborators (1963, 1965) decided to 
concentrate on acute sensory deprivation m patients inanophthalmologicalward who(usuany 
after surgery for cataract or detached retina) were required to have patches excluding the 
light from both eyes, to lie in one position for one or more days and were denied visitors 
post-operatively for two days. The subjects were retested at a later stage so as to eliminate 
any possible effects of the operation itself. 

Ziskind sought to define very closely the symptoms which were observed. They occurred 
in clusters and in his view constituted a syndrome characterized by the following features: 

(i) Visual imagery consisting chiefly of dream-hke perceptual distortions. They were 
unlike dreams in being accompanied by some purposeful, well-coordinated movement 
which awakened the subject from sleep. TJicy were not hallucinations as there was no lack 
of insight. Hypnagogic ‘private cinema’ phenomena were reported in some subjects. 

(ii) Activity in contravention of instructions the patient had been given as an essential 
part of the treatment of their eyes. Removing the patches or changing the lying position 
was involuntary, and occurred in periods when the subject was half-asleep and probably 
experiencing sensory stimuli, such as discomfort. In some instances the accompanying 
dream content referred to internal stimuli, 

(ill) Very transient confusion—a momentary disorientation in a half-awake state in 
patients without cerebral 'organic' or toxic manifestations. 

(iv) More frequent periods of sleep than normal. 
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(v) I'^rcc-flonting anxiety ranging from the mildest form to near panic. 

(vi) Restlessness. 

'J’he first stage of their series of experiments confirmed these workers in the belief that 
the abnormal mental symptoms occurred in periods of reduced awareness and were aber- 
rations of half-sleep, half-wakefulness. They were increased and prolonged by sensory 
deprivation and furtlicr supplemented and brought into prominence by the questioning of 
the experimenting team. 

In the second stage they sought support for this opinion by increasing stimulation in 
their eye-patched patients. If sensory deprivation were the cause of the symptoms, an 
increase of stimulation should either remove or change them. Auditory stimuli and the 
continuous presence of relatives with the patients failed to produce conclusive differences in 
the incidence of mental symptoms. Constant monitoring of the subjects also revealed that 
mental symptoms varied with states of wakefulness. 

In the third stage they put eye-patches on normal persons for ten-minute periods and 
roused normal subjects early in the morning. Both were given instructions to record the 
imagery they saw. The instructions were worded in a declining order of definiteness. The 
results demonstrated clearly that the more specific the instruction the more imagery was 
recalled. The authors interpreted this as indicating that normal imagery is present at all 
times and only requires deliberate focusing to bring it to notice. 

The view that the hallucinatory and pseudo-hallucinatory experiences reported in the 
course of perceptual isolation experiments are due to intermittent reduction in the level of 
awareness is supported by the finding of E.E.G. changes both in the course of brief (Marjern- 
son and Keogh, 1967), and prolonged sensory and perceptual deprivation (Zubeck and 
Welch, 1963). The finding that the hallucinatory experiences and the impairment in 
cognitive functioning were associated with fleeting periods of sleep does not wholly exclude 
the contribution of reduced sensory input for this may play some part in the initiation and 
prolongation of the periods of reduced awareness. Although the ‘hypnoid’ syndrome 
described by Ziskind appears to differ sharply from the delirious states in that it is fleeting 
and unaccompanied by amnesia for the experiences, the difference may be quantitative 
rather than qualitative. Indeed reduction of sensory input such as that entailed in the after- 
care of patients who have had operations for cataract may in brain-damaged or elderly 
subjects be associated not merely with fleeting interruptions of wakefulness but with a full 
picture of acute delirium. The states of acute confusion sometimes observed in elderly 
subjects with early brain damage when they are suddenly placed in the totally unfamiliar 
surroundings of a hospital ward probably have some affinity with these conditions since they 
are associated with interruption of the sensory cues from a familiar environment which 
are essential to maintain correct orientation in such individuals. 

Ziskind emphasizes the ‘brief duration and transience’ of these hypnoid symptoms and 
suggests that it is this characteristic of the syndrome that has prevented its recognition m 
other situations where sensory deprivation has been examined. If his theory is accepted the 
hope that the study of sensory deprivation will throw light on psychosis is diminished. The 
practical implications, however, are clear both for hospital procedures, and in regulating the 
conditions of work in such occupations as long-distance driving or radar-scanning. Reduced 
awareness can be recognized as a hazard and ‘circumvented by counteracting boredom and 
fatigue and by the intensification and multiplication of stimuli in several senses’. 

The results of experiments in which sensory stimulation is interrupted or reduced for 
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comparatively brief periods are not necessarily relevant when considering chronic states of 
isolation such as those obtaining in prisoners kept in solitary confinement or among im- 
migrants cut off from social contact by the barriers of language and unfamiliarity with them 
environment. These conditions, together with deafness which also impedes social commum- 
cation, are more complex situations than those created by short periods of experimental or 
clinical perceptual isolation. 

DEPRIVATION OF SLEEP. This has certain affinities with sensory deprivation in 
that after prolonged wakefulness subjects manifest a tendency to ‘lapses’ in their psycho- 
logical actirity in the course of which changes in the electroencephalogram have been 
observed (Bjemer, 1949). Hallucinations and delusions, as well as lapses in consciousness 
may be reported after prolonged states of deprivation. Although there may be little apparent 
impairment in psychological performance during short tasks, there is a fall off in accuracy as 
the duration of the task is increased. The unevenness and inefficiency in the performance of 
sleep-deprived subjects are brought out particularly clearly in tasks paced by the experi- 
menter (Williams et al, 1959). Prolongation of the reaction time to weak signals and the 
marked increase in the within-trials variance in performance scores have also been showm to 
be characteristic of the sleep-deprived state (Cohen et al, 1961). The latter is a particularly 
sensitive measure and might find application in the clinical investigation of subjects suffering 
from sleep disturbances or subtle impairments of awareness. 

Advances in knowledge have perhaps been most striking in recent years in the fields of 
metabolic and endocrine disease. However, there have been developments also in relation to 
the clinical psychiatry of pregnancy and childbirth. It is perhaps the field of infectious 
disease that has seen fewest changes, probably owing to the decline in clinical importance of 
these disorders. 


Infectious Diseases 

Symptomatic psychoses due to infection have become rarer with the diminution of 
infections and the suppression of se^'ere symptoms through preventive inoculation, chemo- 
therapy and antibiotics. 

Rheumatic fever and chorea: Rheumatic fever, an illness of unknotvn causation, which 
bears some relation however to the occurrence of a preceding infection with a strain of 
Group A beta haemolytic streptococci, has several psychiatric aspects. Cases with acute 
delirium and hyperpyrexia have now’ become very rare and some workers have doubted their 
rheumatic nature, hlental complications such as apathy, clouding of consciousness, emo- 
tional lability and semi-stuporose, sleep-like conditions, are still seen in the subacute form 
of the illness, especially in children. Almost all patients with severe mental symptoms also 
develop chorea. 

Rheumatic children with and without cardiac disability are often handicapped educa- 
tionally and emotionally. This is an important social and psychological problem because of 
the high incidence of the disease affecting up to four children in every hundred. Their 
schooling and readjustment has been made the subject of a vigorous public health pro- 
gramme in certain parts of the United States (Levitt and Taran, 1948). 

Rheumatic chorea, probably an affection of the basal ganglia, actiologically closely 
Imlted with rheumatic fever, shows psychological symptoms in almost every case. The first 
symptoms of chorea maybe irritability, sulkiness, disQbedicnccandmisbehaviDnrinchiWren 
or the opposite, unusual placidity, lack of spontaneity, inattentive and absentminded 
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behaviour. Psychopathic heredity or constitution has been claimed as predisposing t 
chorea, and schizophrenia has been found more frequent in the families of choreie childrei 
than in the average population (Guttmann 19360). It has not been proved that a specia 
type of personality is predisposed to chorea. 

As soon as choreic movements become manifest, the diagnosis is easy; but akinetic case: 
with semi-stupor and mutism may be misdiagnosed as early schizophrenia. Rheumatit 
chorea has its maximum incidence between the ages of ten and fifteen, is extremely rare ir 
persons over twenty, and is twice as frequent in girls as in boys. 

Resides the hyperkinesis emotional disturbances are frequently present: depression 01 
excessive hilarity; distractibility, absentmindedness, hypervigility, or lack of attention 
insomnia and an anorexia which if combined with difficulty in swallowing may lead to £ 
dangerous state of undernourishment. Delirium with continuous hyperkinesis is anothei 
serious complication. On the whole, mental symptoms go parallel with the choreic move- 
ments, while arthritic pains usually cease when the chorea begins. The illness lasts from sis 
weeks to six months, but relapse occurs in one-third of the patients. There may be a neuras- 
thenic-depressive aftermath, but hypomanic states have also been observed, all of shor) 
duration. More serious are motor abnormalities, such as twitchings, tics and compulsive 
utterances sometimes persisting into adult life. The latter, first described by Osier in 1894, 
may be involuntary grunting or ‘barking’ noises, but sometimes swear words or obscene 
utterances distressing to the patient and his audience have been observed (Creak and Gutt- 
mann, 1935). 

Pulmonary tuberculosis: A symptomatic psychosis is very rarely seen in pulmonar}’ 
tuberculosis, and when it occurs probably indicates either a secondary pneumonic infection, 
or the spreading of a miliary tuberculosis to the meninges. However, the mental state of the 
‘consumptive’ has frequently been the subject of medical attention and the classical ‘spes 
phthisica’, though not now very frequently seen, has been attributed to a direct toxic effect 
of the infection on the brain. It is mainly observed in acute caseous tuberculosis. Other 
features, hypochondriasis, egocentricity, emotional lability, depression, may each or all be 
found, as also such hysterical behaviour as a demonstrative indifference to moral restrictions 
and a reckless disregard of reasonable medical advice. These symptoms are obviously the 
psychogenic reactions of neurotically predisposed young people to their special situation and 
their awareness that they are suffering from a severe and dangerous illness. In the sanatorium 
men and women in the prime of life used to spend months or years in enforced inactivity- 
Their illness, which in itself caused little discomfort, had a very doubtful outlook. The 
atmosphere of such a place possessed a morbid quality, and exerted a bad influence, especi- 
ally on those with some psychopathic traits. The early symtoms of pulmonary tuberculosis 
often include a general malaise and weak 7 iess not infrequently wrongly diagnosed as neuras- 
thenia. This may be followed by a false feeling of well-being; and as sexual drive is not 
impaired by the disease, concentration on sexual indulgence may become a problem. With 
modern developments in the chemotherapy of tuberculosis most of the complications, and 
those associated with sanatorium life in particular, have ceased to have more than historical 
importance. 

Malaria: Malignant tertian malaria may start with an attack which is predominantly 
cerebral in localization. Delirium or drowsiness followed by coma are the main symptoms, 
focal signs such as paraphasia, hemiplegia, convulsions and chorea-athetotic movements can 
be seen ; the patient may have to be restrained because of excitation and violent behaviour in 
epileptiform twilight states. Exogenous reactions tend to subside with the malarial attack 
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In these cases capillary blockage by parasitized corpuscles occurs in the brain leading to 
characteristic changes, and the formation of ‘malaria granulomata’ (Arieti, 1946). Many 
other mental abnormalities have been attributed to chronic malaria but with the wide 
prevalence of malarial infection in certain tropical regions, it is difficult to obtain a clear pic- 
ture of the causal connections. 

Trypanosomiasis: African sleeping sickness caused by Trypanosoma gambiense has long 
been known to involve the central nervous system producing sleepiness and simple dementia, 
sometimes with euphoria, carelessness and neglect similar to the clinical picture of general 
paresis. The resemblance of the cerebral findings to the latter was pointed out by Mott. The 
oKr.1-. — *1--.- r • • — * lersonality and 
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Tooth (1950) found mental symptoms in 84 per cent. 

Typhoid and typhus: Among infections of bacterial causation, typhoid fever has always 
been known for its many mental complications. A hypomanic colouring is often found in the 
initial delirium, before there is much clouding of consciousness and euphoria may persist 
into the height of the fever. In the collapse delirium of typhoid, disturbance ofsenseof time 
has been observed, but it seems doubtful whether this is characteristic of enteric fever only. 
Severe dysmncsic conditions, depression and hypomania may follow during convalescence. 
Protective inoculation has modified the physical signs, but mental changes may be present 
in abortive cases. 

Another infection with a characteristic cerebral pathology js the louse-bornetyphusfever, 
of which widespread epidemics occurred in certain theatres during the last war. Sub- 
jective symptoms early in the disease are headache, irritability, giddiness and insomnia. 
After a short period of drowsiness, delirium with very vivid dream-like hallucinations com- 
mences, lasting over the whole period of raised temperature. States of panic with violence 
and restlessness, ideas of persecution and fantastic delusions are frequent. The clinical 
picture differs from typhoid fever in the much more serious and ‘organic’ mental symptoms 
Excitation may subside and be followed by a stuporose state with catatonic and^extra- 
pyramidal motor signs. ‘Coma vigile’, a severe akinetic state, is seen before the fatal end 
(v. Stockert, 1943). 

Mental sequelae in those who survive typhus are especially frequent and may be severe 
and in some cases mental dcterioratton may be permanent. Neurological findineUave been 
related to vascular cerebral lesions. In the cerebrospinal fluid pleocytosis and increase of 
globnitn am often present. In the cerebral pey matter nodules of endothelial proliferation 
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scs is larf'c. There is, however, no proof that influenza carries with it any special tendency to 
mental abnormalities. What has struck all observers is the frequency of depressive pictures 
during and after influenza; from larger scries, however, it seems that delirium and subacute 
delirious states are at least as frequent. Depressive stupor may appear as early as the febrile 
period ; and post-infective depression and neurasthenia may last jfor months after influenza 
and reach suicidal depth. Depression and even suicide are also a rather frequent' complica- 
tion of infective hepatitis. 

In septicaemia the degree of mental involvement depends on the nature of the causative 
organism. Whereas the pyogenic streptococcus and staphylococcus aureus almost always 
produce menial symptoms, the anaerobic streptococcus leaves the sensorium free. The 
scpticaemic patient is drowsy, slow, apathetic, often has a deceptive feeling of well-being, 
wants to get out of bed and seems without insight into the seriousness of his physical 
condition. Clostridium Welchii on the other hand with its powerful exotoxin, has no effect 
on the central nervous system and the patient suffering from gas gangrene remains remark- 
ably clear and in contact with his surroundings. The same holds true for tetanus w'hen 
painful spasms are experienced by the patient without any clouding of consciousness. 

In diphtheria, the exotoxin of wdiich so frequently involes the peripheral nerves, psycho- 
logical symptoms arc equally rare. When they occur, they indicate encephalitis or cardiac 
involvement. Bacillary dysentery and cholera also are not often complicated by delirious 
states, although in the later stages of cholera the so-called cholera-typhoid with exanthema 
and mental symptoms has been described as a serious complication. 

Among the infections due to a filtrable virus smallpox is frequently accompanied by 
delirium with great restlessness which appears with the primary fever. It may subside after 
the eruption of the rash, but a severe delirious condition will return with the secondary fever. 

COURSE AND PROGNOSIS 

Broadly speaking, the course of a symptomatic psychosis is closely linked with the 
underlying physical illness. Some exceptions to this general rule have been mentioned under 
the headings of the individual illnesses. The prognosis is good if the patient survives : but it 
is well to remember that a psychosis is in itself a serious complication of the physical illness, 
interfering with medical treatment and making the nursing more difficult. A delirious 
patient may injure himself in his restlessness, or in a state of panic run into the open or jump 
out of a window. Suicide is a definite danger in post-infective neurasthenia where depression 
is marked. 

DIAGNOSIS AND DIFFERENTIAL DIAGNOSIS 

As a rule there is no great difficulty in recognizing the clouding of consciousness, which is 
the cardinal sign throughout the whole range of symptomatic psychoses, from the mildest 
to the most severe. Once chemical intoxication and head injury are excluded, and search 
for the neurological signs of organic disease of the nervous system has proved negative, every 
condition in which clouding of consciousness can be detected should be suspected of being 
symptomatic in nature. This means that every appropriate elinical and laboratory method 
must be used to discover the underlying physical illness, in order that treatment may be 
rationally applied. Great difficulties in the way of diagnosis may be met with: the full 
physical examination of a restless and uncooperative patient may be barely possible; a 
history may be unobtainable; in the early stages of illness laboratory findings are often m- 
conclusive. But it is indefensible to abandon further physical investigation, and to make a 
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facile diagnosis of schizophrenia or mania, when the clinical picture suggests a symptomatic 
psychosis. General physicians should be familiar with the main mental symptoms accom- 
panying physical illness, and consult the psychiatrist when in doubt. 

In most cases the specific cause of a delirious state is readily gauged from the history and 
physical examination. Among the more elusive causes are dehydration and electrolyte 
disturbances which may follow surgical operations. Potassium deficiency may also occur in 
patients who have suffered from prolonged diarrhoea and it is sometimes produced by 
prolonged and excessive purgation. Chronic subdural hacmatoma often causes fluctuations 
in consciousness during a delirious state, and malignant disease may also give rise to 
difficulties in diagnosis. In a small proportion of cases delirium may occur with or without 
peripheral neuropathy as the first manifestation of a primary carcinoma. Months or years 
may pass before the site or nature of this can be confidently identified: in one case seen by 
one of the authors, a confusional state of obscure aetiology thus preceded the local symptoms 
and signs arising from a carcinoma of the bronchus by nearly four years. 

Accidental difficulties of diagnosis may be caused in a number of tvays. For instance, the 
administration of sedative drugs, such as barbiturates, in the early stages of an attack 
of schizophrenia may cause clouding of consciousness and so awake the suspicion of a 
symptomatic psychosis. Antibiotics rashly given as soon as there is a rise in temperature, may 
obscure physical findings and, by their toxic effect on the patient, the mental picture too. 

Other and less avoidable difficulties arise when an attack of schizophrenia or manic- 
depressive psychosis is precipitated by a physical illness such as an infection. This is quite 
frequent in puerperal cases. The existence of an endogenous psychosis may be suspected 
from the family historj’ or from the previous history of the patient, and it is then well to 
reserve opinion on the prognosis. It is often impossible to differentiate a symptomatic from 
an endogenous psychosis as long as the physical illness persists, and judgement has to be 
postponed. 

As has been mentioned before, the snbaaUe delirious state may simulate an acute schizo- 
phrenic or manic attack, incoherence being a prominent feature common to both. It should 
be remembered that catatonic movements are found not only in schizophrenia, but also in 
other conditions of impairment of cerebral function such as delirious states and epileptic 
imlight states. Unless there is a previous history of epileptic attacks, it is particularly diffi- 
cult to distinguish the epileptic twilight state from a symptomatic psychosis, in which 
seizures sometimes occur. Furthermore a symptomatic psychosis may mask the beginning 
of a chronic epilepsy, especially in children. In general, epileptic equivalents and acute 
schizophrenia do not show the fluctuations in clouding of consciousness with lucid intervals 
and return of insight, which are seen in symptomatic psychoses. 

The differentiation of meningitis and encephalitis from a symptomatic psychosis de- ’ 
pends on neurological and focal signs, but is often impossible in the early stages without 
examination of the cerebrospinal fluid. 

TREATMENT 

The treatment is in the first place that of the underlying physical illness, but is subject to 
some special difficulties and has to be modified to meet some particular requirements. The 
inability of the patient to co-operate, his inaccessibility and restlessness, often make rational 
treatment a formidable task, which may tax to the utmost the resourcefulness of the physi- 
cian and the devotion of the nursing staff. 
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One of the first problems to face the doctor is the question whether the patient sh^ 
transferred to a psychiatric hospital. If the general liospital in which he is placc( 
psychiatric unit, a delirious patient should be moved there, if only for the sake of th 
patients in his ward. If the delirium is of the milder type, he can be treated in a singl 
adjoining a medical ward, but only if a special nurse can be provided round the do 
danger of sclf-injuiy and suicide in these eases is often underrated. If no psychiatric 
available, all difficult cases should be transferred to the nearest psychiatric hosf 
observation ward. 

If there is any reason to suspect nutritional deficiency, the patient should bepr 
with a balanced diet including milk, meat, eggs, vegetables, fruit juices, whole-grain 
and bread. In such cases it is also worth while giving parenteral injections of vita 
complex which may be conveniently administered in the form of ‘Parenterovite fc 
doses of 7 ml. intramuscularly. According to some workers, nicotinic acid and nii 
mide arc cficctivc in some symptomatic states. But there is no very satisfactory ev 
that the deficiency of this or any other vitamins plays a part in the aetiology of the 
proportion of cases of confusional state of obscure aetiology seen in relatively a 
countries. However, if no satisfactory explanation can be found for the persistence of 
of clouded consciousness, nicotinic acid in doses of 300-400 mg. or nicotinam 
doses of 150-200 mg. daily by mouth may be given. It is hardly worth persisting wi 
form of treatment beyond 6-7 days if no response occurs. It is always important to c 
dehydration by the administration of intravenous 5 per cent, glucose; vitamin B can b 
vcnicntly added to the intravenous infusion if required. 

In a proportion of the cases the delirious state resists all therapeutic measures, tl 
difficulty in feeding the patient and the exhaustion caused by his continual restlessness 
cause for concern about his general health. A brief course of electroconvulsive trea 
should then be considered. There are certain groups of patients in which this is sp£ 
indicated. There are those, for example, in whom some specific cause for sympto 
psychosis has been identified but has been brought under control without a change 1 
patient’s mental state. Certain toxic delirious states and post-operative confusions fal 
this group. It has to be remembered, however, that in elderly subjects, cerebral ar 
sclerosis may be the underlying cause, and E.C.T. should be avoided in these cases as 
possible. There is another group in which mild clouding with a severe depressive coIo 
persists, or in which a state of stupor initially associated with clouding of consciousnes 
pronounced E.E.G. changes continues after there is reason to believe that the patier 
regained contact with his environment. There is, finally, that group of cases in whic 
most painstaking search has failed to reveal any specific physical cause for the confu: 
state. In all these groups of cases the effect of two or three E.C.T. treatments can be c 
atic and, at times, life-saving. The response is usually prompt and recovery often con 
(Roth and Rosie, 1953). 

Post-infective neurasthenia and depression may be severe enough to warrant the 
supervision and the same type of treatment as an attack of endogenous depressior 
Chapter IV, p. 228). In all patients showing the mental sequelae of physical illness, e 
thing should be done to speed up bodily convalescence and at the same time to est£ 
a psychological situation favourable to recovery. Skilled nursing of the confused p: 
is of the highest importance. He should, if possible, be cared for by the same day and 
nurses throughout his period in hospital. His orientation and hold on reality are fu 
helped by visits of relatives (see p. 602). The management of these cases has 
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transformed by the advent of phenothiazines, as restlessness is readily controlled by chlorpro- 
mazine or thioridazine in doses of 50-100 mg. three times daily; in restless or aggressive 
behaviour an initial intramuscular injection of 50 mg. chlorpromazine should be given. 
Cases which cannot be rapidly controlled in this way are uncommon and an intramuscular 
injection of 4-8 ml. paraldehyde is occasionally required to subdue restlessness and promote 
sleep. Morphine should never be administered to delirious patients. Quiet surroundings, 
shaded lights and other methods of reducing sensory stimulation can be helpful; but the 
fears and restlessness of a delirious patient often increase in total darkness. 



CHAPTER VII 


ALCOHOLISM, DRUG ADDICTION AND 
OTHER INTOXICATIONS 


'I’he mental symptoms caused by intoxicants resemble those of the symptomatic psycho: 
Although BonhoefFcr first described his ‘exogenous reaction type’ in relation to the mei 
symptoms of physical illness, it was soon found that the basic clinical syndromes were £ 
seen after the absorption of toxic suhstmices with a special action on the central nerx, 
system. However, in addition to these general effects, almost every such substance or gre 
of substances has a specific psychological effect, especially if it is administered in small £ 
harmless doses. Some of these specific effects justify the use of certain drugs as medicir 
and this will be discussed in this chapter. 

Intoxicants may be absorbed hy accide7it, as in coal-gas poisoning; they may make tf 
way into the body in the course of daily work, as in industries where men are employ 
working with lead or mercury; or they may be given as medicines, as is the case with b 
mides and morphia. A special problem is set by those intoxicants which lead to addict 
through their relief of tension or pain, their sedative or hypnotic effects and the so( 
acceptance of their habitual usage, such as alcohol and opium. The use of such intoxica 
is universal among different patterns of culture. The subject of addiction is of grow 
significance in modern psychiatry and, as it is the most important section of this chapt 
will be dealt with first. 


ALCOHOL AND ALCOHOLISM 

Intoxication with ethyl alcohol is by far the most important branch of psychiatric tox 
ology. Its basis is a universal habit from which addiction springs with far-reaching con; 
quences, both practical and social. The good effects, from the social point of view, of 1 
consumption of alcohol in moderate amounts cannot be measured but can hardly be deni< 
To mention but one, the social converse of tired and over-strained people at the end of 1 
day would be very much more difficult without it. The ill effects, on the otlier hand, : 
shorvn on a massive scale and can be expressed in cold figures, in the frequency of men 
and physical diseases caused by alcoholism, the incidence of crimes due to drunkenne 
the debasing effect on the social niveau of persons who spend an undue proportion of th 
income on intoxicating beverages. It is no part of our purpose here to discuss tire enormc 
literature which has been accumulated on these aspects, apart from mental disc: 
itself, except to say that there is, as yet, little awareness among the general public of t 
gravity of the problem of alcoholism and of the fact that it is a disease. The medi' 
profession as a whole has become more conscious of the problem but knowledge about t 
incidence of alcoholism, about the premonitory features of chronic addiction, and the ne 
for medical intervention at early stages in the development of heai’y drinking is all t 
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often on a superficial plane. Psychiatrists, more than other medical men, have emphasized 
the dangers of alcoholic addiction, and such eminent figures as Kraepelin, Forel, Bleuler 
and Abderhalden have been in the forefront of temperance movements. They had to 
contend with the influence of brewers and the ‘trade’ on the press, politics and public life, 
and above all the social acceptance of habits of drinking. 


Incidence 

It is the view of many obsen’ers that alcoholism is a problem of growing dimensions in 
all highly developed and affluent societies, but these are mere impressions. Precise facts 
about current prevalence and incidence of alcoholism and about changing trends in recent 
decades do not exist and would be very difficult to obtain. In England and Wales the numbers 
of persons admitted to mental hospitals with the diagnosis of alcoholic psychosis and 


alcoholism, or variations in diagnostic practice rather than increasing prevalence. In 1961 
admission rates in Scotland were 4 times higher than in England and Wales. One-third of 
first admissions of middle-aged men (43-54 years) to Scottish mental hospitals were suffering 
from alcoholism or alcoholic psychoses (Morrison, 1964), and male admissions for 
alcoholism were one-fifth of all admissions in Scotland. As compared with other psychiatric 
diagnoses where social class V has a massive preponderance, social classes I and II have 
much the highest rates of admission for alcoholism and alcoholic psychosis in England 
and Wales. In 1957 the peak admission rates were found in the 34-35 age group, while in 
1953 the peak appears a decade later, in the 45-49 range. Persons are becoming addicted 
or being referred for treatment at an earlier age except in social class V where they tended 
to be older in 1957 than in 1952. 

Those admitted to hospital represent, of course, only a small proportion of the total 
number of alcoholics. Parr (1957) conducted an enquiry into alcoholism in general practice 
and arrived at a figure of 1 1 alcoholics per thousand persons over the age of 20. The sex 
ratio which Parr estimated to He between 7 ; 4 and 2 : i with males preponderating is 
close to figures derived from hospital admissions, which show a ratio of appro.x:mately 
3^ : I. However, alcoholics consult their doctor only when forced to do so because of the 
symptoms of chronic intoxication or conflict with the law, and Parr estimated that 
practitioners were aware of the predicament of only one in nine of their alcoholic patients. 
Parr’s overall prevalence figure would yield a total of about half a million alcoholics in 
England and Wales, which is higher than the 350,000 estimated on the basis of the Jellinek 
formula in 1951. 

In a recent issue of the magazine of the World Health Organization the figure of over 
5,000,000 alcoholics is cited for the U.S.A. This does not include the much higher propor- 
tion who can be regarded as ‘problem drinkers’ and yet amounts to i out of every 15 
adults. Similar estimates are said to have been made for countries such as Canada, 
Australia and New Zealand. The number of ‘excessive drinkers’ estimated by the West 
German authorities is clearly not comparable but is quoted as adding up to 7,000,000. 

As far as hospital admissions in other countries are concerned Jellinek has given the 
following figures: in the United States in 1950 the number of first admissions to hospital 
w ith psychosis was 106,707, and of these 5,450 wre first admissions w ith alcoholic psychosis. 
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i.c. 5*1 per cent. In Sweden the rate is higher: in 1949 there were 9,117 admissions, 7I 
or 8-6 per cent, being for alcoholic psychosis. In Finland the rate is lower, 190 out of a tot 
of 7,614 admissions in 1949, ^’5 cent., and in Norway it was lower still, only 23 out 

1,723, or 1*3 per cent. In other countries information is more difficult to get. Jellinek h 
been able in France to find data only for a single Department, that of Gers, where in 19^ 
the alcoholic admissions constituted 17*6 per cent, of all admissions for psychosis. The ve 
high value of this figure has to be considered in the light of the fact that, in France, tl 
compulsoiy admission of a patient to a mental hospital may be enforced on the grounds 
alcoholism which is rarely the case in this country or the U.S.A. 

The prevalence of alcoholism appears to be markedly affected by social and cultur 
factors. In under-developed countries and among individuals living within a simp 
culture, drunkenness is generally agreed to be rare except for periodic celebrations of a 
orgiastic kind in which this, as also other forms of disinhibited behaviour, are permitte 
in a group setting. In highly-developed and affluent societies alcoholism is almost univers 
but wide variations in prevalence are found. There is no wholly satisfactory explanatio 
for the observed differences although a number of hypotheses have been advanced. I 
France it is said that approximately a third of the adult population derives part or tl 
whole of its income from the production or sale of alcoholic beverages (Kessel and Waltoi 
1965). There is a large measure of tolerance for wine drinking which is indulged in steadil 
during the working day by a relatively high proportion of the population. Drunke 
behaviour is rarely observed though chronic intoxication with consequent impairment c 
health is common. In Italy on the other hand it is claimed that drinking during workin 
hours and alcoholism in general is much more strongly disapproved of with the result tha 
although wine production is of great economic importance, alcoholism is said to b 
relatively rare (Kessel and Walton, 1965). In the United States, the first year after th 
introduction of prohibition (1920) saw a marked reduction in the number of cases c 
drunkenness but the contraband indices of the prevalence of alcoholism showed a stee 
rise. It is of interest that the prevalence of alcoholism among Irish Americans is two 0 
three times higher than that in any other section of the population (Hyde and Chisholm 
1944), while Jews, who number 15 per cent, of the population of New York State 
contributed only i per cent, of all white first admissions to mental hospitals with alcoholi 
psychosis (Malzberg, i960). The absence of strong taboos against alcohol amongst th 
Jews and their strong social cohesion has been advanced in explanation of this relativ 
immunity (Pittman and Snyder, 1962) but there is little solid evidence in favour of sue! 
views; however, C. R. Snyder (1958) made the interesting finding that, as the Jew lose 
orthodoxy, the risk he runs of becoming an excessive drinker increases. 

Chronic alcoholism and the more severe forms of alcoholic intoxication are frequen 
in all occupations concerned with the production and distribution of alcoholic drinks 
The large preponderance of male over female admissions in all countries probably owei 
something to occupational hazard in that alcohol consumption is a widely accepted anc 
consistent feature of the social activities closely linked with professional and business life 
The person who opts out of the conventional ceremonies of conviviality and their rounds 0: 
drinks is at some risk of being regarded as an outsider. 

The age factor is an important one. A large increase in total alcohol consumptior 
within a given country may reflect an extension of the alcoholic habit to wider age or socia 
groups rather than an increase in individual consumption ; this was the explanation for the 
increase in total consumption in the U.S.A. during the last world war (Jellinek, 1947) 
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Admission rates for alcoholism and alcoholic psychosis in 1957 in England and Wales 
showed a substantial increase amongst those aged 20-24 which probably reflects the 
increase in alcohol consumption and drunkenness among young adults and adolescents 
that has recently been causing public concern. 

Whereas the graver psychoses associated with alcoholism are sho%vn at a mean age in 
the late forties, they are the result of drinking habits which have begun very many years 
before. Studies from U.S.A. (JelHnek, 1946), Sweden (Amark, 1951) and Great Britain 
(Glatt, 1961a) agree in showing that the average length of drinking history in males before 
receiving treatment in their forties was 20*22 years. In women (Great Britain only) the 
period was shorter, averaging 13 years. 


EfiTects of Alcoholic Consumption 

Of the more important intoxicating beverages, beer contains 3-4-5 per cent, of alcohol, 
wines 10-14 per cent., and spirits 30-40 per cent, in Great Britain, Higher concentrations 
obtain in the United States. Each of these can lead to addiction and to the severest forms 
of intoxication. 

Alcohol is easily and rapidly absorbed from the intestine and passes into the blood- 
stream and thence into the tissues of the body. Maximum concentration of alcohol in 
the blood occurs between half-an-hour and two hours after ingestion. It is gradually 
oxidized, mainly in the liver, but 1 or 2 per cent, of the amount consumed is excreted by 
the kidneys and lungs. Although the quantity of alcohol in expired air is small, it correlates 
well with its concentration in the blood and tissues. The odour in the breath is derived 
mainly from other volatile constituents of alcoholic beverages and provides a poor guide 
to the amount of alcohol consumed. As it is readily metabolized, alcohol provides a rapidly 
available form of energy and it may supply as much as three-quarters of the calorie needs. 

The immediate action of alcohol on the nervous system is that of a depressant, its effects 
first being shown in the higher centres. As the function of these centres is largely one of 
inhibition and control of lower ones, when their inhibitory action is reduced the total be- 
haviour of the individual becomes more instinctive, more primitive and more spontaneous. 
Temporary release from inhibition causes the subjective experience of greater self-confi- 
dence, unjustified from a realistic point of view, as the efficiency of higher mental functions 
IS reduced. The relief from worry, tension or shyness takes place at the expense of alertness 
judgement and self-criticism. It is because shy and inhibited men become more sociable* 
tongue-tied people articulate and those laden with a sense of inferiority more assertive* 
that the consumption of alcohol has become such a prominent feature of social intercourse! 
However, there can be no doubt that in some people a change of mood towards depression 
at times serious in depth, occurs, and such persons figure prominently among those who make 
suicidal attempts m a state of drunkenness. Others regularly become aggressive or violent to 
a dangerous degree. The supposed aphrodisiac effects of alcohol are illusory but it does 
lessen sexual inhibition. •' 

ne Mon of efficiency established in famous experiments by Kraepelin and his 
pupils as early as 189a: subsequent mvestigators have repeated these experiments and 
have carrjed out others, Math .dent, cal results. Alcohol in moderate amounts reduce 7 mo, or 
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gives an illusion of increased speed and efficiency, not borne out by the results obtained. 
A similar impairment has been demonstrated in mental operations involving intelligence, 
memory, attention and judgement. Work in recent years has conclusively demonstrated 
that there is no threshold below which alcohol is without cft'ect on skill and co-ordination, 
whicli arc lessened even by small quantities. In an enquiry into the effects of alcohol on 
driving it was shown that bus drivers became increasingly inaccurate in deciding whether 
they could safely drive their vehicles between t\vo marked points as their alcohol consump- 
tion increased. Their confidence in their ability to succeed showed a parallel increase 
(Drew ct al., 1958). 

Besides the quantitative diminution in level of performance, there are qualitative 
changes, mainly in emotional reactions, which will be dealt with in the description of the 
clinical picture. The emotional reaction to increasing degrees of intoxication is to a large ex- 
tent determined by the personality ; but the extent to which the emotional reaction keeps this 
individual stamp diminishes as the degree of intoxication becomes progressively more severe. 

However, it has been shown that tolerance varies considerably from individual to 
individual; and no scientific explanation has yet been found for the fact that the same 
amount of alcohol may produce signs of severe poisoning and even unconsciousness in 
one subject, and in another only a mild degree of euphoria. The fitness of an individual to 
carry out skilled tasks such as driving is therefore difficult to judge from blood-levels of 
alcohol alone. It has been suggested that differences in the rate of absorption from the 
intestine may be partly responsible but there is no evidence for this or any other explanation. 

, In the normal subject slight signs of intoxication appear when the concentration of 
alcohol in the blood reaches 0-2 per cent, by volume. Between 0-2 and 0*5 per cent, there are 
increasing degrees of intoxication, and above the higher figure there is danger of death. 
Bogen (1932) distinguishes a sub-clinical stage at 1-2 mg. alcohol per ml. of blood; when 
the concentration reaches 3 mg. per ml. the co-ordination of movement, speech and 
sensory perception are affected ; and above 4 mg. per ml. there is apathy and stupor. 

The elimination of alcohol, both by oxidation in the tissues and by excretion from lungs 
and kidneys, is slow compared with the rate at which it can be taken into the blood-stream 
from the intestinal tract. So it is that a drink taken a few homrs after others may have a much 
greater effect than one taken in a state of complete sobriety. The disproportion between 
rates of absorption and elimination can also be responsible for the constant state of mild 
intoxication shown by the ‘old soak’. 

Although the depressant action of alcohol on the nervous system, first demonstrated by 
Schmiedeberg (1888), is fully established, there are no s-p&cific pathological changes. Oedema 
of the brain and meninges is foimd in casualties from an overdose. Subdural haemorrhages 
are frequent in chronic drunkards, and are usually attributed to falls on the head and 
similar injuries. Proliferation of small vessels and glia in the neighbourhood of the corpora 
mammillaria has been found by Camper (1928) in chronic alcoholics as an almost regular 
finding, even in patients without symptoms of delirium or dysmnesic states. 


Aetiological Basis of Alcoholism 

A variety of physical theories of the causation of alcoholism have been advanced. No 
evidence has come forward that any specific metabolic, endocrine or allergic factor underlies 
alcoholic addiction. However, recent inquiries have opened up a number of important lines 
of enquiry into the biological aspects of alcoholism. As far as genetic factors are concerned it 
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has been shown that strains of mice which prefer alcohol solutions to water reveal enzyme 
differences from those that do not. The former have a higher level of liver alcohol dehydro- 
genase than control mice and, under conditions in v/hich alcohol is the only source of liquid, 
ingest more than controls (Hoff, 1961). No biochemical differences have to date been demon- 
strated in human subjects but there is a good deal of evidence that genetic factors make 
some contribution to the causation of alcoholism. Studies of the relatives of alcoholics by 
Bleuler and co-workers (1952) showed that the incidence of alcoholism in the parents and 
sibs of alcoholics was approximately two and a half times as great as in the parents and sibs of 
a control series of surgical patients. Amark (195O shomi that in male alcoholics there 
is a marked increase in familial incidence of alcoholism oVernormal expectation. Although ^e 
suggestion has been made (Kessel and Walton, 19 ^S) that this may be due to emulation 
rather than inheritance, this is rendered unlikely by twin studies (Kaij, 19^0) which have 
shown that monozygotic twins have a higher concordance rate for alcoholism than dizj’gotic 
twins. Moreover, there was an increasing concordance rate with increasing degrees of abuse 
in monozj'gotic as compared with dizygotic pairs. As far as the phenomenon of increased 
alcohol tolerance is concerned it has been found (Wartburg, 19^5) that an alcohol breakdoum 
rate of at least t^vice the supposed maximum of 7-8 grams per day obtains in the alcohol 
addict. The explanation may He partly in catalase supplementing the alcohol dehydrogenase 
iso-enzymes. Dehydrogenase activity appears to be by no means limited to the liver, being 
also found in gut, kidney, lung and spleen. It would seem likely that the alcohol- 
dependent state of the chronic addict has some biochemical basis. In volunteers who had 
been drinking heavily for 7-12 weeks Isbell et al. (1955) observed that abrupt withdrawal 
^vas associated with syndromes ranging in severity from mild shakes to delirium tremens, 
alcoholic hallucinosis or epileptic fits. 

It seems plain, however, that social, cultural and psychological factors make an important 
contribution and the interaction benveen alcohol and personality and between personality 
and social environment must be taken into account in approaching the problem of depen- 
dence Some social and cultural factors are discussed on pages 390 and 394. 

A variety of forms of childhood deprivation has been found in alcoholics. It has been 


shown for example (Hilgard and Newman, 1963) that the loss of a parent in childhood had 
occurred significantly more often in male alcoholics in the age group 20-39 than in control 
subjects. There is, however, nothing specific in the various forms of deprivation and child- 
hood vicissitude that have been reported as they are to be found equally in association with 
other forms of psychiatric disorder such as neurosis and sexual deviation. 

The s.atne statement can be made in relation to reported findings zstothepre-morbid 
personality of alcoholic subjects. Vallance (1965) described 42 per cent, of 68 male alcoholics 
as having given a history of neurotic symptoms before the development of alcoholism and 
more than one-third he regarded as psychopathic. Feelings of personal inferiority and 
inadequacy, particularly m social situations, were common. This group wtis heavily 

repr^ented amongthoscwhosubsequcntly deteriorated. However, retrospectivemdeemems 

on the pre-morh.d personality of alcoholics are almost ceruinly unreliable. Personality 
.s .able to undergo strikmg chang^ m the course of addiction. For example among 32' 
delinquent boys studied by McCord and McCord (i960) and followed up ao years lati^ 
II per cent, werefound to be alcohohc. Although they had been more self-coS aS 
assertive and less troubled with neurotic symptoms than other boys, in later life thet 
appeared abnormally dependent. Emotionally unstable, psychopathic persons and those 
suffering from specific neurotic symptoms are likely to be pariicularly at risk as far as 
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alcoholic or any other form of addiction is concerned. Among such individuals a history 
of deprivation, hardship and unsatisfactory parent-child relationships is bound to be 
common. There is no evidence to suggest, however, that one type of personality, whether 
the ‘oral’, the dependent or the latent sexual deviant, is characteristic of alcoholics. Some 
alcoholics arc indeed dependent and others are equally assertive and confident, some are 
gregarious and some extroverted, others are timid and shy when they embark on their career 
of addiction. Constitutional depressives make use of alcohol to conquer their reticence and 
pessimism. Obscssionals try to throw off the shackles of their compulsive thoughts; and the 
shy, the anxious and the socially awkward find that their anxieties are relieved and their 
social contacts cased under the influence of drink. Hysterics consume alcohol under the 
suggestive influence of the environment in which they find themselves, or when they crave 
stimulation and new sensations. There can be little doubt also that under specially stressful 
circumstances stable and well-adapted individuals may become addicted. In other words the 
basic personality of the alcoholic like that of the neurotic is probably a variant of the norm. 

Among social factors that contribute to the initiation and persistence of alcoholic 
addiction are the approval given in many cultures to the man who can hold his drinlc; 
a substantial consumption of alcohol is prone to be regarded as a concomitant of manliness. 
As alcohol helps to overcome shyness and restraint, it often becomes one of the means 
adopted by the adolescent to advance towards manhood. Habituation is also encouraged 
by the fact that very often commercial and professional activity is conducted over a 
drink in a bar, at a luncheon or dinner or at a social gathering at which a good deal of 
alcohol is consumed. The ritual of each member of the company ‘standing a round’ is 
widely practised. As would be expected, certain occupations such as those of publican, 
hotel manager, barman and commercial traveller are at special risk. Other socio-economic 
factors associated with the perpetuation of drinking behaviour have been described by 
Vallance (1965) on the basis of a study of 68 general hospital patients. Physical illness or 
disability frequently exacerbated alcoholic addiction. In 15 per cent, of the cases employ- 
ment appeared to have an adverse effect and this group was composed of business represen- 
tatives and drink trade employees. Unemployment was more prone than otherwise to 
exacerbate the problem through idleness, and decline to cheap drinks or methylated spirits 
followed because of lack of money. Membership of an abnormal drinking group represented 
a serious obstacle to abstinence in that this demanded that the patient change his daily 
routine and whole way of life. On the other hand, the threat of losing a wife or of police 
action or of loss of employment will often slow down or terminate the bout of drinking and 
the patient can be prevailed on to accept admission. However, the loss of some supportive 
figure such as the wife, may lead to rapid deterioration. 

This does not mean, however, that the search for specific physiological mechanisms 
underlying the consistent characteristics of addicts, perhaps concerned with perpetuation 
of the addictive state, need be fruitless. There are, for example, individuals who experience 
trouble with alcohol almost with the first drinlc (Hoff, 1961). These subjects are identifiable 
at a relatively early age and, in our experience, the phenomenon occurs in both sexes. 
These cases appear to merit special investigation. There are patients also in whom heavy 
drinking lasting many years appears to be tolerated without any harmful effects on work 
or social adjustment. After a period, however, a more or less abrupt decline in tolerance 
occurs, the patient becomes disorganized and often presents soon after for medical or 
psychiatric attention. It has been suggested that limited or subtle forms of brain damage 
may be related to this phenomenon as also to the increasingly frequent ‘blackouts’ of 
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memory and perhaps the impaired ability to control alcohol intake (Hoff, 1961). However, 
psychological factors may also contribute to its causation. 


Natural History of Alcoholic Addiction 

VARIETIES OF DRINKING PATTERN IN ALCOHOLISM. It has been emphasized 
by a number of authors (Kessel and Walton, 1965) that a too narrow approach which 
focuses attention on the compulsive drinker to the exclusion of others who must be 
considered alcoholics requiring treatment, carries some dangers. The concept of alcoholism 
requires to be defined in broader terms. The following classification of alcoholism has been 
adapted from that established by Jellinek (i960) but departs from it in certain respects. 

(a) the alcohol-dependent drinker. These individuals show a sustained psychological 
dependence upon the effects of alcohol for the relief of emotional distress or physical 
discomfort or to enable them to face, with some measure of composure, the everyday 
burdens of life. There is no loss of control and to some extent the ability to abstain is 
retained. Little or no progress may be observed over a number of years, obvious intoxica- 
tion is uncommon and withdrawal symptoms rare unless interruption of drinking has 
been very sudden, as in the case of admission to hospital for injury or illness. However, 
tolerance is high in these subjects and large quantities of alcohol are consumed. Physical 
health is, therefore, gradually undermined and complications such as cirrhosis of the liver 
or peripheral neuritis are relatively common. These subjects are only rarely recognized 
as alcoholics by themselves or the family doctor looking after them. Treatment should, 
however, be instituted at the earliest possible opportunity, as mental and physical deteriora- 
tion will ultimately occur in a high proportion of instances. 

(b) the wine drinking alcoholic. This type of drinker was described by Jellinek as 
characteristic of wine-drinking countries. He can control the quantity of drink he consumes 
at any one time and he rarely needs to drink to the point of gross intoxication. However, 
he is unable to abstain even for a single day and, if he ceases to drink, he suffers craving and 
almost invariably shows withdrawal symptoms which may go all the way to delirium 
tremens after a few days. There is, therefore, both psychological and physical dependence 
on alcohol with increased tissue tolerance. Although few such subjects regard themselves 
as alcoholics, they are m a constant state of mild intoxication and the large number so 
affected constitutes a major public health problem in wine-drinking countries such as 
France. 

(c) THE ‘uncontrolled’ OR ‘COMPULSIVE’ ALCOHOLIC. In addition to increased tolerance 
to alcohol, physical dependence, craving and withdrawal symptoms in the case of depriva- 
tion, these individuals suffer from loss oj control; they are unable to stop drinking after 
the first few drinks until their supply of money, or alcohol, runs out, or unconsciousness 
or accident terminates the session. They may have periods during which they abstain 
This type of alcoholism is particularly common in Canada, the United States and 


(D) THE SYMPTOMATIC ALCOHOLIC. In these cases the alcoholism is secondary to some 
neurotic, psychotic or organic disorder. The subject begins to drink in order to alhv 
symptoms of anxiety, depression or schizophrenia or the early changes associnfcH .. on 
cerebral disuse. Patients suffering from phobic anxiety states which Lit their active 
or render them housebound not infrequently take to alcohol tu;. 
particularly common m Physica? depeLence a“nfatdtti» t^pTn rim: bm 
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the pattern of drinking is not distinetivc in this group and may take a variety of forms. 
Treatment must be direeted at the primary psyehological disorder but this cannot properly 
begin until the alcoholism has been resolved, 

(e) the periodical or ‘bout’ drinker. In this group there is alternation of brief bouts 
of grossly pathological drinking with long phases of normality during which the person is 
able to drink socially or to abstain altogether. The week-end drunk belongs to this group. 
No particular psychological stress is required to trigger off the phases of drinking which 
may commence with an almost explosive suddenness, 

(e) chronic alcoholism may be regarded as the final stage in which excessive drinkers 
manifesting different drinking patterns and underlying pathologies converge (Kessel and 
Walton, 1965), The chronic alcoholic manifests certain consistent physical and psycho- 
logical changes. He suffers from continual nausea which usually leads to under-nutrition 
and this in turn contributes to the causation of the physical complications such as poly- 
neuritis and cirrhosis of the liver which are common in chronic alcoholics. He shows 
rapidly diminishing physical tolerance and drunkenness may be produced by smaller and 
smaller amounts of alcohol. The reduced intake at one and the same time fails to satisfy 
craving but renders him more disorganized. Although he gains little or no pleasure from 
drinking he is compelled to continue with it and, if under financial pressure, may resort 
to drinking cheap wines or methylated spirits. The outcome is usually admission to 
hospital with one of the physical complications or with a psychiatric disorder such as 
delirium tremens or alcoholic hallucinosis, epilepsy or a paranoid psychosis. 

Clinical Features 

ACUTE INTOXICATION. The immediate effect of the absorption of alcohol into the 
circulation resembles that of any anaesthetic. After a short stage of ‘excitation’, due to the 
removal of the inhibitory influence of the higher centres, there is a reduction of psycho- 
logical efficiency. Lack of muscular control, reduced attention, blunted sensory perception 
and slowness of thinking become obvious. Associations aresuperficial ; there is considerable 
distractibility; retention is weakened, and memory for more remote events is patchy and 
unreliable. 

Acquired inhibitions, self-control and reticence disappear, or are submerged under 
waves of emotion of a primitive type — hilarity and a feeling of good-fellowship, or, perhaps, 
sadness and self-pity, with weeping and a helpless clinging to the support of others. In 
the now considerably narrowed field of mental activity, performance comes easily and is 
uncritically regarded. This, together with the deceptive self-confidence, the absence of 
feelings of fatigue and the intellectual and moral irresponsibility of the drunken man, all 
contribute to a mood of pleasure and contentment. The descent to a lower scale of values 
brings personalities of all kinds to a lowest common denominator, an undifferentiated level 
of behaviour in which all are equal, and find companionship easy. It is true that, at this 
stage, hidden traits of the personality, ordinarily suppressed, may show themselves. But 
what emerges is often no true index of the personality, and seldom represents any of its 
better side. 

In the early stage of intoxication, the deceptive feeling of warmth, due to dilatation of 
the capillaries of the skin, the insensitivity to physical pain, and the relative ease of move- 
ment, give a feeling of superiority and strength, which is important for the understanding 
of habit formation and addiction. 
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It depends mainly on the concentration of the alcoholic beverage, and the speed at which 
it is consumed, whether or not this stage of drunkenness persists for a long time, or is 
quickly followed by symptoms oj a deeper narcosisi staggering gait, slurred speech, general 
ataxia, tremor, vertigo, vomiting and imcousdousness. On the mental side severer degrees 
of intoxication are often accompanied by increased irritability, outbursts of rage and vio- 
lence after solitary brooding. For most of the events and actions in this stage the subject 
usually remains amnesic after return to sobriety. These symptoms may in some cases 
border on those of pathological drunkenness. 

In alcoholic coma the temperature is subnormal, the breathing is slow and stertorous, 
and the pulse small. Pupils may be contracted or \videly dilated; the deep reflexes are weak 
or absent. The skin is pale or cyanotic, and feels cold. There may be urinarj’ retention, or 
incontinence. The smell of alcohol, or of the aromatic components of wines, beers and 
spirits, may rouse suspicion of the cause of the coma; but it must be remembered that 
an epileptic may have taken a drink before being overcome by a seizure, and head injuries 
are common after a drinking bout. More than once diabetics have taken alcohol, and then 
given themselves an overdose of msulin, producing hypoglycaemic coma. The importance 
of the differential diagnosis is obvious, and imposes caution. Admission to hospital is indi- 
cated; and there the stomach may be emptied by tube, and its contents and the blood be 
tested for alcohol, and other necessary examinations be made. That alcohol is the sole 
cause of the coma can hardly be verified without keeping the patient under observation 
until he has begun to come round. 

ALCOHOLIC ADDICTION: General Features. Those in the stage of 
who are dependent on alcohol but do not lose their ability to keep its consumption under 
control may be capable of reducing the amount they take once they are convinced that it is 
necessary, though they may be difficult to persuade that it is. Their social failures and 
increasing financial embarrassment may bring them or their relatives to seek help. Treat- 
ment begun early enough and on a co-operative basis can be successful. It may be found 
possible to put them on a drinking ration. 

The kind and e.xtent of change in personality which the excessive drinker passes through 
depend in almost equal measure on physical and psychological factors. In this first stage 
the drinker has not reached the point of self-deception. It is others, including possibly his 
doctor, whom he seeks to deceive about the extent of his drinking. His behaviour is 
determined equally by his impression that drink makes him function better in every 
sphere and by his guilt about this drinking. On the other hand, in this group there are 
men with such robust constitutions, steady temperaments and well-lined purses that even 
years of hea>’y consumption, which would ruin those less well-endowed, leave them 
unaffected in health or fortune. Knowing themselves to be well, and seeing themselves 
able to conduct their affairs and enjoy society without ill effects, they dev’elop none of 
the guilt, the face-saving rationalization and self-deceptions which are the signs of 
deterioration in others. 

The second group, whose alcoholism is a disease, are the main problem. For these 
there is no alternative to complete abstinence. These compulsive drinkers losing control 
over the amount they drink will always need psychological preparation before other 
treatment begins to convince them of the nature of their plight and to awake a desire for 
help in becoming permanently abstinent. Whatever their previous personality has been 
like, the^’ are now given to self-deception. The addictive drinker malies daily resolutions 
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to stop drinking which arc daily broken till his self-esteem is undermined. This general 
weakening of volition makes him become irregular and inefficient at work. The need to 
conceal repeated social failure from himself leads him to ignore ordinary social standards, 
to become careless, slovenly, tactless and indulgent of fits of anger or suspicion. He may 
become cruel to his wife and shameless when drunk even in the presence of his children, 
'rhe positive need for self-deception leads to an incapacity to see the truth about himself, 
however it is presented. If confronted with the facts, he makes light of them or denies 
them with great plausibility. He forgets the amount he has taken and thinks it less than 
it is. In so far as anyone or anything is to blame for his plight, it is not himself and he 
projects the blame for his inefficiency at work, the general disorder of his affairs, the 
disruption of his home and the alienation of his friends on to his wife, his colleagues, his 
past misfortunes or society at large. At some stage he may be induced, fortified by a 
preliminary drink, to come to a doctor, but his complaint will be of general nervousness 
or some physical symptom and he will not admit his enslavement to the habit, or even 
that he drinks to excess. 

The emotions of the alcoholic are very much affairs of the moment. Early in the day 
before he has had time to drink, his mood tends to an irritable depression, his pre-morbid 
sense of humour now takes the form of a fiat or noisy jollity, in which nothing is taken 
seriously. Alternating with cheerfulness one sees very often a maudlin sentimentality. 
Though he may have a spasm of depression and remorse occasioned by a momentary 
glimpse of reality, it will soon be drowned by a drink. Though his emotions may seem 
sincere, they are superficial. Even the flashes of self-depreciation are salves to the smart 
of wounded self-esteem. In the last stages, personal pride and dignity are given up com- 
pletely, and he may accept the truth at this ‘lowest point’ as something that is past helping 
and now past caring for. 

It is only seldom that heavy indulgence can be enjoyed for years without the appearance 
of organic changes. The personality of the alcoholic shows, as it were in a congealed state, 
the transient features of a mild state of drunkenness. His mental horizon is near and 
narrow, and his thinking proceeds in a rut. His talk is empty and abounds in cliches. 
Self-praise and complacency may be so extreme that the patient seems to have lost, as he 
may in fact have lost, all respect for truth and honesty. Judgement is confused, based on an 
inadequate grasp and distorted by emotional needs. The capacity for clear and logical 
thinking is reduced, though the patient feels himself to be alert and versatile. In later 
stages retention and memory are seriously disturbed. 

When dealing with an alcoholic, it is always advisable to obtain as much objective 
information as possible from independent witnesses, especially if there have been family 
quarrels. Every step the physician takes to help the patient and his family should be based 
on unbiased information, which cannot be obtained from the patient alone. Wife and 
husband are not infrequently both drinking too much and equally untrustworthy in their 
presentation of their own cases and their defamations of the other. The psychiatrist should 
not permit himself to be hurried into defining his view and should defer action till he can 
be certain of the facts. This caution is especially necessary if jealousy is a feature, as it so 
often is, in the family life of the drinker. In attempts to give up drinking the alcoholic 
may have had recourse to drugs, either barbiturates or stimulants of the benzedrine group. 
He is likely to persist in taking these and the possibility of this added complication should 
always be borne in mind. 

In those whose addiction at first takes periodic form change in personality may take a 
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different form from the usual one. These people are sometimes referred to as suffering 
from ‘dipsomania’. At first the alternating bouts of indulgence followed by periods of 
hang-over and remorse are self-perpetuating. Then one bout tends to merge into the next 
and the final picture does not differ from the standard one. 

There are others in whom drinking is secondary to primary mood changes and manic or 
depressive swings. In them personality changes which can be traced directly to alcohol are 
seldom prominent and the course of the condition will be largely what one would expect 
from the primary disorders. 

In the stage of chronic alcoholismt neglect of nutrition may lead to physical illness and 
give the doctor his first opportunity to discover the facts. The decline of appetite, nausea 
and flatulence from which alcoholics frequently suffer are due to a chronic gastritis which 
subsides with the cessation of drinking. The mechanism by which liver disease is produced 
in chronic alcoholism is unknown. In the early stages the disorder is reversible but it later 
advances to cirrhosis which may be associated with jaundice, ascites and haematemesis. 
The associated malnutrition causes deficiency of B vitamins which make an important 
contribution to the causation of peripheral neuritis and the dysmnesic state of Korsakov’s 
psychosis. Increased tremulousness is common and malaise and impairment of general 
health and vitality are invariable. The outstanding feature now is that tolerance of alcohol 
diminishes quite sharply. Craving is as great or even more pronounced but the alcoholic 
finds that he cannot drink as much as formerly. This reduced intake does not satisfy 
him and yet, at the same time, it reduces him to helplessness whereas in earlier stages of 
his illness he could take larger and larger amounts before he was prostrated. 

DELUSIONS OF JEALOUSY. These are the signs of a paranoid reaction, which may 
have the most serious consequences for the family life of the alcoholic, and not infrequently 
leads to violence and even to murderous attacl^. The combination of lessened potency, 
increased sexual desire when in an intoxicated state, weakened consideration and affection, 
may cause aversion in any wife. The slightest sign of reluctance on her part when approached 
by a drunken husband may arouse an uninhibited and insightless affective storm in which 
anger, resentment, suspicion and jealousy arc given free rein. At the time there may be a 
scene of reckless savagery, followed in the sobriety of the next day by sentimental appeals 
for affection and forgiveness. Suspicions, however, persist and accumulate, and are finally 
not to be shaken off when sober. Impossible accusations are made, that his wife is commit- 
ting adultery with strangers from the street, or with near relations and even her own children. 
He suspects her of an insatiable sexual appetite from which he only is excluded. He finds 
her behaviour strange. When he comes home, he sees her hurrying to the bathroom to put 
her clothes in order because her lover has just escaped through the window. He discovers 
seminal stains on the floor or in her laundry. He sees from the shadows round her eyes that 
she has been having sexual intercourse in his absence. She is cool and frigid to him, and 
this can only be because she is getting satisfaction elsewhere. He beats and kicks her, 
threatens to kill her, or terrifies her by actions less savage but more strange. The wife of 
one of our patients was frightened into seeking advice by waking up in the night to feel her 
husband, in the darkness, fingering her lips. 

In many textbooks, including the previous edition of this one, the above syndrome is 
described as being particularly one of the complications of alcoholism. It has, however, 
become increasingly clear in recent years that alcoholism is merely one among many settings 
for the condition. In a recent statistical ana!}*sis of all cases of morbid jealousy recorded in 
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line literature, Mooney (1965) found that alcoholism had been present in only 22-5 per cent. 
Langfeldt’s (1961) material and Shcphci'd’s (1961) included in Mooney’s analysis make it 
clear that jealous reactions of a kind commonly linked with alcohol can appear on a non- 
alcoholic basis and Johanson (1964), reviewing a number of reports, comments that none 
shows a distinct causal connexion between alcohol and abnormal jealousy. Mooney observed, 
moreover, that among those with a pre-morbid disposition to jealousy there was no excess 
of alcoholics or heavy drinkers. Indeed neither in pre-morbid personality nor in the clinical 
details of the paranoid reaction docs the alcoholic differ from others whose morbid jealousy 
is manifest in a setting free from alcoholic addiction. Traits of emotional instability, aggres- 
siveness, irritability, feelings of inferiority arising from social, physical or personality handi- 
caps are common. Although some subjects are unusually active sexually and may have been 
conspicuously promiscuous, others have had long-standing difficulties in sexual adjustment 
owing to impotence or other deficiencies. Feelings of sexual and general inferiority are 
common in these cases. In his classical paper on pathological jealousy, Jaspers (1910) 
divided these cases into those in whom the illness had understandable links with traits of 
jealousy in the pre-morbid personality and those in whom it appeared to emerge as a ‘new 
process’, the latter being examples of paranoid schizophrenia. The distinction was to some 
extent validated by Mooney (1965) who found that those in whom pathological jealousy 
seemed to arise as a ‘new process’ were more likely to be diagnosed as suffering from para- 
noid or depressive psychosis. However, there is no very sharp line of demarcation between 
the groups, and further enquiries in this field with the aid of modern techniques are needed. 
Langfeldt (1961) showed that alcoholism may be associated with a number of different 
jealous reactions. There can be a transient irruption of jealousy arising in a bout of intoxi- 
cation and terminating with it, or more permanent jealous states may be present which can 
take the form of intensified normal jealousy or of a fixed delusional state. This last is relatively 
rare in cases of alcoholism. The causes of this variation in the symptomatology and course of 
the jealous reaction in alcoholic addicts are connected not so much with the amount of 
alcohol consumed as with other factors which produce similar variations in non-alcoholic 
subjects. 

From the point of view of management there are a number of points of importance. A 
proportion of these patients are dangerous to their spouses, some 14 per cent, of recorded 
cases having made homicidal attempts. Where violence has been threatened, serious con- 
sideration must always be given to the possible need for compulsory detention of the patient. 
Apparent recession of morbid jealousy in the patient who is under treatment in the hospital 
is an unreliable guide to the future course of the disorder and long-term supervision is 
essential. A proportion of patients respond to long-terni therapy with phenothiazines and 
the more acute and psychotic the disorder the more likely that a favourable response will be 
elicited. 

In accordance with the new emphasis in relation to morbid jealousy, the subject has 
also been discussed in Chapter III. The valuable reviews of the subject by Langfeldt (1961) 
and Shepherd (1961) included detailed case reports of a large material. 


DELIRIUM TREMENS. This is by far the most frequent psychosis in the chronic 
alcoholic. It is often of short duration ; the patient rarely comes into a psychiatric hospital 
and in many cases is never seen by a psychiatrist. Sudden withdrawal of alcohol is now 
recognized as one of the ways in which delirium tremens may be caused. However, in 
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Sweden where delirium tremens was common after abolition of the alcohol rationing 
system in 1955, Lundquist (1961) found that abrupt withdrawal was the precipitating 
cause in only 12-13 per cent, of cases. Other contributory factors were infection, head 
injury, and poor nutrition. There can be little doubt also that in some subjects delirium 
tremens commences during a bout of heavy consumption of alcohol (Glatt, 1962). Vitamin 
deficiency may make some contribution to causation as it does in alcoholic Korsakov’s 
psychosis, Wernicke’s encephalopathy and pellagrous psychoses (Spillane, 1947). 

Prodromata of a sub-delirious character are frequent. The patient is liable to anxiety 
attacks w’hen lying down to sleep, or is awakened by nightmares, panic, siveating and feelings 
of oppression. There may then be illusions or hallucinations, at first appearing singly and in 
isolation, into which the patient has full insight. He may, for instance, see the shapes of men 
in a dark comer on the way home from the public-house, or see the pattern of the carpet in 
his room ‘come alive’. Despite his awareness of the illusory nature of these experiences they 
are likely to arouse fear and restlessness. In a considerable proportion of cases the onset 
of delirium is heralded by a single epileptic fit, or two in short succession. 

Once it has begun, the psychotic state grows rapidly worse. Its principal symptoms are 
those of delirium, and have been described in the previous chapter; but there are certain 
characteristic features. There is a coarse and persistent tremor of the hands, extending 
sometimes to the head, trunk and even to the tongue, which can usually be recognized as dis- 
tinct from the extreme general restlessness which may mask it. There is also an uninter- 
rupted pressure of activity, unlike what is seen in infective delirium. The combination of 
restlessness with ata.xia and severe disturbances of equilibrium is a special source of danger 
to the patient, who may sway and fall and bruise himself or suffer a fracture, if supervision 
and control are inadequate. Clouding of consciousness varies in degree from case to case, 
and in the same patient from stage to stage of the delirium. If he is left to himself, he be- 
comes absorbed in a dream world. This may be dominated by habitual activities :\Yit baker 
imagines that he is kneading the dough, or moving loaves in and out of the oven, and can be 
seen going through the characteristic motions ; and the barman pulls levers, draws imaginary 
corks, or distributes drinks. Fantastic scenes are equally frequent, especially at night. 
Hallucinations of quickly moving small animals such as rats and snakes have always been 
described as typical, together with the emotional reaction of terror they arouse. But the 
illusory animals seen in the bedclothes are as often huge as small; and though they may be 
threatening, others seem comical, humorous, or in sexual play with one another. Lilli- 
putian groups of musicians may play drinking songs, or the patient’s friends may appear in 
diminutive size, and drink and laugh for his amusement, their only curious feature being 
that they have no heads. The peculiar mixture of anxiety or even terror with cheerfulness 
and jocularity, which is sometimes seen, is typical of alcoholic delirium. 

The attention of the patient can be aroused, and he can take part in a conversation. There 
is sometimes a disturbance of speech which shows itself not only in thickness and slurring of 
articulation, but also in dysphasic and paraphasic distortion of words. In conversation 
he will tend to ramble, and, if not re-stimulated, to drift from the point or to relapse into a 
dreamy state. He is suggestible to sensory deception in all fields, but especially in those in 
which he is hallucinated. He may read on demand from a blank sheet of paper, see animals 
when his ej'eballs are pressed, or catch an imaginary thread of silk and handle it with his 
fingers. 

Auditory hallucinations are rare, but they may occur as a part of the total situation, part 
real and part hallucinatory, experienced by the patient. On the other hand, vestibular 
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(UsturhanccSy felt by the patient as falling walls, a moving floor, the entire room in rotation, are 
quite common. They may combine with rapidly moving visual hallucinations to convince 
the patient that he is on a journey, or involved in an adventure. The delusional ideas which 
appear in the delirious state arc in conformity with the sensory experiences, and are as fluid 
and changeable as they arc. 

Most of the delirious experiences arc forgotten afterwards; but some patients have a 
remarkably clear recolleciion of the fantastic scenes through which they have passed, though 
they rarely remember the extreme terror or other violent emotions which accompanied 
them. In his lucid state the patient may regard his past experience as entirely natural, and 
in reporting on it show no embarrassment and have a quick explanation for every oddity. 
The alcoholic virtuosity in self-cxcusc seems never to desert him. 

Physically, there is often a slight rise of temperature, free perspiration, a coated tongue, 
and dry lips and sordes. The urine is scanty and may contain a small quantity of albumin. 
Pupillary anomalies and signs of peripheral neuritis are frequent. 

Delirium tremens, if allowed to run its course, usually ends after three to seven days with 
a terminal sleep of up to twenty-four hours, after which the patient, though weak, feels he has 
fully recovered. The majority neither believe that they have been seriously ill, nor are easily 
convinced that the illness was connected with their alcoholic habits. A predisposition to 
similar attacks remains, and some old drunkards have survived a number of them. The main 
danger, besides that of fractures and injuries incurred during the phase of restlessness, is 
that of acute heart failure. Any physical complication, such as pneumonia, makes the outlook 
much more serious. Death may result from cardiovascular collapse, infection, hyperthermia 
or self-injury. Korsakov’s psychosis or dementia may follow, usually after a succession of 
attacks. 

Treatment of delirium tremens should always be undertaken in hospital. The patient 
requires immediate sedation with chlordiazepoxide 20-40 mg. which may have to be 
repeated every 4-6 hours. Dehydration and long-standing malnutrition have to be 
combated with liberal administration of fluids and a full, well-balanced diet with extra 
vitamins. In very severe cases intravenous vitamin B and ascorbic acid should be admini- 
stered. It is convenient to do this in dehydrated cases with the aid of a glucose saline 
drip but fluid balance should be carefully evaluated and any electrolyte abnormalities 
rectifled. In milder cases it is sufficient to give an intravenous injection of insulin 25 units 
and glucose 50 g. Prophylactic antibiotics are advisable particularly in severely under- 
nourished subjects and, in the presence of cardiovascular collapse or hyperthermia, intra- 
muscular or intravenous hydrocortisone should be administered. Recently evidence has 
been adduced (Flink et al., 1954) to suggest that relative magnesium deficiency may be a 
factor in delirium tremens and intramuscular administration of 8 g. of magnesium sulphate 
daily for three days has been recommended. The therapeutic value of this measure is not 
established. Throughout treatment care must be taken to protect the patient from self-injur}^ 
If, despite all measures, he remains persistently disturbed and hallucinated, E.C.T. should 
be considered ; it is often dramatically effective. 


ALCOHOLIC HALLUCINOSIS. In this disorder hallucinations, usually of hearing, 
appear suddenly in clear consciousness. The aetiology of the phenomenon is obscure. 
In most instances it commences in a phase of withdrawal or relative abstinence following 
chronic drunkenness. The relationship to alcohol is, however, a complex one in that 
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patients in ^’hom hallucinations have been in abe}^nce in an abstinent period will often 
suffer relapse after even a short period of drinldng. 

The predominant symptoms are auditory illusions and hallucinations, on whicli a system 
of persecutory ideas comes to be based. Early on, the patient becomes aware of formless 
acoustic perceptions, such as crackling, knocking or roaring noises, the ringing of bells, or 
sibilant sounds like a half-heard whisper. Gradually these noises take on more form and 
become articulate. He hears the voices of friends and enemies, accusing him of drinking, 
of sex offences, of real or imaginary misdeeds in his past life. Other voices threaten to kill, 
mutilate or castrate him, accuse him of being a prostitute, a homosexual or a murderer 
or command him to do things against his will (Victor and Hope, 1958). These experiences 
naturally lead to delusions of interpretation. The patient believes he is surrounded by 
enemies, and is watched on every side; the police also join in the hunt. He finds no rest, 
changes his abode, dares not go to sleep at night, or to leave the house unarmed. He is 
eventually brought to medical attention by imploring his family or friends for protection, 
by an attempt at suicide, or by an extravagant act such as an attack on an imagined persecu- 
tor. The compelling quality of hallucinations in this illness is very great and the relatively 
frequent attempts at suicide are executed in a most determined manner. The patient uill 
throw himself off a bridge or from a great height, shoot himself or slash his throat. Some 
patients, however, manage to hide their delusions and their fears for a long time, and even 
to keep at work in an accustomed routine. 

When examined, the patient shows a haUucinatory paranoid state which bears much 
resemblance to similar schizophrenic st.ites. The resemblance to schizophrenia is licight- 
ened by the clarity of the sensorium and the presence in a minority of cases of a pheno- 
menon that closely resembles the delusional mood state. In rare instances affect is slightly 
incongruous or there may be marked pcrplc.\ity. However, the illness is dominated in a 
characteristic way by the auditory hallucinations which have a simple, direct or banal 
character. Outward disturbances of bch.iviour of a scliizophrcnic kind are exceedingly 
uncommon. The mean age of onset tends to be higher in alcoholic hallucinosis and general 
adjustment in the social and sexual spheres tends to be better than in the young male 
schizophrenic. There will, moreover, be no schizophrenic thought disorder, discrepancy 
of affect, volitional disturbance, primary delusions or other typical schizophrenic signs, 
while there may be, apart from the indiaUions of chronic alcoholic abuse, some sign of the 
organic pathology in difficulties in recollection, actual g.ips in memory, and the inadequate 
performance of intellectual tasks. A further fc.aturc of interest is that, in a minority of 
cases, insight into the illusory n.iturc of the hallucinations is present during the psychosis, 
or insight is recovered immediately the voices begin to wane (Victor and Hope, 1958). 
The general opinion among psychiatrists is that alcoholic hallucinosis is, in most instances, 
a benign and short-lived phciioincnon but there have been few thorough long-term 
enquiries into the outcome of the illne.ss. One of the most complete was that carried out 
by Benedetti (1952) who followed u|> IJ .1 cases of acute alcoholic hallucinosis. Ninety 
patients recovered within 6 months. In the remaining 23, two patterns of outcome were 
observed. In 13 patients sdiizophrenie deterioration developed and, in these cases, 
Benedetti describes the development of disturbances of mood, grandiose delusions and 
tangential thinking. In the secoiul group of 10 cases a progressive organic dementia had 
developed. However, in this hitler group there were frequently such complications as liver 
disease, peripheral neuritis luul other neurological disorders so that the relationship of the 
dementia to the hallucinosis is not (pilte clear. It is probable that after repeated attacks of 
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alcoholic hallucinosis and continued alcoholic addiction, an organic syndrome does develop 
in a proportion of cases. In the study by Victor and Hope, 68 out of 76 patients re- 
covered from their liallucinosis, but in 8 subjeets hallucinations persisted for several 
weeks or months, and in four of these characteristic symptoms of schizophrenia 
developed. 

The relationship of this disorder to schizophrenia is of both theoretical and practical 
interest. Most classical authors followed Blculer in his view that the alcohol merely released 
a latent tendency to schizophrenic illness. There is very little evidence in favour of this 
view and Benedetti’s familial study lent no support to it. In the light of the available 
evidence this would appear to bo a symptomatic psychosis which may closely resemble 
schizophrenia, particularly in its chronic phase. The validity of this view is further supported 
by the effects of treatment. Where hallucinatory and delusional symptoms persist beyond 
a few weeks, a combination of electroconvulsive treatment and phenothiazine drugs almost 
invariably brings them under control. Maintenance treatment with phenothiazines for a 
period of some months, in addition to treatment for the alcoholism, is desirable in all 
cases. 

After the withdrawal of alcohol in hospital, the delusions disappear, and full insight may 
be regained. Many patients, however, retain their delusional ideas for many months, slowly 
forgetting about them rather than developing a true insight. The intellectual changes also 
pass off, though sometimes not quite completely. 

KORSAKOV’S PSYCHOSIS. The first complete description of a combination of 
polyneuritis with dysmnesic symptoms was given by Korsakov in 1887. He regarded the 
syndrome as the consequence of toxaemias especially likely to occur in chronic alcoholics. 
The disorder may develop insidiously or may appear as the residual sequel of one or a 
succession of attacks of delirium tremens. More commonly, however, careful history- 
iking reveals that the acute stage took the form of clouding of consciousness, confusion, 
irowsiness, inertia and indifference. There is disorientation in time and place and some 
aisidentification of people and surroundings; but the hallucinatory experiences, delusions 
nd the affect of fear associated with delirium are lacking. Impairment of memory for 
ecent events is already conspicuous in a setting of a more generalized disorganization of 
nental functioning. Neurological examination during this phase will often reveal ophthal- 
noplegia, ataxia and, in some cases, peripheral neuritis and to this neurological component 
if the syndrome in the acute stage the name of Wernicke’s encephalopathy has been given, 
^s the acute symptoms subside the ophthalmoplegia improves but nystagmus and some 
legree of ataxia may persist over weeks or months. The confusion and restlessness may 
•ecur at this stage during the night; and, in the small proportion of patients in whom the 
llness began with delirium, visual hallucinations and fearful affect may then also return. 
Dver a period of weeks, or more rarely months, these symptoms fade, the patient becomes 
nore alert, his concentration improves and his speech becomes more coherent. It is at this 
tage that a severe defect of retention of memory for recent events presents as the main 
;omponent of the syndrome. 

The patient is alert, with good powers of apperception and attention, and in ordinary 
lonversation may show no sign of abnormality. There is usually something noteworthy in 
he affective state, a flat sociable cheerfulness, a mild depressive state, or an increase in 
imotional lability. Behind the usually ready, or over-ready, emotional responsiveness, 
me can detect apathy, lack of spontaneity and a lack of persistence in emotional drives. 
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All intellectual changes are, however, inconspicuous in comparison with the disorder 
of memory. This is largely restricted to an incapacity to retain recent experiences, sometimes 
not even for a few minutes. One may, for instance, talk to the patient, go out of the room and 
come straight back again, and then be greeted as if for the first time that day, no memory of 
the previous conversation being retained. The patient is invariably grossly disorientated, 
especially in time. Remote events, such as those which occurred before the onset of the 
sjTidrome, are usually well retained, and there is no incapacity in their reproduction. But 
as the days and weeks pass by, they leave no trace in the memory; and the patient, if he 
realizes he is in hospital, may think he arrived there only the previous day. 

These gaps, long or short, in the storehouse of memory, are, characteristically, filled 
with confabulated material. Asked what he has been doing this morning, the patient relates 
how he has been out for a drive in the town, has been shopping, and has bought such and 
such objects, naming them, and being prepared to describe them in detail. In telling these 
falsehoods he believes everything he says; so that it seems that an idea which has entered 
his mind as a simple association with ideas that have gone before, is incapable of being 
distinguished from a memory. The patient is suggestible, and can be got to confabulate 
along any line proposed to him by the physician. However, confabulation is far from 
invariable and is rarely prominent in the chronic stage of the syndrome. It is becomirig in- 
creasingly clear, moreover, that the intellectual deficit of Korsakov’s syndrome is too comple.x 
to be wholly explained in terms of a defect of memory retention for recent events alone. 
Some impairment of memory for remote events is common and cognitive deficiencies often 
include an impairment of spatial organization and visual and verbal abstraction (Victor et al., 
1959), The patients also fail to order remote and recent experiences in their correct chrono- 
logical sequence and this disorganization of the time scale of experience has been regarded 
as fundamental by some workers (Van der Horst, 1932). 

Physically, in the early stages before hospital care has restored it, the state of the patient 
is poor, with signs of chronic malnutrition. Signs of peripheral neuritis shown in muscular 
weakness, sluggish reflexes, impaired sensation m the legs and a marked tenderness of the 
calves and Achilles tendons, for instance, are often present. The patients also may suffer 
from some other form of ill-health, such as chronic gastritis or myocardial or hepatic 
impairment. 

The prognosis in Korsakov’s syndrome is variable. In patients treated intensively from 
the early stages of the disorder, improvement may continue slowly over a period as Jong 
as two years. There may be marked improvement in the memory defect and the patient 
may be enabled to return to his original occupation. In other cases the patient has to take 
up work of a less skilled kind than he %vas previously capable of, and in some subjects 
permanent hospital care is required. Further deterioration in mental functioning is certain 
if the patient returns to his old alcoholic habits. 

As far as treatment is concerned, intensive treatment with parenteral thiamine chloj ide 
(50 mg. daily) should commence as soon as a diagnosis has been made. This shoula be 
continued for a period of weeks and thereafter weekly injections should be combined with 
a varied diet and high potency oral vitamin B complex preparations such as Orovite 
(one tablet two or three times daily) It is advisable to continue treatment with vitamin B 
for at least she months. If there is polyneuritis the affected muscles require support and 
massage and graduated exercises can begin when tenderness has subsided. 
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The Diagnosis of States of Alcoholie Aetiology 

The difficulties which may arise in the diagnosis of acute alcoholic intoxication have 
already been referred to in describing coma. In all states which superficially resemble 
acute intoxication it is easy to be misled by jumping to conclusions after observing, for 
instance, a smell of alcohol on the breath. The patient may well have taken alcohol, while 
the apparently alcoholic intoxication is due to other causes — hypoglycaemia in a diabetic, 
confusion after head injury or an epileptic fit, intoxication by other drugs such as bar- 
biturates, suicidal poisoning by carbon monoxide, etc. A full and reliable history and con- 
firmation by physical examination are in all cases necessary; and these are often only to be 
obtained after the patient has been admitted to hospital. 

The diagnosis of alcoholism is often made difficult by the patient’s lack of truthfulness, 
which is itself a symptom of the illness. His relatives will often provide invaluable informa- 
tion but their history will not always be objective or dispassionate. Even the family doctor 
may not be entirely unbiased; for, though he may know that the patient is a heavy con- 
sumer, he may have long dismissed this fact from his mind, and fail to connect it with the 
patient’s ‘rheumatism’, ‘chronic bronchitis’, gastric or cardiac ‘neurosis’, or ‘neurasthenia’. 
The patient should be asked how much he drinlcs, though his statement should be taken 
as a minimum ; but one should endeavour to get as precise an answer as possible, in terms 
of the actual amount consumed, or the total amount of money which is spent on it. Most 
heavy consumers, even though not so severely addicted as to be branded as alcoholics, 
minimize for themselves and their closest relatives the amount they take, and often show 
skill in so doing. Sometimes the patient’s abuse is not discovered until after his death, when 
empty bottles are discovered in his room, or large bills are presented by purveyors. A 
diagnostic mistake of an opposite kind is not impossible; persons of hypomanic constitution 
are sometimes mistaken for alcoholics on the basis of their temperament alone. There will be 
little liability to error if the physician remembers the kinds of mistake which are possible, 
and bears the possibility of alcoholism in mind whenever he is faced with vague complaints 
of nervousness or digestive troubles by middle-aged patients, where there is no clear con- 
nexion with other causes. 

For rational therapy, it is important to recognize those cases in which alcoholism is a 
symptom only, and the secondary consequence of a more fundamental disturbance. Manic- 
depressives, and persons of hypomanic and cyclothymic constitution, not infrequently 
mask their primary mood changes under alcoholic indulgence. Addiction to drink is, 
moreover, quite common in schizophrenics of the simple, hebephrenic or paranoid types. 
They are mainly those whose long-standing illness has come to a standstill. Some of them 
seem to take to drink to forget their hallucinatory experiences, others for the purpose of 
making some affective contact with their fellows from whom they feel remote, and still 
others to overcome shyness or social inhibition. 

The differential diagnosis between alcoholic hallucinosis and alcoholic paranoid states 
with delusions of jealousy on the one hand, and schizophrenia on the other, was at one time 
the subject of much discussion. Since Bleuler’s demarcation of schizophrenic symptoms, the 
diagnostic problem has become less difficult. One does not find the central and most patho- 
gnomonic signs of schizophrenia in conditions of alcoholic aetiology (see p. 275). But a 
proportion of cases do give rise to difficulties in diagnosis and one has also to remember that, 
in the mentally ill patient who takes alcohol, states of diverse pathogenesis can take on a 
characteristic but superficial alcoholic colouring. Early general paresis, arteriosclerosis and 
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senile dementia, as well as all stages and forms of schizophrenic illness, can be masked by 
alcoholic euphoria, lack of inhibition, self-confidence and good-fellowship. 

Prophylaxis 

The deleterious social effects of vndespread drinking have exercised such an influence on 
public opinion that various kinds of control have been instituted. These have taken the 
form of restriction of the hours in which alcoholic drinks may be sold, restriction and 
licensing of the places where they may be sold, public ownership or state monopoly applied 
to one or another branch of the drink trade, rationing systems, and taxation. Of all these the 
last has probably proved the most effective. In Switzerland it has been shoum that the re- 
lationships between price, consumption and incidence of alcoholic mental disorder are close. 

These experiences have led to a general agreement that the most important therapy of 
alcoholism is prophylactic, and prophylaxis has been the main plank in the programmes of 
temperance and anti-alcohol movements of all kinds. Propaganda issued by these bodies 
has been countered by advertisement and publicity schemes, and also at times by lobbying 
and by underground influence, engaged in by ‘the trade’. The greatest success ever won by 
the teetotal movement was seen in the years of prohibition in the United States. That the 
experiment, despite the excellence of its motives, was a failure, owing to lack of general 
support, does not mean it was wholly without value. 

In studies undertaken in America, Sweden and Britain the high percentage of alcoholics 
reporting the occurrence early in their drinking career of 'events’, such as needing more 
drink to get the same effect, feeling more efficient when drinking, alcoholic amnesia, taking 
an early morning drink, solitary drinking and decrease in tolerance to alcohol, bear out the 
generally held opinion that such premonitory signs of alcoholism are important. Wider recog- 
nition of these prodromal signs would seem to hold out a chance to recognize and arrest 
alcoholism in its early stages (Glatt, 1961&). The British Medical Association in its annual 
meeting 1965 recommended an educational programme to enable these initial stages in 
alcoholism to be recognized and to persuade sufferers to come early for treatment. Specialists 
in alcoholism complain that some of the courts know nothing about the necessity for treat- 
ment of early cases of alcoholism that may appear before them. Compulsory abstinence in 
prison is not a ‘cure’. There is a regrettable tendency on the part of general practitioners to 
shirk facing the evidence of incipient or actual alcoholism in their patients, and to treat the 
symptoms and not the patient 

Treatment 

The treatment of alcoholism is in essence the treatment of the habit. This is an arduous 
undertaking, and if the physician is not prepared to give generously in time and trouble, then 
he had better hand the patient over to a colleague who is prepared to take pains. The person- 
ality of the therapist is itself important. Some maintain that it is only the doctor who has 
himself experienced what the addiction is like who can satisfactorily handle these patients 
Certainly it is the extraverted rather than the introverted physician, the man who can respond 
w armly to his patient’s dependence, the man of strong convictions, who gets the best results 

The first step is to enquire thoroughly into the patient's history and present state 
Important though this last is, it should not monopolize attention so that underlying 
primary mental disorders of another kind arc overlooked. One should also obtain an insiglit 
into the whole personality of the patient, the course of his past life, the causes wliich Jed 
to the alcoholism, and his present problems. The treatment should be planned to fit the 
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imlividuol case after a careful evaluation of these factors. This will usually necessitate the 
use of several forms of therapy. 

It is as mistaken to coneentrate only on dealing with the patient’s alcoholism as a 
‘disease’ in its own right to the neglect of his underlying social difficulties and personality 
as it is to do the reverse (Glatt, 1961c). The alcoholic should be treated in hospital even if he 
presents at an early stage of addiction. There is a case for choosing a hospital at some 
distance from his home because he needs to be removed temporarily from the environment 
which has had some part in producing his addiction and which has in turn been adversely 
influenced by his drinking. He should be treated in a psychiatric hospital in a specialized 
group within a general Avard, in a ward set apart for alcoholism, or, best of all, in a specially 
staffed unit practising a variety of therapeutic techniques. The alcoholic patient feels ill-at- 
casc in the general ward of a psychiatric hospital. In a specialized unit he is with others 
sharing his problem, and in the hands of staff who by attitudes and training are best equipped 
to benefit him. 

WITHDRAWAL. The breaking of the habit should only be begun when, after admission to 
hospital, the patient’s physical health has been as fully restored as possible. In the majority 
of cases, alcohol can be completely withdrazon at once. The patient should be confined to bed 
for a fcAV days while withdrawal symptoms are still present. Minor symptoms may last longer 
than one realizes from a superficial examination, or from the patient’s complaints; restless- 
ness, feelings of apprehension and depression in day-time and sleeplessness at night deserve 
careful attention and treatment. It is best to avoid barbiturates and paraldehyde which are 
all too prone to lead to habituation in alcoholics. However, in the acute phase of the with- 
drawal syndrome when the patient’s severe anxiety and distress may demand immediate 
relief, they may be needed during the early stages. The prolonged action and slow excretion 
of chlordiazepoxide make it particularly suitable for covering withdrawal from alcohol. 
It is superior to phenothiazines for this purpose and, as its delayed action limits the danger 
of habituation, it has many advantages over older sedatives. The dosage should be guided 
by the severity of anxiety, tremulousness, insomnia and other features but as much as 
200-250 mg. may be needed in 24 hours to control symptoms adequately. Sleeplessness 
may need to be treated with chloral hydrate in doses of i -5-2 g. well diluted with water 
or milk, but this drug should be avoided if there is any evidence of hepatic or renal failure. 
When the withdrawal syndrome is subsiding chlordiazepoxide should be reduced at a 
rate guided by the patient’s symptoms and signs. As soon as the patient is over the Avorst 
of the withdraAval effects, attempts should be made to stimulate appetite Avith the aid of 
15-20 units of insulin each morning, half an hour before breakfast, A full diet should be 
given and a daily injection of one ampoule of high potency Parentrovite is advisable during 
the first 7-10 days followed by vitamin B by mouth for a number of Aveeks. 

As soon as the withdrawal symptoms have subsided the patient should be encouraged 
to live an active life and take part in all activities of the hospital. 

INDIVIDUAL PSYCHOTHERAPY. This may be the most important single factor in 
treatment. It depends greatly for success on the personality of the therapist and the 
relationship he is able to establish Avith the patient. The therapist should be adaptable and 
have made a careful appraisal of the patient’s needs. He should also set Iiis therapeutic 
target at a practicable and realistic level. He should be flexible and prepared to employ 
that combination of therapeutic approaches AA'hich appears best suited to the indmdual case. 
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Sessions of psychotherapy should be regular and designed to give the patient insight 
into those features of his personality, relationships and mode of living (and their interaction) 
which have contributed to his addiction. Its aim is to enable the patient himself, armed 
with these insights, to set right what has been amiss. If treatment of the addict is to be 
successful he must be advised that he is suffering from a disease which precludes his return- 
ing to normal drinking. Some patients find the simple statement ‘I must face the fact that 
I am an alcoholic and must never touch a drop again’ very helpful. 

GROUP THERAPY. This treatment should begin during stay in hospital and be continued 
in weekly sessions as out-patient for at least a year. In the group process the patient benefits 
from the experience of his fellow patients, loses his sense of isolation and is fortified by 
seeing others accomplish the abstinence he thought impossible. He may acquire insight 
into the situations ‘in which he repeatedly involves himself and which he characteristically 
mismanages so that he learns to deal with them more effectively. By examining his and 
other members’ ways of reacting and by exploring the origins of these ways, he can in time 
modify his self-defeating patterns of behaviour’ (Kessel and Walton, 1965). This statement 
is perhaps unduly optimistic but it does define the objectives in treatment even if they 
are attainable only in a proportion of cases. 

AVERSION THERAPY. Alcoholism is one of the first conditions in which the ideas of 
Pavlov were applied in treatment. In recent years these ideas have undergone considerable 
development under the influence of the ideas of Hull, Watson, Miller, Mowrer and 
Eysenck who have been mainly responsible for the development of modern learning theory. 
Wolpe first applied these theories in a systematic way to the treatment of neurotic and 
allied disturbances. According to these theories alcoholism is a learned habit. The emer- 
gence of uncontrolled drinking is explained by the concept of reinforcement as formulated 
by Dollard and Miller (1950) who pointed out that sudden reduction in a strong drive 
will tend to reinforce any behaviour that leads to that reduction. In the alcoholic the 
drive that is reduced may be anxiety, fear or anger. With each bout of drinking the 
alcoholic habit therefore becomes more strongly reinforced. However, as Blake (1965) has 
pointed out, once having been stamped in like this the drinking habit may become autono- 
mous. A stage is reached w’hen alcohol is no longer related to a reduction of any identifiable 
disturbance of psychological equilibrium; rather, alcoholism, being by nature non- 
adjustive, now begins to generate its own peculiar tensions and disturbances of personal 
well-being. It is therefore possible that the conditioned response that is the alcoholic 
tendency may become extinguished while the drive — the fear or anxiety that originally 
motivated the drink — may remain unaltered. Relapse would therefore become probable. 
Metzner (1963) has therefore argued that aversion conditioning ‘is only likely to be 
successful either (a) where the alcohol no longer reduces any drive except one that is self- 
generated, or (b) Avhere the anxiety is simultaneously being extinguished by other methods’. 

In practice this provides a strong argument for combining other forms of treatment 
with aversion therapy. In fact it is quite likely that the older aversion treatments such as 
those, for example, which employed apomorphine owed part of the success they achieved 
in the hands of some workers to factors incidental to the deconditioning procedures, which 
lacked rigour in their application. Thus, as Eysenck has pointed out (1959), the uncondi- 
tioned stimulus was administered in this treatment in such a way that it preceded the 
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conditioned stimulus. Such backward conditioning could not have been effective. More- 
over, the time relationships between the two kinds of stimulus are of great importance but 
almost impossible to control in a rigorous manner in the apomorphine technique. For these 
reasons, as also beeausc of its unpleasantness and limited success, electrical aversion 
techniques have tended to replace the method based on the use of emetics. 

The relaxation-aversion teehnique used by Blake (1965) has mueh to commend it. After 
psychiatric and psychological assessment the patient is given relaxation training which 
requires on the average 12 sessions eaeh lasting approximately 20 minutes. This stage is 
directed towards relief of the underlying anxiety which, as already indicated, needs to be 
c.xtinguished by methods independent of the aversion procedures. After the subject has 
reached competence in relaxation, ‘motivation arousal’ is introduced. The patient is in- 
structed while in the relaxed state to think about his drinking and the problems associated 
with it, FIc is questioned about the ideas and associations thus generated and the information 
reported is fed back for further conceptual activity at the next session. Arousal sessions take 
place daily and precede the first session of aversion training of the day. The ‘arousal’ pro- 
cedure often produces agitation and weeping. In the aversive conditioning stage the patient 
is told to sip the drink but avoid swallowing it. A shock of increasing intensity (starting 
randomly above the threshold reported by him in a pre-aversion test to be unpleasant) is 
delivered contiguously with his sip on reinforced trials. He is instructed to spit out the 
alcohol as a means of having the shock terminated. On non-reinforced trials the alcohol is 
ejected in response to a green light signal. It has been observed that the alcohol is ejected 
with the same eagerness on non-reinforced trials, even when the green light has ceased to 
be presented, as when a trial is reinforced by shock. Conditioning sessions extend over 
4-8 days. The whole relaxation-aversion programme takes up an average of five hours 
per subject. On a six-months follow-up of 37 cases treated by this method (including 
neurotic, psychopathic and organic subjects) 54 per cent, were recorded as being abstinent, 
38 per cent, had relapsed and in 8 per cent, there was no information or the patients had 
opted out of treatment. The results in a smaller number at 12 months were similar. 
Improvement was not confined to drinking habits, being also reflected in increased 
productivity, improved personal relationships and enhanced ability to handle ordinary 
psychological stresses. 

DETERRENT DRUG TREATMENT. Certain alcoholic patients benefit by being 
placed on a maintenance dose of Antabuse (tetraethylthiuram disulphide, or disulfiram). 
The substance interferes with the metabolism of alcohol. It was formerly held to cause a 
marked increase of the blood acetaldehyde level though some writers have recently cast 
doubt on this explanation (Hebellinck, 1965). Its effect is to produce unpleasant symptoms 
which make it difficult for the patient to continue drinking. After a small quantity of alcohol 
is taken (following ingestion of the drug) dramatic toxic symptoms appear; they include 
flushing of the face, sweating, dyspnoea, headache and tachycardia. These symptoms are 
frequently followed by drowsiness, fall in blood pressure, and sometimes nausea and vomit- 
ing. Occasionally symptoms of peripheral cardiovascular failure have been observed. There 
is a rapid fall in blood pressure, the patient becomes pale and distressed, with sighing 
respiration and cold, cyanosed extremities. Should this occur an antihistamine drug should 
be given, in addition to the usual methods of combating shock. Antabuse in therapeutic 
doses of 0-5 to I -5 g. daily rarely causes toxic effects, though a small minority of patients are 
sensitive to the drug and complain of lethargy and loss of appetite. Because of their varia- 
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bility of reaction to alcohol after taking Antabuse patients should always be given a lest dose 
of alcohol (usually one ounce of whisky or gin) a few days after starting the drug, and while 
they are still in hospital, Antabuse should never be given to a patient without his full know- 
ledge and consent. 

Citrated calcium carbiinide {Abstem) is claimed to have certain advantages over disulfiram. 
It acts more rapidly and sensitivity to alcohol is built up much more quickly. Side-effects 
after the ingestion of alcohol are less severe so that, though not so potentially dangerous, 
it may be less of a deterrent. 

Such drugs are only a ‘crutch’ with which the patient may support his own will to 
abstain and their use should form only part of a general plan of treatment. The careful 
selection of patients for drug deterrent treatment is important. Drug deterrent treatments are 
of value in the management of the alcoholic who is co-operative and genuinely desirous of 
overcoming his addiction, but who knows that at times he has a craving for alcohol and is well 
aware that once he starts drinking he is unable to stop. It is psychologically easier for such 
patients to take their regular half-tablet every morning than to maintain throughout the 
entire day a firm resolution not to take a drink. Neurotic personalities with a strong desire to 
be helped often derive a feeling of security from taking these drugs, but those with little or 
no ability to control sudden impulses are not suitable. If there is a wife or other relative who 
can supervise the regular dosage after leaving hospital, the patient’s chances of making a 
recovery from the habit are enhanced; but relatives must be warned of the dangers of giving 
the patient these drugs without his knowledge. 

MANAGEMENT AND LONG-TERM CARE. Alcoholic habits play a positive role in 
the life of patients and supply them with an occupation for their hours of leisure, an 
anodyne for cares, and an easy companionship. The therapist has not done his work if 
before discharging the patient, he has not made an effort to provide him with substitute 
activities. The association known as Alcoholics Anonymous provides many former alcoholics 
with a society of their own and with a valuable function in helping their own kind 

Active co-operation between this association and psychiatrists is increasing both here 
and in America. Rossi, Stach and Bradley (1963) report that patients formed and maintained 
their own AA group within the hospital from which they passed to association with others 
outside and Glatt's e.\perience at 'Warlingham Park Hospital showed that AA groups in 
the neighbourhood of an alcoholic treatment unit would accept that there were other wav 
of treating patients than their owm and would co-operate in the vitally important probk 
of after-care. However, despite its undoubted value, the organization is far from suitinir all 
patients. ® * 

It is generally agreed that no part of the treatment of alcoholism is more imoo ta 
ihan/ol/ote-Mp and ajler-care. Vallance (1965) followed-up 68 male alcoholic patients^vho 
had been given ‘first-aid’ treatment only in a psychiatric Ixospital with an average duratio 
of stay of 3*2 weeks and no systematic after-care. He found that 25 per cent, had imp 
at the end of two years but less than 5 per cent, were abstinent. Only 25 per cent of th 
50 per cent, who were offered the chance of coming back on out-patient visits avail H 
themselves of this. In spite of such poor results the ‘first-aid’ approach has been the norm 1 
method of management in the United Kingdom, with some notable exceptions. In a follow 
up study of patients who had been under observation with active after-care measures fo 
periods vaiying from 2-3^ years it was found that just over one-third had recovered and 
just under one-third had improved to a significant degree. This improvement was reflected 
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not only in abstinence but at home, at work, and in interpersonal relationships in general 
(Glatt, 1961/;). 


Prognosis 

There is considerable difficulty in comparing the results of follow-up studies because 
selection of patients and treatment facilities differ so widely between studies. 

Davies, Shepherd and Myers (1956) studied 50 cases treated in a general psychiatric 
ward for 2-3 months. Therapy was geared to the individual patient’s requirements. Group 
therapy was not employed but supportive out-patient treatment was provided and patients 
were established on treatment with disulfiram. Two years later 18 per cent, were found to 
be totally abstinent, another 18 per cent, had been abstinent most of the time and 42 per 
cent, had maintained their social efficiency despite light or heavy drinking. Glatt’s result of 
30 per cent, abstinent after treatment in a special unit including group therapy and very 
active after-care has been noted above. On the other hand, Rossi, Stach and Bradley (1963) 
following up 208 unselected male patients treated for 60 days in a state mental hospital in 
Minnesota, with little or no individual treatment and no after-care found tliat after 21 
months 9 per cent, were abstinent, and 60 per cent, were drinking to a serious extent. The 
30 per cent, who had returned to moderate drinking were traced again a year later and 90 
per cent, of these were then found to be drinking with serious effects. There is general 
agreement that, among various forms of management, prolonged and active after-care carries 
the best prognosis. The danger of relapse is greatest in the first six months after discharge; 
as many as 90 per cent, of relapses occurring during this period. This finding has a 
bearing on planning after-care procedures and patients may be encouraged by the infor- 
mation that six mo 7 iths is a hurdle of prognostic significance. Suicide is also a serious risk, 
especially in these first few months after discharge from hospital. Kessel and Grossman 
(1961) found that 45 per cent, of patients in a Maudsley series of alcoholics who had com- 
mitted suicide did so within the first year from discharge. 

Age would appear to have prognostic significance. Glatt (1961&) showed that the prog- 
nosis in the age group 41-70 was significantly better statistically than in the age group 21-42. 
The most likely explanation is that late onset of alcoholism may often indicate a better 
basic personality than in young alcoholics. Alcoholics under 25 are much more difficult to 
treat and far more often have to be readmitted. 

The patient's desire to he aired and degree of involvement in his treaiment is of great 
importance in prognosis. Efforts should be made to orientate him to take an active role in 
his treatment. Equally it is important that he should accept the fact that he is an alcoholic 
and cannot become a controlled drinker ever again. 

Once the alcoholic habit has been broken, the patient wiU have to adopt a new mode of 
life to ensure against a relapse. Certain kinds of behawour, social engagements of certain 
ty4)es, for instance, will have to be given up; and from his knowledge of the patient’s 
personality and of his emotional needs, the physician must assist his search for alternatives. 
Early relapse tends to take place in those who return to the same social milieu as before. 
They have changed in attitude to drinking but their former associates have not. Hence 
the importance of ensuring if possible that the discharged patient has contact with an 
association whose members take a pride in continued abstinence. 

The alcoholic who has retained close personal ties with at least one person has a better 
chance of recover5^ Hence the married do better than the single. For this reason diere is a 
strong case for involving the spouse in the treatment situation. Loneliness is frequently given 
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by women as a reason for excessive drinking and is often an obstacle to recovery. Alcoholism 
tends to develop later in Komen than in men but follows a more rapid course (Jellinek, 1952). 
They also make a poorer response to treatment dian men. 

Along with sex, pre~morbid personality is found to be the factor that probably has the 
most important bearing on outcome. Those of unstable or psychopathic personality and 
poor intelligence, those who have become addicted early in life or before thty have registered 
much in the way of achievement, those with few positive qualities of personality and those 
who have become addicted without exposure to stressful circumstances all tend to do badly. 
The homeless vagrant alcoholic is a separate problem whose only hope of rehabilitation is in 
the provision of special centres and hostels. Sodal class in isolation from other factors is not 
of prognostic significance ; it is important to encourage alcoholics from lower social classes to 
seek treatment. Existing hospital admission rates seem to suggest that at present they are not 
doing so. 

In treatment, the clinician has to be satisfied in some cases with a limited degree of 
success and above all should exercise patience. An occasional lapse is not a reason for 
despair. In a number of patients, particularly women, unspectacular but steady progeess 
over years may take place even though the immediate results following discharge mav 
have been discouraging. ® ^ 


DRUG DEPENDENCE 
Definition of Drug Addiction 

A certain amount of confusion at present surrounds the definition of addiction Moat 
published work shows that the authorities in this field have been guided by the reports 
the World Health Organization’s Expert Committee which in 1952 and 1957 treat d 
dependence upon various drugs as a single entity and distinguished between addictio 
and habituation. 

Addiction they defined as ‘a state of periodic or chronic intoxication produced bv th 
repeated consumption of a drug. ... Its characteristics include: ^ ° 

(1) An overpowering desire or need (compulsion) to continue taking the drug and t 
obtain it by any means, 

(2) A tendency to increase the dose. 

(3) A psychic (psychological) dependence and generally also a physical dependence on 
the effects of the drug. 

(4) A detrimental effect on the individual and on society*. 

Habituation was defined as ‘a condition resulting from the repeated consumption of 
drug. Its characteristics include: 

(1) A desire (but not a compulsion) to continue taking the drug for the sense of improved 
well-being which it engenders. 

(2) Little or no tendency to increase the dose. 

(3) Some degree of psychic dependence on the effect of the drug, but absence of 
physical dependence and hence of an abstinence syndrome. 

(4) Detrimental effects, if any, primarily on the individual*. 

These terms svere meant chiefly to separate physical from psychological dependence a 
distinction which was found to be increasingly difficult to apply, as phases overlap and 
vary from drug to drug and patient to patient. The Expert Committee’s report in 19O4 
introduces the single term Drug Dependence and stresses also that the drug dependencies 
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arc a group of illnesses with many features in common and not a single disease (W.H.O., 
1964). However, as Glatt (1964/;) has pointed out, the former distinction between habitua- 
tion and addiction still has some uses in clinical practice, for instance, with regard to decisions 
about sudden or gradual withdrawal of a drug. 

None of these definitions can be regarded as entirely satisfactory. The reason for this 
is partly to be sought in the fact that the subject of drug dependence is a highly emotional 
one and our attitude to it is influenced by social biases and preconceptions. Thus depend- 
ence on alcohol and tobacco incur nothing like the social disapproval that attaches to 
morphine or even barbiturates. Yet severe deprivation symptoms may follow withdrawal 
while the effects on mental as well as physical health may prove disastrous in the case of 
alcohol. Nor can the social effects be regarded as fundamentally different from those of 
drugs with a more sinister connotation since dependence on both alcohol and tobacco is 
spread to some extent by example and group pressure to conform among the young, the 
immature and the socially anxious and insecure. 

Drug Dependence: General Considerations 

The official Governmental attitude and the attitude of the medical profession in Great 
Britain towards the management of addicts has in the past been guided by the reports of 
two committees specially convened in 1926 and 1961. The treatment of drug addiction, 
following the advice of these committees, had hitherto remained an individual medical 
matter in Great Britain, in which the physician was entitled, at his own professional discre- 
tion, to provide narcotics to known addicts, with no absolute obligation either to notify the 
Home Office of the identity of an addict, or to take a second opinion, though both courses 
were specifically advised. 

From the late 1950s the numbers known in Great Britain to the Home Office of those 
dependent on narcotics rose sharply from 359 in 1957 to 1349 in 1966. There was in 
addition much evidence to suggest that these numbers were an underestimate. It was 
also known that all but about 3 per cent, of the new addicts notified over this period had 
obtained their drugs illicitly in the first place, by buying them from others who had had 
drugs prescribed for them in excess of their needs. These serious developments demanded 
urgent reappraisal of the situation and led to the convening of the third Interdepartmental 
Committee under the Chairmanship of Lord Brain in 1964 and determined its terms of 
reference. Its recommendations centred on compulsory notification of addicts, provisions 
for treatment, and restriction of prescribing to licensed doctors serving in named treatment 
centres. Certain recommendations of the Brain Committee became law in April, 1968 
(see Ch. XIII). The resultant changes in, and increasing knowledge about, the situation 
which will emerge are awaited with great interest. 

The increasing numbers of addicts in their teens and early tw'^enties is a very recent 
and disturbing development in Britain. By 1966 the proportion under the age of 20 was 
approaching 40 per cent, and well over 80 per cent, were under 35, whereas in 1959 there 
were no notified heroin addicts under the age of 20. In a field study aimed at early detection 
of heroin use, de Alarcon and Rathod (1968) found 14-8 per thousand of the group 15-20 
years of age who were confirmed users and 27-2 per thousand when probable and suspected 
users were included. Ninety per cent, of their cases were male. 

Aware that ‘early diagnosis of heroin abuse is urgent, especially in the young who do 
not appreciate its seriousness’, these workers employed five screening methods for detecting 
young users of heroin in Crawley New Town who had not been referred for treatment. 



ALCOHOLISM, DRUG ADDICTION AND OTHER INTOXICATIONS 415 

The 5 new techniques employed were : use of the Probation Service, the Police, information 
given by patients who were heroin users, a sur\'ey (in the general practices) of every patient 
aged 15-25 who had had jaundice in the previous two years and a search of records in the 
hospital casualty department for patients in the same age group who had been admitted 
for overdose of hypnotics or stimulants during those two years. 

They evaluated these five sources of information and reached the conclusion that the 
most effective was information given by the heroin users already being treated for addiction 
in their unit. The second most productive source was the jaundice survey. Each method 
singly was of limited value but all five used concurrently supplemented each other and 
provided an automatic check on the information received. As a useful starting point for 
investigating the extent of heroin use in a given population they recommended the com- 
bined use of the jaundice and casualty (amphetamine) surveys which are easy to operate. 

A second field study carried out in a provincial town aimed at gaining insight into social 
factors associated with heroin use (Kosvmer ei al., 1968). They established such good 
rapport with subjects not receiving treatment that they were able to complete structured 
inten,'iews covering social and family background, past and present social functioning, 
drug abuse, medical and psychiatric history, as well as the subjects’ attitudes to treatment, 
to society, their families, friends and to themselves. The 31 subjects they interviewed were 
found to differ in many respects from samples studied in institutional and hospital settings 
and equally marked differences appeared within their sample. The authors concluded that 
the concept of a ‘typical’ heroin user should be abandoned and should be replaced by 
typologies of users after many different samples have been studied. For example, although 
the subjects studied by these workers had a distinctive social class structure, there is 
evidence to suggest than by ig66 the overall class distribution of addicts was closer to that 
of the general population that it had been a decade previously. Nevertheless, the questions 
that emerged from these studies appeared to be of general importance. Thus high social 
class backgrounds were associated with a tendency to abandon educational courses despite 
good opportunities. Was drug-taking a reaction to failure or an overt act of rebellion? 
What part was played by the drug-centred way of life, as distinct from the specific effects 
of the drugs, in perpetuating the state of dependence? 

This and the study by de Alarcon and Rathod showed that studies of drug abuse in 
the community are feasible and that drug dependence is no longer restricted to large 
cities. However, it remains uncertain how far the users identified in such enquiries 
consist of young people experimenting for a short time with the excitements offered bv 
heroin. There is urgent need to define the lAaracteristics of that hard core of subjects 
who graduate from cannabis and amphetamine to persist in frequent self-injection of 
heroin, often despite severe nausea and vomiting, and a need also to learn more about the 
state of mind they are presumably seeking 

Sedative Drugs: Barbiturates 


Drugs with a sedative or hypnotic hands of the 

chiatrist, who has so frequently • • _ 

sleeplessness. These drugs are c ' ' 

emotional disturbances of the p.<y — ' , anrl ..u 

neurotic states. Different types of drugs are needed for different purposes; and the rr 
should make full use of the wide variety of drugs of short and long action to fit hjs , 
to the needs of the individual case. The treatment of symptoms’ is „f,e„ decried^ 
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arc a group of illnesses with many features in common and not a single disease (W.H.O., 
i(X)4). However, as Glatt (19646) has pointed out, the former distinction between habitua- 
tion and addiction still has some uses in clinical practice, for instance, with regard to decisions 
about sudden or gradual withdrawal of a drug. 

None of these definitions can be regarded as entirely satisfactory. The reason for this 
is partly to be sought in the fact that the subject of drug dependence is a highly emotional 
one and our attitude to it is influenced by social biases and preconceptions. Thus depend- 
ence on alcohol and tobacco incur nothing like the social disapproval that attaches to 
morphine or even barbiturates. Yet severe deprivation symptoms may follow withdrawal 
while the effects on mental as well as physical health may prove disastrous in the case of 
alcohol. Nor can the social effects be regarded as fundamentally different from those of 
drugs with a more sinister connotation since dependence on both alcohol and tobacco is 
spread to some extent by example and group pressure to conform among the young, the 
immature and the socially anxious and insecure. 

Drug Dependence : General Considerations 

The official Governmental attitude and the attitude of the medical profession in Great 
Britain towards the management of addicts has in the past been guided by the reports of 
t^vo committees specially convened in 1926 and 1961. The treatment of drug addiction, 
following the advice of these committees, had hitherto remained an individual medical 
matter in Great Britain, in which the physician was entitled, at his own professional discre- 
tion, to provide narcotics to known addicts, with no absolute obligation either to notify the 
Home Office of the identity of an addict, or to take a second opinion, though both courses 
were specifically advised. 

From the late 1950s the numbers known in Great Britain to the Home Office of those 
dependent on narcotics rose sharply from 359 in 1957 to 1349 1966. There was in 

addition much evidence to suggest that these numbers were an underestimate. It was 
also loiown that all but about 3 per cent, of the new addicts notified over this period had 
obtained their drugs illicitly in the first place, by buying them from others who had had 
drugs prescribed for them in excess of their needs. These serious developments demanded 
urgent reappraisal of the situation and led to the convening of the third Interdepartmental 
Committee under the Chairmanship of Lord Brain in 1964 and determined its terms of 
reference. Its recommendations centred on compulsory notification of addicts, provisions 
for treatment, and restriction of prescribing to licensed doctors serving in named treatment 
centres. Certain recommendations of the Brain Committee became law in April, 1968 
(see Ch. XIII). The resultant changes in, and increasing knowledge about, the situation 
which will emerge are awaited with great interest. 

The increasing numbers of addicts in their teens and early twenties is a very recent 
and disturbing development in Britain. By 1966 the proportion under the age of 20 was 
approaching 40 per cent, and well over 80 per cent, were under 35, whereas in 1959 there 
w^ere no notified heroin addicts under the age of 20. In a field study aimed at early detection 
of heroin use, de Alarcon and Rathod (1968) found 14-8 per thousand of the group 15-20 
years of age who were confirmed users and 27*2 per thousand when probable and suspected 
users were included. Ninety per cent, of their cases were male. 

Aware that ‘early diagnosis of heroin abuse is urgent, especially in the young who do 
not appreciate its seriousness’, these workers employed five screening methods for detecting 
young users of heroin in Crawley New Town who had not been referred for treatment. 
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The 5 new techniques employed were: use of the Probation Service, the Police, information 
given by patients who were heroin users, a survey (in the general practices) of every patient 
aged 15-25 who had had jaundice in the previous t\vo years and a search of records in the 
hospital casualty department for patients in the same age group who had been admitted 
for overdose of hypnotics or stimulants during those two years. 

They evaluated these five sources of information and reached the conclusion that the 
most effective was information given by the heroin users already being treated for addiction 
in their unit. The second most productive source was the jaundice survey. Each method 
singly was of limited value but all five used concurrently supplemented each other and 
provided an automatic check on the information received. As a useful starting point for 
investigating the extent of heroin use in a given population they recommended the com- 
bined use of the jaundice and casualty (amphetamine) surveys which are easy to operate. 

A second field study carried out in a provincial town aimed at gaining insight into social 
factors associated with heroin, use (Kosviner et aL, 1968). They established such good 
rapport with subjects not receiving treatment that they were able to complete structured 
interviews covering social and family background, past and present social functioning, 
drug abuse, medical and psychiatric history, as well as the subjects’ attitudes to treatment, 
to society, their families, friends and to themselves. The 31 subjects they interviewed were 
found to differ in many respects from samples studied in institutional and hospital settings 
and equally marked differences appeared within their sample. The authors concluded that 
the concept of a ‘typical’ heroin user should be abandoned and should be replaced by 
typologies of users after many different samples have been studied. For example, although 
the subjects studied by these workers had a distinctive social class structure, there is 
evidence to suggest than by 1966 the overall class distribution of addicts was closer to that 
of the general population that it had been a decade previously. Nevertheless, the questions 
that emerged from these studies appeared to be of general importance. Thus high social 
class backgrounds were associated with a tendency to abandon educational courses despite 
good opportunities. Was drug-taking a reaction to failure or an overt act of rebellion? 
What part was played by the drug-centred way of life, as distinct from the specific effects 
of the drugs, in perpetuating the state of dependence? 

This and the study by de Alarcon and Rathod showed that studies of drug abuse in 
the community are feasible and that drug dependence is no longer restricted to larce 
cities. However, it remains uncertain how far the ‘users’ identified in such enquiries 
consist of young people experimenting for a short time with the excitements offered bv 
heroin. There is urgent need to define the characteristics of that hard core of subjects 
who graduate from cannabis and amphetamine to persist in frequent self-injection of 
heroin, often despite severe nausea and vomiting, and a need also to learn more about th 
state of mind they are presumably seeking. 

Sedative Drugs: Barbiturates 

Drugs with a sedative or hypnotic action are important tools in the hands of th 
chiatrist, who has so frequently to treat symptoms of anxiety, restlessness excit ^ 
sleeplessness. These drugs are often the best means we have, both of relievin 
emotional disturbances of the psychoses, and the less serious ones of acute ^ d 
neurotic states. Different types of drugs are needed for different purposes • and th I’ 
should make full use of the wide variety of drugs of short and long action to fit his t ^ ^**^*^^ 
to the needs of the individual case. The treatment of 'symptoms’ is often decried thou h^^h ^ 
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part that it can play in relief of suffering, restoring social adaptation, and as an adjuvant to 
specific therapy cannot be over-estimated. Often symptomatic therapy is all that the doctor 
can offer. In prescribing sedatives the physician has two principal dangers to be wary of, 
those of suicide and of addiction. 

Just as the injudicious administration of analgesics in bodily ailments may lead to habit 
formation and addiction, so also may addiction and acute or chronic intoxication follow 
the use of sedatives and hypnotics. The dangers are particularly great in psychiatrie 
patients, who by their lack of mental stability are predisposed to lack of sense of self-control 
in taking medicines, to urges of self-destruction, or to victimization by the lure of an ano- 
dyne. Others take to drugs out of curiosity or desire for new sensations, and once enslaved 
cannot break free. The risk of addiction is certainly greater among the mentally than the 
physically ill. 

The doctor should be particularly careful not to prescribe drugs of powerful action, 
such as barbiturates, as placebos. The general practitioner finds them a convenient 
means of stilling the demands of the chronic neurotic, whose complaints are beyond the 
reach of other remedies, and who does not respond to such simple psychotherapy as the 
doctor can give. Before the last world war, about 40 per cent, of the medicines prescribed to 
panel patients in Britain contained bromides; and though the use of bromides has now 
greatly diminished, barbiturates have tended to take their place. In 1957-9 barbiturates 
constituted between 19 and 20 per cent, of the total number of prescriptions for drugs of 
all kinds issued dming those years. 

When such drugs are given, the physician should have a clear idea of what he wants to 
achieve. Different drugs, different amounts, and different modes and periods of adminis- 
tration will be needed for different purposes: whether, for instance, it is desired to relieve 
general restlessness and tension, to mitigate some physical pain which, tolerable during the 
distractions of day-time, prevents sleep at night, to procure a deeper sleep and obviate 
early morning wakening, to protect the patient against an excessive sensitivity to noises and 
other sensory stimuli. Agitated depression, hypomanic excitement, states of epileptic or 
catatonic excitation, and other psychotic crises, all require handling along lines chosen to 
suit individual needs. 

Barbiturates are cortical depressants which also have a similar action on the autonomic 
nervous system, probably through hypothalamic centres. They also have some depressing 
effect on the respiratory centre, and lower body temperature and the basal metabolic rate; 
but in therapeutic dosage these side-effects are unimportant. The theory proposed by 
Quastel and co-workers (1933) that their action depends on interference with the oxidation 
of glucose still holds the field. 

Since derivatives of barbituric acid were first used as sedatives by Fischer and Mering 
in 1903, their variety and their modes of application have increased enormously. A special 
fillip was given by the discovery of members of the group suitable for intravenous admini- 
stration and for use in anaesthesia. 

Barbiturates are a good example of drugs which can be in use for a long time before 
the danger of dependence becomes apparent. Goodman and Gilman (1965) state that 
abuse of barbiturates and other hypnotics exceeds that of opiates in the U.S.A. The con- 
vincing findings of Isbell et al. (1950) at the Lexington hospital first gave a warning 
which has been supported in Norway by Ancherson (1956) and Kass et al. (1959). The 
discrepancy between registered addicts and hospital admissions may be considerable. 
Barely one-third of 230 odd registered addicts in Norway were dependent on barbiturates 
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yet K 5 ss et al. sho^\ed that in Oslo alone medical departments have an average of one 
admission per day of barbiturate addicts. They suppose that the small number of reported 
cases may be partly attributed to the fact that many doctors and pharmacists have not 
hitherto considered dependence on barbiturate as a form of drug addiction, and to the 
comparative ease v.'ith which the drug may be obtained. Barbiturate addicts may also go 
undetected because they do 'not suffer from malnutrition as often as morphine addicts. 
In a study of 122 drug addicts admitted to the University Psychiatric Clinic, Oslo, between 
1952 and 1962, Retterstbl and Sund (1964) found that 69 patients used barbiturates alone or 
together with other preparations and 40 were dependent on barbiturates alone. In Britain 
the number of cases admitted to hospital is small but available figures almost certainly 
underestimate the problem. 

The symptoms of acute intoxication naturally depend on the amount of the drug and 
on its nature and speed of action. Most barbiturates are fairly safe, with the minimum lethal 
dose being about fifteen times the therapeutic one, but tolerance may be markedly dimin- 
ished by liver or kidney disease or old age; while in porphyria, psychotic disturbances or 
peripheral neuropathy or both may be initiated by small doses. 

Acute intoxication, however, is most frequently the result of a suicidal attempt, for which 
barbiturates have become increasingly the chosen means since the 1940s. Now these drugs, 
almost always obtained on prescription, are employed in well over 50 per cent, of attempts 
particularly by older women. The depressant action of the drug causes drowsiness and 
sleep deepening into coma. Pulse, respiration and peristalsis are slowed down> and there is a 
fall in body temperature with danger of shock. The deep refletes disappear in comatose 
subjects. Death may follow from respiratory or renal faiixu-e consequent upon the 
diminished blood flow produced by arterial hypotension or from N'asomotor collapse. The 
diagnosis of barbiturate-induced coma or stupor is readily made with the aid of laboratory 
techniques. Medium-acting barbiturates such as amylobarbitone, butobarbitone and 
quinalbarbitone which are broken doum mainly by the liver and also excreted in varying 
degrees by the kidneys may be suspected as the cause of coma when barbiturate levels in 
the blood are in the neighbourhood of i-S to 2*i mg./xoo ml.; long-acting barbiturates 
such as phenobarbitone and barbitone arc e.\creted unmodified by the kidneys and give 
rise to higher mean levels which lie between 8 and 15 mg./ioo ml. (Gumming, ig6i). An 
interesting E.E.G. finding in barbiturate coma which has as yet been little applied in practice 
is the generalized low to medium voltage fast activity which is found in even quite deep 
unconsciousness as distinct from the high voltage diffuse slow activity which dominates the 
record in coma induced by most other intoxications. 

Among the neurological findings in acute or subacute intoxication, ataxia, asynergia, 
n>stagmus and hypotonia are often seen, all being evidence of an effect on the cerebellum. 
These signs may also appear in chronic intoxication, in which the most characteristic 
psychiatric finding is a persistent hypomanic excitement interrupted by periods of irri- 
tability and restlessness. Some patients seem to be in a state of day-long drunkenness, 
tremulous and over-talkative; in others moodiness or sub-delirious symptoms prevail. 
The diagnosis may be difficult if the patient conceals what has occurred, as he may do if 
be has become addicted; or if there is a suspicion of an organic disease of the brain, such as 
general paresis, disseminated sclerosis or prcsenile dementia. In some patients addicted 
over long periods, nystagmus and ophthalmoplegia associated with profound though 
variable somnolence raise the suspicion of a mid-Ime tumour or encephalitis; and we have 
known such patients who have had extensive neurological investigations. There is some 
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resemblance between the sj'mploms of chronic poisoning by alcohol and by barbiturates. 
As some persons abuse both, dilTerential diagnosis may be troublesome. 

As far as the psychiatric aspects arc concerned there is a high instance of damaged and 
psychopathic personalities among barbiturate dependent subjects particularly among those 
established on high doses. Childhood deprivation has often been severe; difficulties in 
sexual adjustment and in marriage are common. There is a sprinkling of patients with 
social misdemeanours; criminal tendencies and neurotic illness, prior to the commencement 
of addiction, have been common both in the patients and their families, although the 
familial incidence of drug addiction appears to be no greater than in control subjects 
(Rctterstol and Sund, 1964). There appears to be no specific kind of personality which is 
specially predisposed to become dependent on barbiturates as distinct from opiates, 
although Wikler and Rasov (1953) have suggested that drugs of the opiate group tend to be 
chosen for the satisfaction of primar}’ cravings such as hunger and sexual instincts, whereas 
barbiturates, alcohol and cocaine are sought by those who wish to reduce inhibitions and 
aggressions. ‘Regardless of conventional personality classifications which may be applied 
to them, addicts are individuals in whom the chief sources of anxiety are related to pain, 
sexuality and the expression of aggression.’ 

An important group among barbiturate-dependent subjects are those who first took to 
drugs after the commencement of a neurotic illness wdth severe symptoms of anxiety or 
phobic aversions leading to grave incapacit5^ With the aid of sedative drugs the patient is 
able for a period to maintain some kind of occupational and social adjustment. In these 
patients it is particularly important to direct attention to the underlying neurotic illness 
in the hope of being able to restore them to the relatively effective life-adjustment achieved 
before illness. The obser^'ation of Retterstol and Sund that a proportion of subjects are 
initiated into their career of drug dependence by having had pain-kihing and sedative drugs 
prescribed for pain and discomfort arising from neurotic depressions, is significant from 
the preventive point of view. As they point out, there is every reason with these patients to 
prescribe tranquillizing substances which are non-habit-forming. The follow-up study 
showed that the prognosis is not as hopeless as often supposed. After an average follow-up 
period of 6 years almost half of the 45 subjects regarded as habituated were found not to be 
using drugs and more than three-quarters were in the same employment as before admission. 
However, among those regarded as addicted only a fifth were not abusing drugs, an outcome 
which is hardly better than that among opiate addicts. 

Careftd history-taking is of particular importance in cases wffiere the onset of addiction 
has corresponded with the abrupt commencement of a neurotic illness as treatment will 
often prove effective in some measure. 

WITHDRAWAL SYjMPTOMS. Isbell et al. (1950) found that when the drug was 
withdrawn after a period of chronic barbiturate intoxication, an acute withdrawal psychosis 
clinically resembling delirium tremens with anxiety and terrifying hallucinations, occurred 
in 3 out of 5 cases, t\vo to three da3'^s after admission to hospital. Similar acute withdrawal 
ps5’^choses have been reported by James (1963) in patients addicted to h}q)notic drugs 
including barbiturates and, in association with other drugs having an h5q)notic action 
on the central nervous s)'stem, by Hudson and Walker (1961) and Lloyd and Clark (1959). 

It is suggested that the tremiilous withdrawal psychosis of sedative drug addiction and the 
delirium tremens of alcoholism are clinically identical. Major commlsions are relatively 
common after withdrawal and patients with emotional disturbance, in whom unexplained 
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con\Tilsions occur after admission to hospital^ should be strongly suspected of barbiturate 
addiction. In some subjects withdrawal is followed by severe anxiety and tremuloi^ness, 
physical weakness, anorexia, vomiting and postural hypotension. In a small minority 
of patients withdrawal leads to a paranoid reaction not always with definite impairment 
of consciousness. 

TREATMENT. The abrupt cessation of barbiturates can have grave consequences and 
withdraw’al should be covered with pentobarbital. A dose of 200-400 mg. six hourly may 
be needed and a mild degree of intoxication with nystagmus, moderate ataxia and slurring 
of speech is produced on these amounts. The aim is to eliminate tremor, insomnia and 
irritability and for this some subjects require as much as 2,000-2,500 mg. in 24 hours. 
Medication may have to be given at four-hourly intervals and varied according to the 
severity of clinical signs. When the dosage is stabiliaed, which usually takes some 48 hours, 
withdrawal at a rate of about 10 per cent, of the total dosage per day should be undertaken. 
However, the reappearance of tremor or postural hypotension necessitates additional 
doses of 200 mg. An unhurried regime must be pursued particularly in those subject to 
convulsions, and withdrawal may take anything from two to three weeks. For rehabilitation, 
contact with the family, diligent, systematic social and medical follow-up are essential. 

Suicidal attempts with the aid of barbiturates are now commonplace and frequently 
encountered by family doctor and psychiatrist alike. Although modern techniques of 
resuseilation have reduced the mortality associated with coma from self-administered 
barbiturates to under 2 per cent., the situation always presents a serious emergency and, 
in the great majority of instances, the correct procedure is to arrange for the patient’s 
transfer to a fully equipped hospital where a team of physicians and anaesthetists armed 
with full laboratory facilities, respirators and an artificial kidney can take over. If the 
patient is still conscious and wholly co-operative when seen, he should be asked to drink 
a tumblerful of wurm water in which a tablespoonful of common salt has been dissolved, 
and a finger should be inserted into the pharynx to make him vomit. This can be done 
while arrangements are being made for his transfer to hospital. The stomach contents 
should be retained for analysis. It is unjustifiable to underlie gastric lavage at home in 
stuporose or comatose patients as it is impossible to protect adequately against aspiration 
of the gastric contents. Stimulants such as beraegride and picrotoxin play no part in 
modern resuscitation and should not be given. Some patients who are known to have made 
a gesture or demonstration with only a small dose may be allowed to sleep the effects off 
at home. But the patient’s statement should under no circumstances be relied on and unless 
the amount that has been taken can be accurately judged (and this is rarely possible), he 
should be transferred to the care of a resuscitation team immediately. The artificial kidney 
has probably made a useful contribution to the treatment of patients with barbiturate 
poisoning. How ever, most patients recover satisfactorily without it and most experienced 
w orkers use dialysis only in a small minority of cases. 


Amphetamine 
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by Prinzmetal and Bloomberg (1935). It can be used to combat apathy, fatigue, depression 
and hunger, and is a useful aid when heightened confidence and decisiveness are needed. 

I'hcsc ps3'chological effects did not fail to impress on early workers (Guttmann and 
Sargant, 1937; Guttmann, 19366) that they might bring with tliem the dangers of habit 
formation, addiction and abuse. Their fears have proved to be justified, though to a degree 
which varies remarkably in different parts of the world. Abuse of amphetamines is rare in 
Norway, and in Switzerland it was rapidly curtailed when the drug was put on pre- 
scription; in Japan, South America and Sweden it has become a serious social 
problem. 

In Great Britain, despite the increasing realization of the limited clinical value of the 
amphetamines, their use continues to be extensive. Analysis of National Health Service 
prescriptions in 1961 showed that 3 per cent, of the whole were for preparations of the 
amphetamines and phenmetrazine {Brit. Med. J., 1961). It is likely that there is much over- 
prescribing. Kiloh and Brandon (1962) surveyed a population of 280,000 and estimate that 
this includes 500 persons with dependence on tlie drug. In another study of data supplied 
by 19 complete practices serving 79,300 patients, Brandon and Smith (1962) found that 
in a practice of 2,000 there would probably be 20 patients taking amphetamine at any 
time and at least four of these would be habituated. When the habituated group was 
examined, psychiatric symptoms predominated as the indication for prescribing the 
drug. The highest incidence of habituation was among patients over 65 years of age (24-5 per 
cent, of this age group). Seventy per cent, of this group were depressed. In Northern 
Ireland Hood and Wade (1968) showed that, in 12 per cent, of practices, amphetamines 
were not prescribed at all, while i *3 per cent, produced 9 per cent, of the 11,400 prescrip- 
tions written in 3 months. This illustrates the ease with which amphetamines are obtained. 

While adolescent amphetamine-takers who obtain their supplies without prescription are 
predominantly male, adults receiving the drug on prescription are predominantly women, 
especiall}’’ middle-aged obese housewives. Obesity is the commonest reason for prescribing 
the drugs initially, although they do little to suppress appetite and there are increasing 
doubts about their value except perhaps for narcolepsy and rare cases of epilepsy. 

Since supplies of heroin and cocaine were threatened by new legislation in 1967, 
increasing evidence of dependence on methylamphetamine, seLf-administered by intravenous 
injection, has appeared. States of euphoria with excitement which readily erupts into violence 
are commonly produced. Dependence occurs earlier than with heroin and deterioration in 
social adjustment is more rapid. 

Scott and Willcox (1965) made a study of 474 (420 male and 54 female) yotmg persons, 
the majority of whom were 14-16 years of age who had been admitted to Remand Homes 
during the first half of 1964, Evidence of amphetamine taking (by urine test) was found in 
16-18 per cent, of admissions. They were able to distinguish two kinds of amphetamine- 
taker whom they defined as benign and malignant. The malignant taker increases the 
dosage and takes it throughout the week with adverse effects on general health and school 
or work record. They invariably had grossly unfavourable home backgrounds. The essential 
element in their personalities was a basic lack of confidence in making personal relationships, 
together with over- dependence on or over-identification with one parent. They appeared 
',to live in a fearful, self-doubting manner. The writers concluded tliat amphetamine is 
'P^itticularly dangerous as an element in criminal propensities in the offender who is already 

^cllrved to feel persecuted. The relationship between crime and drug-taking was in parallel 
c than causative, though each might facilitate the other. The benign group confined 
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their indulgences to the week-ends, did not increase the dose, and both their home back- 
grounds and personalities were less abnormal. 

According to an estimate by Bewley (1966) there were in Britain approximately 80,000 
subjects habituated to prescribed amphetamines and a further 80,000 using amphetamines 
illicitly. 

The development of physical dependence has been questioned but depression and 
attempted suicide are certainly common after abrupt withdrawal. Oswald and Thacore 
(1963) reported a method of detecting physical dependence by measuring the proportion 
of ‘hindbrain sleep* detected by E.E.G. during withdrawal of amphetamine. 

A considerable amount of experiment is taking place in methods of detecting ampheta- 
mine-dependence chiefly by analysis of urine. Most of these appear to make large demands 
on time, equipment and the experience of laboratory technicians. Beckett and Rowland 
(1965) describe a simple specific method based on gas-liquid chromatography for the 
analysis of amphetamine in urine. 

M. Bleuler (1949) has described the self-assured confident mood of the habitual user 
of amphetamine, and the tendency to sexual excitement which is satisfied by the play of 
fantasy. The fatigue and other disagreeable feelings of the hangover force the patient to 
maintain and to increase the dose. Hts state of mind varies between restlessness and motor 
over-activity on one hand and fatigue and exhaustion on the other. Regular activities or 
work become impossible; and the patient may have to resort to lying or fraud to procure 
the drug. Addicts of morphia and the barbiturates not infrequently take amphetamine to 
counteract the depressant effect of the hypnotic, in the same way as opium addicts may 
take to cocaine. An aggressive psychopath, who has been given the drug to control his 
irritability, may become addicted to it. Others take amphetamine to relieve feelings of 
tension or depression to which they are liable, to enable them to get through work under 
pressure, or, especially women, for the initial purpose of controlling obesity. 

The great tolerance which the habitual user may develop is remarkable. Out of thirteen 
cases collected by Knapp (1952), ten had reached a daily dose of 100 to 700 mg., without 
showing any phj’sical disability and without developing hypertension. 


AMPHETAMINE PSYCHOSIS. Attacks of ptychotic illness are very common in subjects 
V ho arc taking amphetamines in doses greater than 90-100 mg. and will sometimes occur on 
lower dosage. As the disorder frequently bears a close resemblance to schizophrenic illness, 


the patient believing himself to be the object of special attention by strangers whom he later 
identifies as police agents, foreign spies or criminak. The psychosis proper develops soon 
after these premonitory symptoms with the sudden appearance of hallucinations and delu- 
sional ideas. These are characteristically obser\'ed in clear consciousness unless sedative 
drugs such as barbiturates have also been taken. Auditor>* hallucinations are common and, 
as they frequently consist of comments and tormenting criticisms relating to the patient’s 
conduct, or accuse him of misdeeds and threaten him with violence and murder, they 
bear a strong resemblance to alcoholic hallucinosis. The hallucinatory voices often have an 
imperative quality, compelling the patient to obey. Their content may reflect complex 
grandiose delusions a nd among thedelusions of influence there is often the belief that the 
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the drugs initially, although they do little to suppress appetite and there are increasing 
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increasing evidence of dependence on methylamphetamine, self-administered by intravenous 
injection, has appeared. States of euphoria with excitement which readily erupts into violence 
are commonly produced. Dependence occurs earlier than with heroin and deterioration in 
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their indulgences to the week-ends, did not increase the dose, and both their home back- 
grounds and personalities were less abnormab 

According to an estimate by Bewlcy (1966) there were in Britain approximately 80,000 
subjects habituated to prescribed amphetamines and a further 80,000 using amphetamines 
illicitly. 

The development of physical dependence has been questioned but depression and 
attempted suicide arc certainly common after abrupt withdrawal. Oswald and Thacore 
(1963) reported a method of detecting physical dependence by measuring the proportion 
of ‘hindbrain sleep’ detected by E.E.G. during withdrawal of amphetamine. 

A considerable amount of experiment is taking place in methods of detecting ampheta- 
mine-dependence chiefly by analysis of urine. Most of these appear to make large demands 
on time, equipment and the experience of laboratory technicians. Beckett and Rowland 
(1965) describe a simple specific method based on gas-liquid chromatography for the 
analysis of amphetamine in urine. 

M. Bleuler (1949) has described the self-assured confident mood of the habitual user 
of amphetamine, and the tendency to sexual excitement which is satisfied by the play of 
fantasy. The fatigue and other disagreeable feelings of the hangover force the patient to 
maintain and to increase the dose. His state of mind varies between restlessness and motor 
over-activity on one hand and fatigue and exhaustion on the other. Regular activities or 
work become impossible; and the patient may have to resort to lying or fraud to procure 
the drug. Addicts of morphia and the barbiturates not infrequently take amphetamine to 
counteract the depressant effect of the hypnotic, in the same way as opium addicts may 
take to cocaine. An aggressive psychopath, who has been given the drug to control his 
irritability, may become addicted to it. Others take amphetamine to relieve feelings of 
tension or depression to which they are liable, to enable them to get through work under 
pressure, or, especially women, for the initial purpose of controlling obesity. 

The great tolerance which the habitual user may develop is remarkable. Out of thirteen 
cases collected by Knapp (1952), ten had reached a daily dose of too to 700 mg., without 
showing any phj'sical disability and without developing hypertension. 


AMPHETAMINE PSYCHOSIS. Attacks of psychotic illness are very common in subjects 
\\ ho arc taking amphetamines in doses greater than 90-200 mg. and will sometimes occur on 
Io^^ er dosage. As the disorder frequently bears a close resemblance to schizophrenic illness, 
it is of considerable theoretical as well as practical interest. The euphoriant and disinhibiting 
effects for v hich the drugs are initially taken are gradually modified as the mood is lent an 
increasing colouring of anxiety. Ideas of reference and paranoid misinterpretation appear, 
the patient believing himself to be the object of special attention by strangers whom he later 
identifies as police agents, foreign spies or criminals. The psychosis proper develops soon 
after these premonitory sjTnptoms with the sudden appearance of hallucinations and delu- 
sional ideas. These are characteristically observed in clear consciousness unless sedative 
drugs such as barbiturates have also been taken. Auditory hallucinations are common and, 
as they frequently consist of comments and tormenting criticisms relating to the patient’s 
conduct, or accuse him of misdeeds and threaten him with violence and murder, they 
bear a strong resemblance to alcoholic hallucinosis. The hallucinatory voices often have an 
imperative quality, compelling the patient to obey. Their content may reflect complex 
grandiose delusions and among thedelusions of influence there is often the belief that the 
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patient is being hypnotized (Bell, 1965). The resemblance to an acute schizophrenic 
illness can in fact be very close. On the other hand, as Bell’s study has indicated, visual 
hallucinations arc relatively common and frequently express sexual and other problems 
related to the patient’s previous life or personality. Although conversation may be almost 
unintelligible, true thought disorder is rare, and, when found, suggests that an independent 
schizophrenic illness is taking shape. A feature in which the illness perhaps resembles 
schizophreniform rather than schizophrenic disorders proper is the unusually strong 
colouring of depression or euphoria. When the patient is depressed the hazard of violent 
or serious suicidal attempts is considerable as in the hallucinosis associated with alcohol. 

Amphetamine psychosis was first described by Young and Scoville (1938) and a full 
account of the syndrome has been given in a monograph by Connell (1958). Further 
material has been described by Beamish and Kiloh (i960) and Bell and Trethowan (1961). 
An important question is whether the amphetamines merely activate a latent propensity 
for psychotic illness or can be regarded as the main factor in the causation of this illness. 
On the whole the evidence supports the latter conclusion. Although many of the subjects 
arc psychopathic or have serious personality defects, these do not fall into the schizoid 
or any other specific category (Connell, 1958; Bell and Trethowan, 1961). It seems likely 
that the personality disturbances are more closely related to the initial recourse to drugs 
than the psychosis as such. Moreover, in the great majority of instances, the psychosis 
subsides within a matter of weeks or a very few months after discontinuation of the drug. 
Where it persists for longer, a hidden source of amphetamine or the development of a schizo- 
phrenic illness should be suspected. From the therapeutic point of view persistent psychotic 
symptoms should be treated with phenothiazines and if necessary with electroconvulsive 
treatment which are usually effective. 


Morphine 

The intoxicating effect of the sap and fruit of the oriental poppy have been known for 
thousands of years; they were certainly known to the Greeks and Romans. It has been and 
still is a common practice in the Middle East, India and China, to smoke, eat or drink 
preparations of opium and its derivatives ; in some countries it is as common as it is to take 
alcohol in Western regions. Where consumption is so very widespread, addiction seems to 
be relatively rare; and the daily smoker of a pipe of opium is no more an addict than is the 
daily drinker of one or two glasses of beer. About 10 per cent, of opium is morphine. 

Although in some animals its effect is a different one, the action of morphine in man is 
mainly on the cortex, increasing its inhibitory effect on thalamic centres of sensation, 
and raising the pain threshold. No other analgesic is as potent as are morphine and some 
of its chemieal relatives. Apart from its effect on pain sensation, it depresses sensation 
of all kinds to some degree, although itching may be increased. The highest cerebral 
functions are only slightly affected by ordinary doses, and the effect on mood is to cause 
contentment. 

If it is taken by mouth, morphine is quickly absorbed through the intestinal mucosa, and 
is slowly oxidized in the liver. It is said that some morphine is re-excreted into the stomach 
after absorption. The average dose is destroyed or excreted in about three to five hours. 

Opium contains other important bodies besides morphine; among these, or derived 
synthetically from them, are codeine, thebaine, dionine, diamorphine (heroin), dilaudid 
and dicodid. Their action on the nervous system varies. Some have a preponderantly 
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narcotic effect, others affect particularly the spinal cord, or plain muscle. Any one of them 
may lead to an addiction, or be used by the morphine addict as a substitute. The addiction 
due to heroin, which may be snuffed as a white powder, is more dangerous than to mor- 
phine. Although the action of codeine on the pain threshold is much more feeble than that of 
morphine, it is useful for its analgesic effect. It Is a common constituent of cough mixtures 
and headache powders; and it may lead to addiction in a predisposed individual, or, again, 
be used as a substitute for morphine by the addict. 

The parasympathetic nervous system is stimulated by morphine, with the production of 
pin-point pupils, slow pulse, increased salivation and sweating, increased bronchial secre- 
tion, and retching or vomiting. The depressant effect on the respiratory centre may be so 
strong as to endanger the life of the patient. If asphyxia folIo^vs on acute morphine intoxi- 
cation, the pupils are dilated, and the diagnosis may be more difficult. The spinal reflexes 
are increased, and the plain muscle of all sphincters is stimulated. Urinary retention is 
frequent in acute intoxication, and constipation is one of the chief complaints of the 
addict. The constipating and the miotic effect remains in chronic addiction, although the 
danger to the respiratory centre lessens. N-allylnormorphine (Lethidrone) has been found 
to be the most effective antagonist to morphine and all opiates (Unna, 1943). 

The tendency of morphine to cause addiction depends on its analgesic and euphorizing 
effects, and also on the fairly rapid development of tolerance and liability to withdrawal 
symptoms. The personality and the circumstances of the individual are also important. The 
danger of addiction is great when the drug is used to relieve pain and discomfort in all 
chronic and recurrent illnesses. Most general practitioners, however, have one or two 
patients who regularly take their half-grain or so of morphine every day, under prescription, 
without showing a need for a heavier dosage. Nevertheless, the responsibility of the physi- 
cian in managing the administration of morphine in chronic painful ailments is a heavy 
one. 

The victims of addiction are often abnormal personalities. There is no one kind of 
personality that can be described as specially vulnerable but the inadequate, markedly 
anxiety-pione and psychopathic are commonly encountered. 

Retterstol and Sund (1964) examined the main diagnosis at admission to hospital of a 
group of 122 patients treated for drug dependence, 50 per cent, of whom wxre addicted. 
Just under half of the ‘addicted’ and a similar proportion of the ‘habituated’ took morphine. 
Narcomania and delirium by drug accounted for only 20 per cent, of diagnoses. Over 
50 per cent, had a diagnosis of neurosis (21 per cent, of depressive type). The more endo- 
genous psychoses did not appear to predispose the patient to drug abuse. There is also 
other evidence to indicate that there is little correlation between drug addiction and true 
schizophrenic or manic-depressive illness. These findings may be a pointer to the amount 
of chronic intoxication which goes undiagnosed for a time. When the original reason for 
taking the drug was enquired into, only 4 per cent, gave physical illness accompanied by 
severe pain, and the writers comment that, even so, physical illness is much less often the 
real reason for beginning dependence than the patients themselves claim it to be. Tw’enty- 
two per cent, of the 122 patients iverc considered to have a psychopathic personality; a 
preponderance of these were in the ‘addicted’ group. 

The incidence of addiction to morphine and heroin is changing rapidh- in Great Britain. 
Previously this country enjoyed the reputation of having relatively fr .z j ddicts and little 
difficulty in controlling addiction-producing drugs. Members of the medical and nursing 
professions, together with patients who had been given morphine for the relief of pain, 
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formerly constituted a high proportion of the total. In 1959 the number of known heroin 
addicts was 68; by 1964 the number had risen five-fold to 342. Bewley (1965) estimates 
that new cases reported double every 18 months. Only 4 per cent, of these had become 
addicted as the result of medical treatment. In 1963 for the first time there w-ere more 
known addicts to heroin than to any other one drug. Now young people vithout therapeutic 
justification are increasingly becoming involved. In 1959 ii per cent, were under 35 and in 
1964 nearly 40 per cent, (one addict being 15 years of age). All the addicts under 20 and 
most of those under 35 were taking heroin (Home Office, 1959-65). The majority of new 
addicts arc between 18 and 35 years of age. 

Despite this disturbing increase, the problem in Great Britain has smaller dimensions 
than in other countries. In U.S.A. one in 3,000 of the population was known to be drug 
dependent in 1958; in Canada, one in 6,000 in 1955 (10 per cent, of these were professional 
cases with easy access to drugs) and in West Germany the figure was 1 in 10,000 in 1953 
(Lehmann, 1963). Reviewing an international literature on drug dependence, Retterstol 
and Sund (1964) comment that drug-abusers seem to be a heterogeneous group of people 
with vary'ing personal and socio-economic backgrounds. The studies they cite deal with a 
wide variety of material ranging from under-privileged youths in American urban centres 
to middle-class people in traditional European cultures. 

The clinical picture shown by the addict is not very characteristic. Physically, he is likely 
to show the signs of a recent dose, miosis is usually present and he may have scars, or 
abscesses, at tlie site of carelessly given injections. There may be trophic disturbances 
of the skin, with loss of hair, brittleness of nails, etc. His appetite is poor, his health tmder- 
mined by malnutrition, infection or liver damage following infective hepatitis. 

The chronic malaise of the addict is temporarily relieved by a dose of the drug. He then 
feels released and calm, and can once again see the rosy side of life; anxiety, restlessness and 
depression are banished, only to return with the hangover. Succeeding doses of the same 
size tend to produce euphoria of a lesser degree and shorter duration. Some patients content 
themselves with this lesser effect; others, intent on maintaining the degree of relief, have 
to take more and more of the drug. The tolerance which can be gained may be very high : 
ten times the minimum lethal dose may be taken without ill effect. 

Addiction does not lead to pronounced mental changes. There is no loss of intelligence, 
no dementia, and nothing is known of psychoses due to morphine alone. The great danger 
is moral depravity. As direct consequences of chronic abuse there are an increasing 
inactivity' and laziness, the wasting of time in day-dreams, indecisiveness, and paralysis of 
the ability to make any strong and persistent effort. As a secondary consequence, due to the 
need to conceal the habit and to overcome social and other barriers in the way of regular 
supply, the patient is very likely to be led into fraud, the falsification of prescriptions, an all- 
embracing insincerity to family, friends, colleagues and doctors, dishonest manoeu\T:es of 
all kinds, and flagrant breaches of the law. 

Before he comes to medical or psychiatric attention, the addict has probably made one 
or more attempts at self-cure, and has suffered an equal number of defeats. In his attempts at 
self-cure he may have made use of substitutes, and have become addicted to other drugs, 
alcohol, barbiturates, pethidine, or morphine derivatives such as codeine, dilaudid, etc. He 
has probably come to know well the sj-mptoms of withdrawal, and whatever his professions, 
to be essentially unwilling to face them in all their nakedness. When admitted to a nursing- 
home or hospital, it is more likely than not that he will tiy to smuggle in a supply of the drug 
on his person when he arrives, and, not infrequently, through intermediaries afterw'ards. 
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WITHDRAWAL. Problems of withdrawal arise when the drug is one like morphine and 
heroin Vi)\\c\i^xo<hxctsphysicaldependenc€. This may be defined as a state of adaptation to the 
drug by the tissues of the addict so that (a) the continued presence of the drug is required 
for their normal function, and (b) its withdrawal produces a characteristic illness called the 
abstinence syndrome. This is far from invariable particularly in early cases. 

The icithdrau'al symptoms are often severe. Euphoria, calm and content give way to 
depression, restlessness, and physical and mental irritability. Physically the habitual 
constipation changes to diarrhoea, and in addition there are anorexia, and perhaps retching 
and vomiting, trembling, yawning, sweating, pains in any part or all over the body, a pro- 
found malaise and anxietj'. Almost invariably the patient is sleepless. 

The diagnosis is almost always proffered by the patient himself. In cases of doubt, the 
pupillarj’ changes when the patient is under the influence of a dose, and small injection 
scars in the skin at accessible sites, will prove helpful. When the patient is trying to conceal 
the addiction, a change in mood, with debility, tremor, apathy or depression at one time, 
followed, after an absence from the room, at a short interval by alertness and a cheerful 
humour, are characteristic of addiction to morphine, or perhaps cocaine or heroin. 

TREATMENT. Immediate admission to hospital is essential as addicts are prone to drift 
away during a waiting period (Cameron, 1964). There is general agreement among those 
working in this field that the patient should remain in hospital for over four months and 
that the doctor who treats him should be in clinical control after discharge. 

Osnos (1963) differentiates five stages in the treatment of narcotic addiction: (i) the 
pre-hospital phase when the patient is persuaded to enter hospital, (2) the withdrawal 
phase (with the purpose of total abstinence, usually by substituting drugs), (3) the 
rehabilitation phase with physical and emotional rehabilitation as its aim, (4) the transi- 
tional phase, with the object of making the patient able to manage his ^airs outside 
hospital (this includes trial leaves of absence and the use of day or night hospitals), (5) the 
after-care phase which includes psychotherapy and co-operation with the patient’s family, 
his doctor, employer and the social services. Freedman {1963) outlines a similar programme. 

It is essential to ensure that there is no associated barbiturate dependence as the 
status epilepticus or acute delirium produced by sudden withdrawal of barbiturates may 
prove fatal. The safest and most satisfactory technique of withdra^val is methadone sub- 
stitution. The amount administered should suffice to reduce to a minimum withdraw’al 
phenomena such as dilated pupils, perspiration, vomiting, rhinorrhoea and restlessness. 
During the first 24-36 hours, the dose of methadone needed may be difficult to gauge. 
Fifteen to twenty mg. should be given in a flavoured aqueous solution as soon as withdraw'al 
symptoms appear and further doses of 10-15 should be administered to control fresh 
symptoms. After this initial stage, the dose needed for stabiIi2ation can be estimated from 
the daily dosage on which addiction had been previously established. One milligramme of 
methadone is equivalent to 3-4 mg. of morphine or i *5-2 mg. of heroin. When the patient 
has been stabilized on methadone, gradual withdrawal should begin immediately and a 
20-25 per cent, reduction daily is easily tolerated. Most patients can be comfortably wth- 
drawn from opiates in this manner within 10-12 days. However, some malaise, W'eakness 
and insomnia may persist for weeks. If symptoms are severe, some relief is afforded at this 
stage by chlordiazepoxide in doses of 10-12 mg. three times daily. Methadone is itself 
addictive but has less devastating effects on health and adjustment than heroin. 

The most difficult stage in the treatment is that of rehabitulation after withdra^val The 
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jniticnt needs continued psychotherapeutic help and guidance and must be trained to 
support the vexations and anxieties of life without his drug, along the lines already suggested 
for the treatment of alcoholism. In the case of drug dependence, however, there is no 
equivalent of Antabuse and deconditioning therapy is not possible. Prolonged after-care 
is of the utmost importance and often frustrating, as the addict may be difficult to trace 
once he is discharged from hospital. Co-operative patients should be persuaded to return 
to hospital for overhaul every three months for one or two years. However, poor motivation 
for treatment and unwillingness to continue it are frequently encountered. Freedman 
ct ah (1963) in a study of 490 heroin addicts admitted voluntarily to two special wards in 
a New York hospital, say that patients dropped out at every stage in their full programme of 
treatment and only 14 per cent, were attending the after-care clinic at the end of 22 months. 
Rctterstol and Sund (1964) quote 50 per cent, as having poor motivation for treatment. 

PROGNOSIS. Retterstol and Sund (1964), who have written a comprehensive review of 
follow-up studies, find that prognosis is difficult to evaluate on the basis of existing studies 
as they are founded on samples varying in degree of dependence, age, and socio-economic 
background, who have had different treatment for different lengths of time. It would 
appear to be best in patients who have had active after-care in an area where they are 
comparatively easy to trace. Kielholz and Battegay (1963) claim that the 40 per cent, 
permanent cure in their patients in Switzerland depends on this factor. 

Few other studies show such good results. Columbia University School of Public 
Health follow-up of patients discharged from Riverside Hospital, New York, established 
for the treatment of adolescent narcotic addicts, showed that 91 per cent, of 147 patients 
who could be traced after two years had returned to regular daily use of drugs and only 
24 per cent, had achieved one period of six months in the community without relapse 
(Freedman, 1963). Isbell (1963) speaking of U.S.A. states that at least 15-20 per cent, of 
narcotic addicts remain abstinent for five years after one adequate period of treatment. 
Retterstol and Sund (1964) made a careful follow-up study of a group of drug-dependent 
patients whom they considered to be representative of those seen at any Norwegian 
psychiatric clinic, admitted because of nervous disorders rather than for cure of their 
addiction. They found that 70 per cent, of those addicted to morphine and 43 per cent, 
of those habituated to morphine were still taking the drug at follow-up which was, for 
the majority, after 4-5 years. Morphine addicts showed 50 per cent, readmission to 
hospital, the highest rate, and they were greatly in the majority among those readmitted 
several times. Thirty-five per cent, were unfit for work for over a year during the follow-up 
period. Clark (1962) did a follow-up study of 65 patients belonging to the medical or 
nursing professions admitted to Crichton Royal Hospital between 1949-1960. He separated 
out those addicted to drugs coming under the Dangerous Drugs Act and found that 
14 per cent, of these had overcome their addiction, 61 per cent, had required further 
admission to hospital, and 18 per cent, had continued without interruption at their profes- 
sion since discharge. The majority of patients had not had long periods of rehabilitation 
because few professional people will enter hospital if prolonged rehabilitation is in prospect 
and few will remain to complete it. He came to the conclusion that there was a considerable 
case for addicts with easy access to drugs to change their profession or transfer to a branch 
where access was not so easy. This recommendation echoed by many writers has a wider 
application. A change of social situation on leaving hospital probably improves the outlook 
for most addicts. 
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Mortality is high and tends to occur at an early age. Of 436 new addicts who bec^e 
known to the Home Office during 1955-65, 39 had died by April 1965 (James, i 9 ° 7 )* 
The male mortality of 27 per loooperyearwastwenty times the expected rate. Five of the 
males committed suicide and an open verdict was given on four more. Tw'elve deaths were 
due to an apparently unintentional overdose of the drug of addiction. Fourteen more male 
deaths were caused either by infections such as septicaemia and bacterial endocarditis 
consequent on using unsterilized syringes, or by accident such as falling from heights. 
The mean age at death of British-bom male addicts was 30*3 years. 

Cannabis 

The psychological effects of Cannihts sativa (Indian hemp, hashish, marihuana) were 
known to the ancient Chinese and were mentioned in the herbal of the Emperor Shen Nung 
(about 2700 B.C.), It has been known in the Middle East for a thousand years or more 
that the flowering tops of the female plant of Cannabis sativa have a pleasant intoxicating 
effect. The drug is today used as a euphoriant in large parts of Asia and Africa. It may be 
eaten, drunk or smoked. For ingestion or inhalation, the drug is carefully prepared in ways 
which differ from region to region. In some African tribes the smoking of hemp is a part 
of certain religious ceremonies and community rites (Lewin, 1931). As the plant grows wild 
in the United States, and can be an unnoticed denizen of the back-garden, it is hardly 
surprising that its properties have been discovered there. The smoking of marihuana 
cigarettes has become common among professional jazz musicians, rebellious adolescents, 
some avant garde groups and university students. 

The active principle of cannabis b supposed to be a resin or oil, of which pharmacologi- 
cally very little b known. Various preparations differ greatly in their potency, and the 
descriptions of the results obtained by taking them have differed correspondingly. Recently 
the active constituent has apparently been isolated (Adams, 1942; Loewe, 1950); experi- 
mental investigations can now be carried out with more precision and with reUable results. 

Most workers agree that the symptoms of intoxication are much the same whether the 
drug be ingested or its smoke inhaled. A more careful examination of reports (e.g. Allentuck 
and Bowman, 1942) suggests that apart from the dose, the speed 0/ absorption is important 
symptomaticaBy. The last-named authors describe the mild form of intoxication as follows : 

'Meiital phenomena arise two to three hours after ingestion, or almost immediately after 
inhalation of the drug. The subject admits to being ‘'high”. This state is characterized by a 
sensation of "floating in air”, “falling on waves”, lightness or dizziness in the head, ringing 
in the ears, and heaviness in the limbs. Euphoria is first manifested objectively in volubility 
and increased psychomotor activity, and later subjectively in a delicious and confused 
lassitude. Distance and time intervals subjectively appear elastic. In three to six hours after 
ingestion of marihuana, hunger, manifested mainly m a craving for sweets, and a feeling of 
fatigue and sleepiness become prominent. The individual may sleep from one to six hours 
and on awakening is “down”; that is, he no longer feels “high”. The clinical phenomena 
may linger for another few hours. 

‘The mental status usually reveals a hj^ieractive, apprehensive, loquacious, somewhat 
suspicious individual. His stream of talk may be circumstantial; his mood may be elevated, 
but he does not harbour frank abnormal mental content such as delusions, hallucinations, 
phobias or autistic thinking. Attention, concentration and comprehension are only slightly 
disturbed, as is evidenced by the fact that the results in his educational achievement tests 
are only slightly lowered.’ 
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Observers who have used larger doses and different modes of administration from 
smoking have described symptoms of a richer and more productive kind, reminding one 
of the psychoses : waves of exaltation alternating with fear or terror, feelings of unreality, 
or of double personality, distortion of shapes, exaggerated colours, illusions and hallucina- 
tions, a marked disturbance of the body image, disturbance of spatial order and of time, 
and various motor phenomena. 

Bcringcr (1932) distinguishes three forms of the thought disorder, which as ‘dissociation 
des id6cs’, had already been observed by Moreau de Tours (1845): 

1. Fragmentation of perceptive wholes through fragmentation of thought processes. 
A central point of reference is missing, and the subject is unable to link the parts with the 
whole. A street scene breaks up into its individual elements, a car, houses, people, a soldier, 
a policeman, etc. 

2. A disturbance of memory by which evcr5rthing experienced is forgotten at once. 
The present does not seem to arise out of the past. This is accompanied by perplexity and 
immobility. 

3. Frequent and sudden interruptions of the stream of thought, the gaps only last- 
ing a few seconds. These interruptions, though they last longer, resemble the absences 
of the epileptic and the thought blocking or thought deprivation of the schizo- 
phrenic. 

Beringer also observed a great variety of viotor anomalies including hyperkinetic and 
hypokinetic states. Much of the hypermotility seemed to be the expression of a general 
elation and to be in conformity with the euphoric mood, the over-active drive and abun- 
dance of ideas. But choreiform restlessness and twitching of limbs were also observed, 
which to the subject were psychologically unmotivated and described as highly unpleasant. 
Stuporose and catatonic-like states were less frequent, and hypokinesis usually corre- 
sponded with general mental passivity and lack of spontaneity. In fact, motor disturbances 
occurred at all levels of integration. 

The frequent feeling of excessive hunger which is complained of at the end of the 
intoxication may be due to hypoglycaemia. It is noteworthy that Eastern people take canna- 
bis either in sugar as sweets, or in a sweet drink. 

It has been held, very debatably, that cannabis acts as a sexual stimulant. This idea has 
captured popular interest, and has been exploited in literary uses of the theme. It is unlikely 
that there is any specific effect; but in some men and more women it may have an aphro- 
disiac action by inhibiting higher moral control and releasing instinctive desires. 

It is doubtful whether hashish is an addictive drug in the strict sense, though expert 
opinion varies. Probably there is no increased tolerance with continued taking, and no need 
to increase the dose to get the same psychological effect. 

As one might expect, in those countries where its use is widespread, cannabis has been 
blamed for most abnormal mental conditions at one time or another. However, since cases 
of personality deterioration or dementia, attributed to abuse of hashish, have been more 
critically investigated, any causal connexion has become doubtful. The chronic hashish 
psychoses described by earlier observers have proved to be cases of schizophrenia compli- 
cated by symptoms of cannabis intoxication. However, Stringaris (1933, 1939), who studied 
the cannabis addicts in Greece, has described short delirious states with numerous dream- 
like hallucinations. These episodes are well known among habitues. They may last several 
days, and have often the character of epileptic twilight states or fugues, witli aimless 
journeys, outbursts of irritation, and subsequent patchy amnesia. Although Stringaris 
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believes in the existence of e chronic hashish psychosis, he thmks it impossible to differen- 
tiatc its symptoms from those of schizophrenia. , , - . im 

It is doubtful whether hashish by itself induces criminal behaviour; but like other 
addictions it lowers moral resistance, and it seems an appropriate drug to take as a stimulant 
of courage and recklessness before premeditated burglaries and crimes of violence. Crime- 
's i ■■ * ,v ' vith the wide- 


this was the case. By 1937 every State in the U.S.A., as well as the federal Government, 
had introduced some prohibitory legislation. Nevertheless, public consciousness was again 
aroused by discovery of the extent of marihuana-smoking by American school-children. 
Psychiatrists have maintained that the habit is altogether more dangerous in a Western 
culture than it is in the East, that marihuana-smoking is an introduction to more dangerous 
drugs, and Kosviner et al (1968) fund that all 30 of their heroin users who gave histories 
had be"un with cannabis and amphetamine, 17 trying the former as their first drug. 
A report from Interpol (Daily Telegraph 17th Nov., 1964) states that the amount of hashish 
smuggled into this country increased six-fold during the period late 1963 to late 1964. 
The taking of hashish has proved in some cases to be a prelude to addiction to more danger- 
ous drugs and its control needs to be rigorous. The drug is hearly always taken in company 
hence the spread of the habit. 

It may be admitted that only weak, immature or psychopathic persons are liable to 
become victims; but we are all at some time immature, and the number of those who are 
veak or temperamentally susceptible is very great indeed. It is debatable whether hashish 
or alcohol is the safer intoxicant. But we are not in a position to choose between them, 
only to decide whether to add the problems of hashish dependence to those of alcoholism! 


Cocaine 

The history' of cocainism begins in the eighties of the last century when Sigmund Freud 
(1884) introduced its use for the treatment of ‘those functional states comprised under the 
name of neurasthenia’ (Jones, 1954) ^nd for covering the withdrawal of morphine in 
addicted patients. Although the use of the drug in psychiatric patients proved disastrous 
Freud’s obsen’ations paved the way for the introduction of local anaesthesia in ophthalmology 
.and in medical and surgical practice generally. How’ever, the habit of chewing the leaves of 
the South American plant Erythroxylus coca as a stimulant was found among the native 
Incas by the Spaniards when th^ conquered Peru in the sixteenth century. The chewer 
takes the leaves mixed with potash of lime, and may do so every day without apparent harm 
About eight million people in South America are estimated to be coca devotees today, all of 
them of Indian race (Sollmann, 1948). 

The medical importance of cocaine lies in its well-knoivn properties as a local anaes^ 
thetic, and when used in this way any general effect is prevented by the simultaneous admin- 
istration of adrenaline. The effects of the drug on the body as a whole have not found any 
useful medical application. It acts centrally as an excitant and euphorizing agent, and also 
stimulates the sympathetic, causing dilatation of the pupils, pallor of the skin, increase of 
pulse rate, sweating, and sometimes a rise of body temperature. 

Addicts inject cocaine subcutaneously, or inhale it as a snuff, when it is quickly ab- 
sorbed through the mucous membrane. In the body it is in part metabolized and destroyed, 
but some is also excreted unchanged in the urine. In large doses it produces hallucinations 
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and a delirious state, in which there may be epileptic fits and eventual death from respira- 
tory failure. The effect of a smaller but still intoxicating dose on a neophyte is subject to 
considerable individual variation. In general there is a stage of excitation lasting about an 
hour, which is followed by depression and lethargy. The need to overcome this aftermath 
probably lies at the root of habit formation. Withdrawal symptoms, such as insomnia, 
palpitations and feelings of oppression, are relieved by a dose, and so lead to depen- 
dence. 

The effects which arc desired by the addict are the immediate elation, with accompany- 
ing feelings of greater mental agility, greater precision of thought and action, immunity to 
fatigue, and greater muscular power. The addict in this state is excited and restless; he 
likes to talk, and mixes well in society. Now only he feels his best. He may make the im- 
pression of a brilliant conversationalist, witty and full of ideas. But his associations and his 
thinking are superficial, and his over-activity is restless and lacks direction. 

To the morphine addict cocaine brings a welcome change by temporarily enabling him 
to surmount his solitariness and his passivity and lethargy. Combined addiction to both 
drugs is commoner than cocainism alone. Of the 171 known cocaine addicts in England 
and Wales in 1963, 168 also took heroin (Home Office, 1965). 

Cameron (1964) in his study of heroin addicts found that 21 out of 23 whose records 
were complete usually took equal quantities of cocaine, i.e. 300 mg. in 24 hours. Many 
also took large quantities of barbiturates. However, there are devotees who take cocaine only 
on occasion during transient states of depression or when in difficult circumstances as a 
drug of escape, and never become true addicts. Cocaine addiction is a social habit like alcohol- 
ism, and especially when bought and sold as snuff, involves in certain circles of urban life 
the paraphernalia of elaborate customs. As the addict becomes more and more dependent on 
the drug, instability and weakness of will become marked. He cannot stick to a regular 
occupation, and what is left of his energy and persistence is devoted to procuring his supply 
of cocaine by any means, often very dubious ones. 

The number of known addicts in 1959 in England and Wales was 30 and this figure had 
risen to 21 1 by 1964. There is evidence that cases of dependence on this drug are occurring 
in the provinces whereas previously they were largely confined to the metropolitan area. 

On the basis of chronic addiction a number oi psychotic pictures may develop. There are, 
first, short-lived delirious states characterized by a mixture of cheerfulness with fear. The 
desire of adventure and sensational excitement, typical of the addict in his normal life, 
colours the delirium and gives it content. Auditory and tactile hallucinations and illusions 
prevail, and delusional ideas are marked by paranoid suspicion. 

The cocaine psychosis, which may persist over months, if the patient continues to take 
the intoxicant, is a subacute delirious state with some special features. The patient may 
continue with normal occupations and pastimes, but he appears moody and restless, at 
times irritable and anxious. He sleeps little, eats insufficiently, and looks pale and haggard. 
He is also troubled with paranoid ideas, into whose morbid nature he has a partial insight. 
Auditory hallucinations, illusions, especially at night, which take a delusional interpretation, 
are common. The affective reaction to these experiences may be extreme. The patient 
may wait in panic terror for his persecutors to enter his premises, to kill him or hand him 
over to the police ; and as he is active and determined, he may then be very dangerous, and 
trivial causes may lead to catastrophes of violence or murder. Dream-like twilight states 
have also been described, in which the patient is at once frightened and amused by cinema- 
like visual hallucinations. 
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Tactile hallucinations are rather specific for the cocaine psychosis, although not always 
present. These, the 'signe de Magnan\ are possibly related to the effect of cocaine on the 
peripheral nerves. The patient feels small animals, worms, ants, lice, in the skin of his hands 
or all over the body; or he complains of electricity, or cocaine crystals entering his skin. 
He may not only feel but see; and the reality of the hallucinations may be so great that he 
pierces his skin with needles to try to pick out the foreign bodies. 

The diagnosis of cocainism is often difficult because it is so often combined with addic- 
tion to other drugs such as morphine and alcohol. The most characteristic sign is the lesions 
of the mucous membrane of the nose which occur when cocaine is taken as snuff. The 
discovery of cocaine crystals in the patient’s handkerchief may be the only but decisive clue. 
Cocaine delirium is very similar to delirium tremens, although the tremor of the cocaine 
patient is less coarse, his hallucinations arc more personal and centre more on himself, and 
auditory experiences are more frequent than in the alcoholic. The subacute cocaine 
psychosis may resemble a schizophrenic episode. But the relatively good rapport with the 
addict, the natural liveliness of his affective response, and the absence of typical signs of 
thought disorder should facilitate diagnosis. 

Prognosis and Treatment : When the long-standing addict of other drugs takes to cocaine, 
the complication is a serious one because it will quickly lead to his physical and mental ruin. 
Even when early admission to hospital can be arranged, and the patient is co-operative, the 
outlook is very doubtful. States of acute intoxication and episodes of excitement in chronic 
intoxication respond well to barbiturates. Delirium and subacute paranoid episodes pass 
off when the drug is wthdrawn. Occasional users, and patients caught early in their addic- 
tion, especially if they take the drug nasally, pass easily through a withdrawal treatment; 
and the prognosis may be quite good if the patient’s basic personality is fairly sound. 
What has been said about the treatment of morphine addiction applies here with equal force. 

The withdrawal of cocaine should be immediate and complete, and no consequent 
danger need be feared. 

Other Addictions and Intoxications 

Towards the end of the last century sniffing ether or mixing it in drinks became popular 
m some parts of Central Europe and psychoses of a delirious type were occasionally seen 
following abuse of ether. These states are rare but ether addiction is occasionally the ex- 
planation for a delirium or hallucinosis of obscure origin in individuals such as doctors, or 
nurses who have access to anaesthetics. 

There was a time when bromide intoxication \vzs a relatively common cause of acute 
delirious states. They were usually florid in picture, and paraphasic speech disorder and 
confabulatory memory defects were present in addition to terrifying visual and auditory 
hallucinations and delusional misinterpretations. Occasionally states of addiction to 
bromide or bromide and chloral mixtures are seen; the presenting features may be milder, 
with slurred speech, ataxia, defects of memory and a moderate euphoria. However since 
bromide is now so little used as a sedative or anticonvulsant, these conditions have become 
very uncommon. Among recently introduced drugs both meprobamate (Retterstol and 
Sund, 1964; Glatt, 1959) and (Bartholemew, 1961; Fry, 1962) have been 

found especially prone to lead to habituation and addiction. 

That commonly prescribed drugs are associated with addiction has only recently 
begun to be appreciated Growing auTireness of the hazards may reduce the interval which 
elapses before the addictive properties of newly introduced drugs come to be appreciated 
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James (1962) found that 12 per cent, of women admitted to an acute psychiatric ward in 
Perth were addicted to bromureidc, barbiturates or glutethimide. Many of these patients 
suffered from chronic intoxication giving rise to depression, emotional instability, 
irritability, tension, social withdrawal and deterioration, incoordination, fits and episodes 
of clouding of consciousness. Bartholemew and James suggest that chronic intoxication 
with such drugs may be responsible for many atypical psychiatric disorders which remain 
undiagnosed. This point is certainly relevant for psychiatric practice in all advanced 
countries. It would seem highly improbable that prescriptions for barbiturates and non- 
barbiturate hypnotics would constitute 10 per cent, of all National Health Service prescrip- 
tions unless a large number of habituated and addicted patients were receiving these 
drugs. In the United Kingdom addiction to pethidine has increased by an average of almost 
10 per cent, each year between 1961 and 1965. The total number of addictions to manu- 
factured drugs other than morphine, heroin and cocaine had doubled in this interval 
(Interdepartmental Committee on Drug Addiction, 1965). Dextromor amide and dipipanone 
were mainly responsible for the increase, and about i in every 14 addicts known to the 
Home Office is taking one or other of these drugs which were not introduced until 1959. 

It is surprising to find that certain morphine derivatives are freely available to the public 
without prescription. Thus chlorodyne contains 64 mg. of morphine hydrochloride and 
3*6 ml. of chloroform in each ounce (28 ml.). Conlon (1963) has described three cases of 
addiction to this substance; each showed severe mental deterioration with evidence of 
peripheral neuropathy. The average daily consumption was at least 6 ounces. Paregoric 
or camphorated tincture of opium is another freely available source of morphine, 4 ounces 
(113 ml.) containing i grain (64 mg.) of morphine hydrochloride (Glatt, 1964^). 

'Glue sniffing' has been prevalent for some time in the United States of America and has 
recently been appearing on this side gf the Atlantic. The substances used contain various 
organic solvents including carbon tetrachloride and tricresyl phosphate. The patient 
described by Merry and Zachariadis (1962) experienced pleasant, vivid, hypnagogic hal- 
lucinations, and when he attempted to discontinue the habit a severe withdrawal state 
reminiscent of delirium tremens developed with intense fear, tingling and cramps in the 
hands and feet, abdominal pains, and visual hallucinations. 

Bethell (1965) reviews fifteen cases of toxic psychosis follo\ving addiction to sniffifig 
petrol fumes reported since 1951. The habit, which relieves tension, was continued for 
many years in a number of cases. When it came to light it was because of Hvid, frightening 
visual hallucinatory experiences. The addiction can cause a sudden attack of unconscious- 
ness and can lead to death due to renal and liver necrosis. 

In view of the ever-increasing volume of sedative, analgesic and tranquillizing drugs 
being manufactured and consumed there is a growing need for more effective education of 
the general public, as well as medical students and practitioners, about drug abuse and the 
problems of addiction. 

HALLUCINOGENS 

Mescaline 

This is one of the best studied of the drugs with central stimulating action which, 
because of their effect on imager)--, have been called ‘phantastica’. The pharmacologist 
Lewin found it in wide use as an intoxicant among Red Indian tribes in Mexico and in 
North America near the Mexican border. It was principally used to produce ecstatic states 
on special religious occasions. Lewin identified the mescal buttons which were chewed by 



CLINICAL PSYCHIATRY 


^34 

the whole pattern was in movement. Also the dots were in steady movement away from 
one another and from the triangles. . . . The same persistent movement was seen in the 
changing visual hallucinations, but there were also periods of complete standstill. . . .* 

hnoginary movement of this kind is obviously related to the creative play of imagination, 
such as has been described not only by artists of genius like Leonardo da Vinci and Goethe, 
but also by Johannes Mueller, the father of modem sensory physiology. The physio- 
logical rather than the imaginative basis of much of the experience comes out in many 
descriptions. One of Beringcr’s subjects reported as follows: 

‘On a whitewashed wall there is movement of grey and white lines apparently at 
different levels, horizontal and vertical, forming a lattice-work, moving from left to 
right ; behind it, while the movement continues, a picture forms. One of the larger shady 
spots becomes a house, like a castle with windows, an entrance, a drive from the gate, a 
pond in front, the castle being mirrored in the water. Behind the castle come a mountain 
range, slow-moving clouds in the sky. The picture is in constant change, new lines 
becoming more marked and starting an entirely new design. The new design expresses 
itself ever more clearly, and when it has fully developed something different again is 
slowly started. Deliberate intention, independent of the basic material of lines, the will 
to imagine something entirely different, has no effect.’ 

Closely linked with the disturbed visual appreciation of movement, but not identical 
with it, arc the frequent disorders of time experienced in mescaline intoxication. They vary a 
great deal from case to case; but a slowing-down of the passage of time, sometimes culminat- 
ing in a standstill or complete timelessness, is often described. Continuing movement may 
be experienced as timeless — a vortex of kaleidoscopic colours turns without time. Some 
experiences of heightened insight seem of eternal duration. Time may be discontinuous and 
fragmented, as in the case of one subject who tried to imagine the way from the hospital to his 
home. He made only very slow progress. The different stages of the journey, which ordinarily 
took twenty minutes, seemed to go on without end. Moreover, the stages appeared disconnec- 
ted, like a series of snapshots. The basic sense of a time continuum seemed to have gone. 

Among the many striking phenomena of mescaline intoxication, the interrelation of 
sensory experiences in the form of synaesthesiae is of special interest. As visual perception 
prevails, the influence extends from other senses to vision: the knocking of workmen out- 
side the room is accompanied by hallucinatory dots of colour in the air ; with each stroke 
of a clock more red spots appear in a coloured pattern, etc. But synaesthesiae between 
other senses are also experienced. The following report from a usually matter-of-fact 
scientist illustrates, not only the peculiar quality of the synaesthetic perception, but also 
the inadequacy of ordinary language to describe it : 

‘ One believes in hearing noises and seeing faces, but everything is one. I hear scratching, 
the sound of loud trumpets, I am the lattice-work. What I see, I hear; what I smell, I think. 

I am music, I am the lattice-work. I see an idea of mine going out of me into the lattice- 

work. This is not a metaphor, but the perception of something coming out of me I felt, 

saw, tasted and smelled the noise of the trumpet, was myself the noise Everything was 

clear and absolutely certain. All criticism is nonsense in the face of experience. . . .’ 

It is difficult to classify the state of consdotmiess during the intoxication which allows 
of such full self-observation and, at times, seems to foster detachment and self-scrutiny. 
At other times the same subject seems to have lost all clarity of consciousness, is drowsy 
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and even close to sleep. The continuity of consciousness may be disrupted and fragmented* 
Single impressions are dissociated and without connexion at one time, and at another ever}*- 
thing seems to flow in a unified stream of deep significance and importance, related in 
some way with the whole past life of the subject, who identifies himself with it. The 
breadth and capacity of consciousness may also be changed, constricted to a single small 
impression, as when one subject said that for him the whole world was contained in a fluff 
of dark wool on the doctor’s white coat. 

This summary is based on sixty experiments by Beringer (1927), in which mentally 
healthy subjects received 0-4 to o 6 grams of the hydrochloric salt of mescaline. The 
hallucinations and kindred sensory disturbances were also studied in detail. It was found 
possible to relate the psychopathological phenomena of mescaline intoxication to those 
experienced in the psychoses. Many descriptions by patients of bizarre and improbable 
experiences are better understood in the light of mescaline observations— especially those 
reported in tarly acute schizophrenia. However, the similarity can be over-stressed. Man}’ 
typical symptoms of this disease are never seen in mescaline intoxication, especially those 
of subacute and chronic schizophrenic states. 

In view of this comparison, and of the predominantly religious use of the drug, it is of 
interest that the great majority of experimental subjects have been deeply impressed by the 
strange experiences they have had under mescaline. Some have felt that a nw and unknovm 
mental tcorld had been opened up to them, and others that reality had been shown to them 
in new aspects, or that unknown sensory pleasures had been explored. Apart from the few 
who were disappointed and sceptical, by most the experiment was remembered as signifi- 
cant and important. * 

The dmalkatlm and depmonalkatim, which are of frequent occurrence in acute schizo 
(ihrenia and severe anxiety neurosia(seep. <h), appear almost regularly after mescaline wen 
if only for a short period. Guttmann and Maday(i936) suggested the use of mescaline in 


uw.c piugicss lUs oeeli luaue tu uiseuvermg me mecflanism by which they are Droduo.rf’ 
Studies m oilru by Quastel and Wheatley (1933) showed that otddation in the Lain wai 
inhibited by mescaline as it is by narcotics. Marazzi and Hart (1935) used the two.ne„r„n 
transcallosal system to investigate the effects of various drugs on synaptic transmission in 
the cat brain. In these experiments an electric shock was applied in an area in the accinL l 
cortex and an attempt was made to record the impulse in the contralateral cortex Tb' 
impulse would then have traversed one group of synapses. Mescaline injected into the in, 
toeral carotid artery produced a marked inhibition of synaptic transmission, without Lv 
effect on conduction. It is of interest that the effects of meseahne ate blocked by chlornrors 
zine m the transcallosal preparation. In e.xperiments with at schizonhrenic mrien., 
also beenfound (Denbcr and Meriis, ,95s) Utat, following an intravel:" e“ 
of mescaline sulphate, alpha activity disappeared from the electroencephalogram L ,.' 
pa tents However, despite a good deal of experimental work and speculation. theLnde of 
action of meseahne and other hallucinogenic drugs remains obscurl “ 

Lysergic Acid Diethylamide (LSD 23) and Some Related Hallucinogenic Drugs 
Slow to grasp the signiheance of the discovery. 'L;tinLSrrh"as gth™ dtSLlL! 
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U is readily synthesized in the laboratoiy and, as it appears to have a special fascination 
for some avani garde groups of students and intellectuals, its use is spreading. 

'riie autonomic effects include rise in body temperature, hypoglycaemia, mydriasis and 
piloerection. Although the autonomic effects commence after 15-20 minutes, psychological 
changes arc delayed for 40-60 minutes and are at their most intense after one or two hours. 
The experiences resemble those following mescaline but the mood-effects are probably more 
intense. There is a good deal of individual variation, but there is a strong tendency for a 
release and accentuation of pre-existing characteristics of personality although this does 
not describe all the effects of the drugs. The psychological effects of LSD in healthy 
volunteers have been studied by Anderson and Rawnsley (1954) and Von Felsinger et al. 
(1956), and of psilocybin by Delay ct al. (1959). The main psychological effects of the two 
substances are similar. The predominant mood change is euphoria but it may be followed 
with dramatic suddenness, as will shortly be described, by profound depression and 
anxiety. There may be unmotivated giggling or laughter sometimes accompanied by tears. 
The subject may have a general feeling of physical well-being or a sense of oppressive 
malaise with depersonalization, and disturbances of perception. Visual hyperaesthesia is 
common; many subjects describe visual experiences of unparalleled purity, intensity, 
brilliance and novelty. There are also commonly illusions and, in some cases, hallucinations. 
Some subjects are overwhelmed by a sense of mystical significance in the experience and 
others make mildly hostile or paranoid misinterpretations of neutral events. In a few cases 
franli delusions are expressed. Among the physical effects, tremulousness, weakness, 
somnolence, giddiness, paraesthesiae and gastrointestinal disturbances predominate. 
Some subjects describe intense somatic discomfort or pain, feeling themselves crushed, 
twisted or stretched. 

Both elation and ecstasy and a sense of desolation and despair are sometimes engendered. 
These traits are illustrated by some interesting self descriptions published by Janiger 
(1959), ‘This moment, this ecstasy is the only time I am alive. Happiness is not something 
to be experienced some time in the future, on vacation, after retirement. It is now’, and 
‘The designs were formal, symmetrical and exquisitely perfect but drawn in jewelled, 
illumined colours like melted precious stones. They formed patterns which dissolved 
swiftly to be replaced by other patterns, scintillating transparencies like filaments of 
amethysts and emeralds ... I was overwhelmed by the beauty’, but on the other hand 
one subject wrote, ‘The world was drab and dead — ^when not positively creeping with 
fearful plots and conspiracies. I thought I was a dope fiend, an alcoholic and a leper. The 
whole experiment had been hell. There was no clear impression of anything except pain 
and I wanted it to end. I said over and over again, “I can’t go through it, I can’t”. It came 
to me that I had stopped life in my childhood, stopped living and merely been existing 
the rest of my life’. It is not surprising that some of the experiments with LSD that have 
become fashionable among young men, particularly university and college students in 
the United States and elsewhere, have ended tragically in suicide. The fashion has probably 
been fostered in part by the literary ‘drug movement’ of recent years whose devotees have 
continued in the tradition of De Quincey, Coleridge, Poe, Baudelaire and Gautier. 
Among the modern habitues are to be found rebellious adolescents seeking a sense of 
‘belonging’, those in quest of transcendental experiences or of escape into a world of phantasy, 
and the emotionally immature for whom an outre activity is an assertion of identity. 

LSD 25 differs greatly from mescaline in chemical structure. It is effective in remark- 
ably small amounts, viz. by oral administration of 0-03 to o-o6 mg. Its influence on the 
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subject’s mood is perhaps more marked than that of mescaline, though the sensory pheno- 
mena are almost identical. The effect of LSD 25 on the E.E.G. is to change it towards a 
pattern generally associated with arousal and vigilance. In man for instance there is a 
tendency for the alpha rhythm to be decreased or abolished and fast activity at low voltage 
to be substituted. This suggests an influence on the mid-brain reticular formation. 

A number of attempts have been made to account for the properties of LSD 25 ; none 
has so far proved wholly successful. One of the most stimulating and productive hypotheses 
was that of Woolley and Shaw (i954A) who su^ested that a number of naturally occurring 
alkaloids such as LSD and the harmine and yohimbine groups owe their properties to the 
fact that they are anti-metabolites or competitive antagonists of serotonin. This had 
previously been found in considerable quantities in brain tissue by Gaddum, Page and 
their associates. The common feature of all these substances which creates a resemblance 
to serotonin is the indole-nucleus with a substituted amino-ethyl side-chain. However, as 
Woolley himself has pointed out, there are a number of objections to the serotonin- 
antagonist theory. There are other antagonists such as ergotamine that are not hallucino- 
genic, and serotonin fails to reverse hallucinogenic effects. Moreover, 2-brom-Iysergic 
acid diethylamide is quite as active as the parent compound in antagonizing the peripheral 
actions of serotonin, but has neither its psychotomimetic nor its sympatheticotonic effects 
(Rothlin, 1957). However, although interesting speculations about the mode of action of 
many hallucinogens have not so far met with confirmation, the general interest aroused 
in the metabolism of serotonin and other brain amines by the work of Woolley and others 
has stimulated much valuable work in neurochemistry, particularly in relation to the 
biochemistry of depression. 

The much discussed view of Hoffer et al. (1954), that the toxic metabolite that is 
responsible for schizophrenia might be an indole compound derived from adrenaline and 
similar in structure to lysergic acid diethylamide 25 and other hallucinogens, has already 
been discussed (see p. 254). In recent experiments Pollin and Goldin (1961) and Cardon 
et al. (1961) gave intravenous adrenaline to schizophrenic and normal control subjects. Assay 
of the tritium-labelled metabolites in the urine showed that practically none of the adrenaline 
could have been metabolized via adrenochrome or its derivatives, 

A number of workers have reported on the use of LSD as an aid in psychotherapy 
(Sandison et al , 1954, 1957; Abramson, 1956, 1957)' There can be little doubt that the 
drug facilitates the recapture of past experiences that have often been long forgotten. 
Intense abreaction sometimes occurs and a proportion of patients emerge from the 
experience with memories that appear to have made a profound emotional impact. It has 
also been claimed that, in the treatment of alcoholics, hallucinogenic compounds promote 
heightened awareness of conflicts and personality problems and satisfactory results have 
been described in 12 out of 24 patients treated (Smith, 1958). It is possible that LSD and 
similar substances are a valuable adjunct in the psychological exploration of patients’ past 
experience and personality problems. However, to date there have been no controlled 
trials to support the claims made on behalf of LSD. Individuals with latent propensitiej 
for psychotic illness may be rendered overtly psychotic (Sedman and Kenna, 1965) and 
lasting personality changes may occur. The mood of the patient remains uncertain after 
termination of experimental sessions and suicidal attempts have not infrequently been 
made by patients some hours after they had left the clinic or consulting room. 

The first analysis by Stoll (1947) followed the pattern of the earlier mescaline experiments ; 
he classified the picture of intoxication as belonging to the ‘organic psychosyndrome’ 
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of 1 £. Blciiler. The importance of self-observation in ‘model psychoses’ was, however, 
recognized, and the evaluation of self-observed experiences by both patients and normal 
subjects was reconsidered. Their value depends on two factors : the veracity of the subject 
and his sensitivity for bodily feelings and inner experience. The quality of truthfulness 
required is, in fact, of a different kind from that needed in external affairs. Moreover, 
the personal temperament has to be taken into account. Slightly hypochondriacal persons 
with a certain tendency to introversion are probably the best observers in this field. 
Probably the worst witnesses in this field are extravert hysterics. If self-observation is to 
be profitably used in the analysis of the psychological effect of drugs, a basic requirement 
is the development of an appropriate epistemology, using the knowledge gained by the 
phenomenological schools of psychology to compile a directory of common sources of 
error (Mayer-Gross et al., 1959). 

In this connexion one must not forget the introspective origin of most psychological 
terms. All our observations on the behaviour of animals, coming under such terms as 
aggression, fear and rage, are made by observers who have themselves experienced these 
feelings. It would be impossible to define or explain curiosity, desire of approval, or conflict, 
on external observation alone. Such concepts as reward and punishment, acceptance and 
rejection, could not be understood by anyone who had not been in the equivalent emo- 
tional situation. The behavioural psychologist, try as he may to avoid anthropomorphic 
interpretations, cannot do without such terms. Even if he re-defines them, he cannot divest 
his thinking of the halo of meaning which comes from their introspective origin. If, then, 
we cannot interpret animal behaviour without using a vocabulary based on psychological 
experience, we must recognize the fact explicitly. 

Attempts to get quantitative data from a variety of psychological tests were made on a 
large scale by Abramson and co-workers (1955 and later). He used volunteers of several 
kinds, while Isbell (1956) experimented with narcotic addicts. The most interesting 
result was the appearance of a quickly developing tolerance-, this became evident after 
three days of regular medication. When it had fully developed, four times the standard 
dose did not restore the original vividness of the symptoms. Tolerance was lost as rapidly 
when the drug was discontinued. Obviously, if the symptoms of the schizophrenic are a 
response to the elaboration in his metabolism of such a substance, it could not be one 
which produced such a degree of tolerance (Wikler, 1957). 

The discovery of LSD has led to increased interest in other substances with hallucino- 
genic effects such as harmine, yohimbine, bufotenine, and psilocybin. Many of them were 
known and used for religious and ceremonial purposes by South American, Mexican and 
other native peoples over many centuries. Psilocybin, for example, is tlie active ingredient 
of teonanacatl, the sacred mushroom which has been in use over many centuries by the 
Chinatecs and Mezatecs of Southern and Central Mexico as a sacrament in religious 
ceremonies. A fascinating and scholarly monograph has been devoted by Heim and 
Wasson (1959) to the morphological characteristics and biological effects of the sacred 
mushrooms of Mexico and also the profound imprint they have made on the culture and 
archeology of the peoples who used them. 

ANOXAEMIA 

The brain is highly sensitive to want of oxygen, however caused. Some of the mental 
symptoms described in the preceding chapter as associated with anaemia or cardiac failure 
are probably due to inadequacy in the supply of oxygen to the brain. Carbon monoxide is 



ALCOHOLISM, DRUG ADDICTION AND OTHER INTOXICATIONS 439 

an example of a poison whose sole immediate action is to cause oxygen lack, which it does 
by combining with haemoglobin and preventing its oxidation. But even the barbiturates 
probably owe their action on the nervous system to interference with oxidative processes 
in the brain cells. The ‘anoxic’ poisons, which include carbon monoxide, cyanide, carbon 
bisulphide, barbiturates and anaesthetics such as ether and nitrous oxide, show a con- 
sistent tendency to attack certain sites in the brain. These are the cerebral cortex, the basal 
ganglia and particularly the globus pallidus, the Purkinje cells of the cerebellum, the 
Sommer sector and the cerebral white matter. The site of the lesions depends to some 
extent on the dosage of the poison. Thus in cyanide poisoning, massive doses cause lesions 
mainly in the cerebral and cerebellar cortex, whereas repeated small doses produce bilateral 
necrosis of the basal ganglia or of the cerebral white matter or both (Hurst, 1944). 

But the poisons also show’ some degree of specificity. The psychological action of 
drugs has lately become a subject of very general interest, because it may provide a scientific 
approach to the aetiological problems of psychiatry (Wikler, 1957). Necrosis of the globus 
pallidus is particularly characteristic of carbon monoxide poisoning, which rarely causes 
the widespread degeneration of Purkinje cells that often follows anoxia due to anaesthesia 
(Meyer and McLardy, 1950). However, lesions of the globus pallidus are the most con- 
sistent change produced by the anoxic poisons. They may be produced, in addition to 
carbon monoxide, by potassium cyanide, ether, dinitrobenzol, and by morphine intoxica- 
tion when this leads to respiratory failure. They have also more recently been described 
in barbiturate and in carbon bisulphide poisoning. The reasons for the vulnerability of the 
globus pallidus are not fully understood. It has been suggested (Alexander, 1942) that 
damage in this region is due to thrombosis of the anterior choroidal artery, which also 
supplies the cornu ammonis, another structure specially vulnerable to anoxaemia. This is 
the cerebral vessel with the longest subarachnoid course; it is prone in consequence to 
become thrombosed during circulatory disturbances. Among the oldest investigations of 
hypoxia was that conducted by Boycott and Haldane (1908) in a decompression chamber. 
They showed that a marked decline in mental powers tended to occur with loss of judgement 
and irrational behaviour as their alveolar oxygen pressure fell below 45. 

In altitude sickness, which has been fully studied in aviation medicine, the principal 
symptoms are psychological. It can be observed in mountaineers, although the slow ascent 
makes adaptation relatively easy. In its dramatic form it occurred in aviators, before the time 
whenoxygci ' ’ ■■ u -u:*.. i. . 

12.000 feet. ■. 

20.000 feet, I i • ■ 

IS only 82 per cent, saturated, symptoms become universal. 

Perception, thinking and motor responses are impaired without the subject being aware 
of the inadequacy of his performance. 'The skilled photographer takes eighteen photographs 
upon the same plate, the pilot makes for a wrong destination or goes to sleep. . . . On return 
to land a muddled and confused memory of what has happened during the flight is all that 
remains. Lesser degrees of this condition have led to great errors in judgement, foolhardi- 
ness, apparent cowardice and irresponsibility in military aviation. So insensibly does this 
mental paralj’sis come on and so deep may be its effect before its presence is realized, that in 
Tissandier’s balloon ascent in 1875, alt three aeronauts, though provided with oxygen ap- 
paratus, were paralj'sed beyond movement before realizing the necessity for using it, and 
two of them lost their lives’ (Collier, (1947). Besides lethargy and sleepiness, frontal 
headache and vomiting are frequent symptoms. 
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Another example which shows the loss of interest and initiative caused by anoxaem 
that of LongstalT. The purpose of his expedition to the Himalayas was to try, by means o 
theodolite, to find the highest point by ascertaining the height of the various pealcs. He 
interest in his observations and failed to check his results carefully and critically whe; 
was at great heights, so that the figures were of no value upon his return. He failed, th 
fore, in the main object of his expedition. A third incident happened to Barcroft who rel 
it in his monograph. He had planned to incarcerate himself for a week in a low-pres; 
chamber. On the fifth day his wife called to sec him and asked him about the barom( 
pressure. He stated that he had been at a simulated altitude of 18,000 feet and was no’ 
1 5,000 feet but, ‘after all, it made no difference’. His wife realized at once that his judgen 
of what was important had vanished, and the experiment was ended at that point ( 
Licrc, 1942). These observations must be qualified however in that it is now known 
man can acclimatize to some extent to low oxygen tensions. West et al. (1962) have repoi 
that mountaineers, acclimatized at 19,000 feet, could exercise until their alveolar oxy 
pressure fell to 25-35 experienced only severe dyspnoea without adverse mental effe 

Four stages of anoxia have been distinguished (Henderson and Haggard, 1927). At 
one-fifth of atmospheric air is composed of oxygen, which therefore exerts a press 
of 20 per cent, of an atmosphere. When this is reduced to between 16 and 12 per o 
sensory and motor functions may still be unimpaired, but attention and clear thinking 
quire greater effort and muscular co-ordination may be somewhat reduced. If the press 
of oxygen drops further from 14 to 9 per cent., a state resembling alcoholic intoxicatio: 
induced; the subject becomes talkative, quarrelsome and emotional, or he may comp! 
of headache and numbness of the limbs. Muscular co-ordination is faulty, but even now f 
ception, memory and judgement may still be well preserved. It has, however, been obser 
that bruises or brnns incurred in this state may remain unnoticed. There is often a feelinj 
fatigue and a slight respiratory abnormality of the Cheyne-Stokes type. At the third sta 
when pressure is reduced to 6 per cent., nausea and vomiting are frequent, as also is 
ascending paralysis of the limbs. The subject becomes insensible to stimuli and complet 
indifferent to his surroundings. At this stage consciousness must be clouded, for af 
recovery the subject is completely amnesic for this period. If the oxygen pressure dr( 
below 6 per cent., twitching and epileptiform convulsions occur, respiration ceases £ 
the heart stops after six to eight minutes. 

Finally it may be of interest to call attention to the ten most common psychologi 
alterations in behaviour which McFarland (1932) reported. These obsen’^ations were m: 
on members of the International High Altitude Expedition to Chile. In order of frequen 
they were as follows: (i) greater effort to carry out tasks, (2) more critical attitude tow: 
other people, (3) mental laziness, (4) heightened sensory irritability, (5) sensitiveness 
certain subjects, (6) dislike of being told how to do things, (7) difficulty in concentrati; 
(8) slowness in reasoning, (9) frequent recurring ideas, and (10) difficulty in rememberi 
Tune (1964) has reviewed the literature dealing with the effects of hypoxia on sens( 
function and psychological performance. There is evidence to indicate that there 
impairment of critical flicker-fusion threshold, visual sensitivity and auditory acuity, a 
deterioration in performance in pursuit meter and tracking tasks, in problem-solving a 
immediate memory tests. 

The cerebral lesions following prolonged anoxia have been discussed above. 

If anoxia is accompanied by asphyxia producing a simultaneous accumulation of carb 
dioxide, consciousness is lost in the stage at which respiration becomes irregular and shallc 
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Such combined effects may be observed after smcida! ottmpts by hmsiits- Even if the 
patient is found and resuscitated soon after his act, the prognosis for recovery is usually 
doubtful; irreversible cerebral damage results from anoxia of only a few minutes’ duration. 
The resuscitated patient may survive for days or weeks, but suffer from choreo-athctotic 
hj-perkinesis, epileptic fits and severe dysmnesia. It has been pointed out (Hutchinson 
et al., 1964) that the effects produced by a low arterial pOj are less marked than would be 
expected from observations on subjects in a decompression chamber. The reasons for 
this are that in this latter situation there is hyperventilation, owing to the lowyiCOj which 
causes cerebral vasoconstriction, thereby potentiating the effects of hypo.xaemia. In 
respiratory failure, however, there is cerebral vasodilation ouing to hypercapnia, and this 
e-verts a protective effect by increasing the cerebral tissue oxygen tension for a given level 
of peripheral arterial pO^- 

Carbon Monoxide Poisoning 

Carbon monoxide is produced wherever carbon or its compounds is burnt and combus- 
tion is incomplete: combustion outside the body practically always is Incomplete, unless 
the fuel is burnt at a high temperature with a forced draught. Carbon monoxide, produced 
from slow-combustion stoves, inadequate chimney ventilation, the exhaust gases from petrol 
engines, blast furnaces, explosions in mines, etc., is the cause of many domeitic and indus- 
trial aaidenu. Ordinary coal gas contains between 4 and 9 per cent, of CO but some 
mbctures may contain up to 30 per cent. 

As it has 300 times the affinity of oxygen to haemoglobin, it displaces oxygen in the red 
cells and the main symptoms it produces are those of oxygen lack. The amount of catboxv 
haemoglobin formed depends on the concentration in the atmosphere, the duration of 
exposure, and the respiratory rate of the person e.xposed. An increase in the temperature 
humidity, and carbon dioxide content of the air, or a decrease in the oxygen content howl 
ever, Viill stimulate respiration and hence the amount of CO absorbed will be increased 
The formation of carboxyhaemoglobin causes a corresponding reduction in oxvhacmnl 
giobin, but the toxic effects arc not entirely due to the anoxaemia brought about Iiv thi. 
reduction in the oxygen-carrying power of Ae blood. The oxygen supply ,he tiwun 
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wlio was chief government inspector of mines in Great Britain; he inspected a mine in 
which a disaster had occurred and beeamc himself a vietim of carbon monoxide poisoning. 
He has given a dramatic account of his experience. He could have walked away from the 
danger zone, which he himself knew; but he lost his initiative, so that, instead of so doing 
he sat down and wrote farewell messages, in which he repeated the word ‘good-bye’, 
sometimes misspelt, a number of times. 

The psychiatrist is chiefly interested in the patients who are revived after an accident or 
attempted suicide. In only about half the cases is there recovery without serious sequelae. 
The others develop chronic symptoms which may follow directly on the acute intoxication, 
or after a free interval of one to three weeks. Then once again the patient becomes disorien- 
tated, his consciousness is clouded, he seems absentminded, confused and amnesic. He 
complains of headache, giddiness and often of lancinating pains in the extremities, due to 
neuritis. Not infrequently a Parkinson syndrome develops, with akinesis, rigidity and a 
mask-like facial expression. 

Psychotic pictures of the acute psycho-organic type have been observed, and have a 
relatively favourable prognosis; recovery may occur even when they have lasted for months. 
Symptoms of aphasia, apraxia and agnosia are more frequent and have a less satisfactory 
outcome, because the focal vascular damage to the cortex which has caused them is 
irreversible. It is important to bear in mind the late mental symptoms which can follow 
carbon monoxide poisoning, when assessing the prognosis in earlier stages. 

TreaUnent of acute poisoning is by the administration of pure oxygen with the aid of 
an efficient mechanical respirator. It is usual to add 5 per cent. CO2, but this is contra- 
indicated in cases of respiratoryfailure. In severe cases hypothermia probably helps to reduce 
the risk of permanent neurological damage. If respiration has failed, artificial respiration 
should be administered by the mouth-to-mouth breathing technique and continued in 
the ambulance until the patient arrives in hospital where a mechanical respirator can be 
substituted. An exchange transfusion of blood may prove necessary. Cold and all physical 
exertion should be avoided to minimize tissue demands for oxygen. Morphine ?mist never be 
used as it is a _ depressant of the respiratory centre. Whatever is done, the danger of a 
permanent lesion, even if life is restored, is considerable. 

The mechanism by which transient and permanent lesions are caused is bound up with 
the action of carbon monoxide on the capillaries. They seem to be especially sensitive, and 
impairment of their function leads to oedema of the surrounding tissues, haemorrhages and 
focal necroses, notably in the central nervous system. 

Chronic carbon monoxide poisoning has been thought by some workers to result from 
the cumulative effect of intermittent exposure to carbon monoxide in industry. There is 
no good evidence that this disorder has an objective physical basis and it will not be further 
discussed. 


INDUSTRIAL INTOXICATIONS 
Lead 

Like other heavy metals, lead acts on the central nervous system only if a cumulative 
effect is produced by absorption over a longpeiiod. Lead is used in many industries, and there 
is a widespread risk of daily intake of small quantities. Prophylactic measures against the 
lead poisoning of workers have been taken in all civilized countries and have proved effective. 
Lead in paint is an important source of danger; droplets may be inhaled in paint-spraying, 
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or when spraying fruit with lead-contaming insecticides, and lead on the hands of the work- 
man may contaminate his food. Lead compounds are easily absorbed from the mucous 
membranes, either of the respiratory or the alimentary tracts. 

Encephalopathic symptoms ate rare but may come on in a relatively short time after 
absorption of the volatile compounds, tri- and tetra-ethyl-lead. The typical picture is 
that of a confusional state with signs of meningeal irritation, focal signs such as aphasia, 
transient paresis and convulsions terminating in coma if untreated. In more slowly 
developing cases the patient manifests a retarded depression, dullness, failure of concentra- 
tion and memory, headache, deafness, transient speech defect and visual disturbance. 
The diagnosis may be established with the aid of haematological studies which show a 
hypochromic anaemia together with punctate basophilia of the red cells. The concentration 
of lead in. the blood is above i milligram per lOo ml. The treatment of lead intoxication 
has been revolutionized by the introduction of chelating agents. The agent generally used 
is calcium disodlum versenate (ethyline diamine tetra-acetate). The lead displaces the 
calcium and the resulting chelate, which is much less toxic than ionized lead, is excreted 
by the kidneys four to eight daily intravenous injections of 3 g. of calcium EDTA in 600 ml. 
of 5 per cent, dextrose in distilled water are given over a 2-hour period, and as much as 
13 mg. lead may be excreted daily in the urine (Hunter, 1959)- Lead intoxication has on 
rare occasions been found associated with childhood autism or psychosis. Children are 
said to be especially susceptible, and to react with con\'ulsions and other cerebral symp- 
toms which, on passing, may leave permanent defects behind (Byers, 1943). 

Cyanide 

Potassium cyanide is widely used in industry (photography, electroplating, etc.), and 
hydrocyanic acid gas is generally used for the control of pests and vermin. Furthermore, 
cyanides are often used for suicide, having the advantages of rapid and certain action. In 
some States of the U.S.A. hydrocyanic acid gas is the chosen means of executing criminals 
condemned to death. 

When large doses are taken, the patient loses consciousness almost at once (within ten 
seconds) and dies in convulsions in five minutes. With a smaller but still lethal dose, the 
symptoms are vertigo, headache, palpitations and drowsiness, followed by severe dyspnoea, 
loss of consciousness and convulsions. Death is due to asphyxia caused by paralysis of the 
respiratory centre Besides its immediate action on the medullary centres, cyanide also 
interferes with enzymatic oxidative processes in all the tissues of the body. 

Fumigation by cyanide gas, as used for the killing of rats, involves dangers for human 
beings. Unless the odour is observed, the first sensation may be the deceptive one of warmth, 
caused by vasodilatation. This may be followed by nausea, vomiting and dyspnoea, and 
later by respiratory paralysis and convulsions. Treatment is the same as for carbon monox- 
ide poisoning. 


Mercury 

Workers in the mercury industry, such as those who mine the ore, or who are engaged in 
the mantdacture of murors or thermometers, and technicians in laboratories may in the 
course of tunc absorb enough of the metaj to develop symptoms, as protection against the 
mhalation of metcuty vapour is difficult. The intestinal and excretory systems are the fhlt 
to be affected; but emotional and other nervous symptoms are frequent. Early ones are 
fatigue and lassitude; and tremor, irritability, restlessness and insomnia may occur later! 



CLINICAL PSYCHIATIiy 


444 

Psychoses seem to be rare, and the picture is rather that of a neurasthenic reaction with 
some excitability, or, in other cases, with timidity, self-consciousness and generalized 
physical complaints. In acute poisoning, therapy with dimercaprol (BAL) may be life- 
saving but its value is uncertain in chronic intoxication. 

Manganese 

Prolonged exposure to dust or fumes in industrial processes involving manganese leads 
to severe neurological symptoms of the type seen in Parkinson’s disease. Degeneration of 
cells in the laige basal ganglia, caudate and lenticular nuclei, and in the thalamus, have been 
held responsible for these signs; but the lesions may extend to many other parts of the 
central nervous system. Psychological disturbances are often present at the same time: 
emotional lability, uncontrolled laughing and crying, and impulsive affective outbursts, 
preceded at an earlier stage by general apatliy, languor and sleepiness. If the patient is 
removed from exposure early, he should recover from the psychological disturbances, but 
the neurological changes persist (Fairhall and Neal, 1943). 

Arsenic 

Arsenic and its derivatives arc widely used in industry; they are constituents of weed 
and vermin killers, and were formerly used in the making of paints. Although the main 
effect of chronic poisoning is on the mucous membranes, the sldn, and the haemopoietic 
system, there is also an effect on the nervous system. From this property is derived the 
addiction of peasants and mountaineers in Styria and some other countries to arsenious 
oxide. Relatively small amounts are taken, once or twice a week; but to maintain the feeling 
of well-being the dose has to be increased. Addicts become more and more tolerant, and 
stand severely poisonous doses which would kill a normal person. Although chronic 
arsenic poisoning may cause peripheral neuritis and neurological symptoms, psychoses are 
not known to occur. 


Other Industrial Poisons 

The symptoms of poisoning with methyl bromide and methyl chloride, used in the manu- 
facture of refrigerators, are similar to those associated with carbon monoxide. The signs of 
organic damage may appear some time after the acute intoxication has cleared up, and then 
only slowly regress (de Jong, 1944). Lesions of the central nerv'^ous system causing aphasia, 
amblyopia and epilepsy have been described. 

A number of solvents, used in various branches of industry, have a narcotic effect if 
taken in a large single dose, but if absorbed in smaller amormts over a long time cause 
pathological changes in the nervous system and nervous and mental disturbances of a 
serious kind. Carbon disulphide, which is important in the rubber industry, but is now also 
used as a solvent in rayon manufacture, is comparable in its action to chloroform. Chronic 
poisoning is not infrequent among workers constantly in contact Avith it. Early symptoms 
are headache and paraesthesiae in the limbs, vertigo and insomnia. At a later stage signs of 
organic mental deterioration, loss of memoiy^, apath}'', impotence, epileptic attacks, and 
sometimes transient delirious psychoses (Kraepelin and Lange, 1927) have been observed. 
Benzene, which is widely used as a solvent, may be responsible for severe anaemia, and have 
effects on the peripheral and central nervous system. 



CHAPTER VIXI 


THE EPILEPSIES 


Epileptic seizures are a common event in many forms of psychiatric illness. They are 
frequent and sometimes diagnostically significant in certain organic cerebral diseases which 
will be discussed in chapters IX and X of this book; they also may complicate symptomatic 
psychoses and chemical intoxications and constitute an important item in the practice of 
child psychiatry (Chapter XI, p. 672). Moreover, induced epileptiform convulsions 
have become a widely applied therapeutic tool of the psychiatrist. Hence his consider- 
able theoretical and practical interests in the epilepsies. However, in no field of psychiatry 
is the overlapping with the interests of the neurologist as great as in that of the convulsive 
disorders. In a treatise on clinical psychiatry it would be inappropriate to discuss at 
length those features of the disease which are mainly neurological. However, the psychiatric 
aspects of the epilepsies are so important and their role in the clinical picture and in the 
treatment of the patient so prominent that the psychiatrist is often first called to deal 
with the case. Neurological text-books often pay inadequate attention to the psycho- 
logical symptoms which are our main concern in this chapter. 

DEFINITION 

'Epilepsy is a paroxysmal and transitory disturbance of the function of the brain which 
develops suddenly, ceases spontaneously, and exhibits a conspicuous tendency to recur 
(Russell Brain, 1951). The disturbance may be very localized and be shown, for instance, in 
the twitching of a single muscle group or in a single sensory experience in one of the special 
senses. In such cases there is often no general alteration of consciousness; these cases of 
focal epilepsy are the subject matter of neurology rather than psychiatry. Disturbance of 
bram funciion may, however, be general, and may then be of any degree. At one extreme 
there is a total loss of consciousness, which may last from a fraction of a second to many 
minutes ; at the other extreme there may be only slight impairment in the power of atten- 
tion, or a minor mood change. 

The symptoms are as varied as the underlying aetiological factors. More and more in 
historical development has epilepsy, originally regarded as a disease entity, become a 
symptom of many diseases ; however, there still remains today a not inconsiderable number 
of patients suffering from 'idiopathic' epilepsy, i,e. from epileptic symptoms for sohich no cause 
is yet knozon, other than a presumed constitution, genetic or acquired. 

PHYSIOLOGICAL BASIS 

The essential quality of an epileptic manifestation is the occurrence of spontaneous 
neuronic excitation at some focus. This may or may not then spread to other neurones. The 
discharge may be narrowly confined as in the focal epilepsies and the clinical appean^ces 
remain focal. It will then be experienced as a transient sensory or motor phenomenon unless 
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it occurs in a silent area of the brain, in which case it will be without clinical effects. The 
electroencephalograph has in fact shown that many epileptic discharges are subclinical and 
not felt subjectively, or shown objectively in any alteration of behaviour. 

This local discharge may spread and ultimately produce excitation of the subcortical 
centres concerned in the production of the gcfieralized electrical disturbances in the 
brain] an epileptic seizure or some abrogation of consciousness then follows. It is the 
case with which such a diffuse disturbance is generated in the brain that probably con- 
stitutes the fundamental difference between the ‘idiopathic’ epileptic and the normal in- 
dividual. With adequate stimulation, such as that produced by the passage of a 50-cyeIe alter- 
nating current through the head or by sufficiently severe metabolie stress, a major epileptic 
fit may be produced in any human being. But whereas the ordinary individual’s vulner- 
ability is only made manifest under such extreme eonditions, in the idiopathic epileptic 
the mechanisms regulating generalized cerebral discharge break down spontaneously, 
possibly under the influence of the everyday metabolic and other stresses which in most 
people produce no adverse effects. 

The difference bet-ween symptomatic and idiopathic epilepsy, on the other hand, would 
appear to lie in the fact that in the former the epileptic seizure commences at some focal 
source in the cortex, and the centres concerned with the detonation of a generalized elec- 
trical discharge are activated secondarily. In idiopathic epilepsy these centres, which are 
probably situated in the upper mid-brain and thalamus, are the primary site of discharge, 
and there is no ‘irritative’ cortical focus. Although a specific acquired cause cannot always be 
demonstrated, it is probable that all cases in which the epileptic fit seems to commence at 
such a focal source have a similar patho-physiology. It is for this reason that the Montreal 
School (Jasper and Kershman, 1949) has made a fundamental distinction between focal 
abnormalities where these take the form of a spike or sharp wave or well-localized slow 
wave discharge and abnormalities which are bilaterally synchronous and in which the epi- 
leptic discharge is therefore probably ‘fired’ simultaneously in the two hemispheres from 
some subcortical midline centre. The distinction between these two types of abnormality 
has considerable practical significance, since establishment of a diagnosis of focal epilepsy 
by clinical or physiological evidence or both implies the presence of an acquired local lesion 
which may be amenable to treatment. 

The facility with which a diffuse epileptic discharge may be^enerated in the brain varies 
from case to case. This has been ascribed to a constitutional factor vihxch. plays its part in 
the pathogenesis of even the symptomatic epilepsies. The existence of such a factor has 
been demonstrated by Conrad’s finding that the monozygotic (MZ) twins of symptomatic 
epileptics had an enhanced expectation of epilepsy, and by Lennox’s observation of identical 
electroencephalographic patterns in MZ twins, even where one twin had a symptomatic 
epilepsy and the other was clinically normal. On the other hand, an epileptic predisposition 
may not become manifest until the occurrence of some minor injury or stress ; thus one of a 
pair of MZ twins who were acrobats in a circus was mildly concussed in a fall and began to 
suffer from major fits about three months later; both twins had generalized electroencepha- 
lographic abnormalities of a similar kind. 

The nature of the appearance and spread of an epileptic discharge in the central nervous 
system appears to be intimately related to changes of a chemical and electrical nature at the 
cell membranes. The membrane of the nerve cell is encrusted with synaptic knobs, which 
are the endings of the axons of other neurones. From them chemical transmitter substances 
are discharged which alter the permeability of the sub-synaptic membrane, and so promote 
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ionic flux between the interior of the cdl and its environment. As the result of the e!e( 
lytic exchange, electric potentials are set up at the cell membrane. If the resting pote 
difference across the membrane falls below a certain critical value there is de-polarizi 
(excitatory post-synaptic potential or E,P.S.P.) and an impulse is propagated down 
nerve fibre leaving the cell. Whereas some connexions from other cells to the surface o 
membrane release a chemical transmitter substance that reduces the potential differ 
across the membrane and tends therefore to promote a nerve impulse, other connex 
probably by releasing a different chemical tmnsmitter, increase the potential differ 
across the cell membrane (inhibitory post-synaptic potential or I. P.S.P.) and so cause th\ 
to fire. In normal conditions large groups of cells do not discharge synchronously, o: 
prevented from doing so. On the other hand it is characteristic of epilepsy that massive 
synchronous discharges do occur. \Vhether these massive discharges are due to a pos 
excitation of the cells or to the temporary failure of some mechanism which prer 
synchronous discharge is not clear. Either is possible. 

Transfer of excitation normally takes place via the synapses and in an orderly way. 
characteristic of epilepsy that the spread of excitation occurs otherwise than along 
neuronic pathways involved in physiological responses, so that the events which fo 
have a disorderly and catastrophic character. The spread may proceed from one area o. 
cortex to another via relays in deeper structures, or laterally by the subcortical netu 
However, the abnormality of the epileptic probably lies not in the brain cells as such 
in the highly exaggerated tendem^ towards the synchronization of the activity of dis 
groups of cells. Greatly increased voltage or hypersynchrony is therefore the most com 
feature of the electroencephalogram during a seizure. According to recent work this h> 
synchrony would appear to be due to the progressive recruitment of massive dene 
potentials possibly mediated by electrotonic field effects on the dendritic memb 
(Ward, igbi). 

Gastaut and Fischer-Williams (1959) have reviewed the evidence relating to the sp 
of abnormal nefvous activity in experimentally produced focal epilepsy. From the cor 
focus this charge is conducted to the lower part of the brain-stem and thence to the thalc 
from , 

sy&ter . • *. 

sharpv 01 uoniiai awareness are no longer possible and consci 

ness is lost. This in turn undermines cortical control of the brain-stem and. as a result r,* 


■ - .-t-.vv. Jtoiii uiK cauuaie nuclei wftich produce rhythmic inter 

tions of cortical electrical activity; these correspond to the jerking of the clonic phase, 
activity of the caudate nuclei gradually checks cortical activity until cortical control ove 
medulla is re-established and the convulsive movements gradually die down. In the 
trencephalic type of seizure it is suggested that there is a state of hyperexcitability ir 
thalamus which can thus initiate the course of events described without preliminary 
charge from a cortical focus. 

The facility of spontaneous excitation or of spread of discharge in the nervous sy. 
is greatly affected by metabolic changes, most particularly by a change in the alkalinity o 
blood. Hyperventilation, by reducing the amount of carbon dioxide in the bloody tend( 
more alkaline, and in some epileptics this will be sufficient to cause a fit. In other cases, w 
the spread does not go so far, hyperventilation is so successful in bringing out abnorma 
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in the electrical rhythm of the brain that it is a device regularly applied by electroencephalo- 
graphers in the diagnosis of epilepsy. The facilitation of spread is also caused by other 
changes such as lowering of the glucose level in the blood, and the production of a state of 
hyclraemia, as by drinking large volumes of fluid. An inverse relationship to the level of 
attention of tlie subject is well recognized and is of some importance. Many epileptics suffer 
attacks only during sleep and many diurnal attacks occur only in moments of boredom 
or relaxation. Circumstances which increase concentration usually preclude the onset of an 
attack so that fits arc unlikely to occur in dangerous situations. The induction of sleep by 
means of scconal or pcntothal is well known to provoke epileptiform activity in the E.E.G. 
It is possible that still other changes may have an effect, a conclusion which is suggested 
by the fact that some female epileptics arc particularly liable to fits at a given stage in the 
menstrual cycle, that epileptics of both sexes tend to have a time of the day or night at 
which fits arc most likely to occur, and tliat longer rhythms in the recurrence of fits, even 
annual ones, can be identified. It is in connexion with these longer rh)^hms that somewhat 
fanciful theories have been raised to connect the occurrence of fits with the phases of the 
moon, with season and weather, with sunspots and variations in terrestrial magnetism. 

The electrical changes which go on in the brain have recently proved susceptible to 
investigation by the electroencephalograph, which permits their infinitesimally small 
reflexions in the scalp itself to be picked up and amplified. Direct electroencephalography 
is also possible by the implantation of wire electrodes in the brain. During an attack of petit 
mal, the electroencephalogram generally shows a highly specific pattern of activity, the so- 
called 'wave and spike' rhythm (Fig. ii). Both components of this complex, which recurs 
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Fig. II.— E.E.G. during an attack of petit mal, showing tjT)ical wave and spike pattern, the com- 
plexes occurring at a frequency of 3/sec. Highly intelligent woman of 34 years, whose attacks had 
commenced at 13. No treatment of avail until she was put on troxidone at the age of 32. In the two 
years since she has been completely free from attacks, and carries on a normal life. 


with a frequency of about three per second, are strictly synchronous in the two hemi- 
spheres, and it has been shown experimentally (Jasper and Drooglever-Fortuyn, 1947) that 
the source of this disturbance may be a deep midline structure; the intralaminar nucleus of 
the thalamus. The frequent occurrence during the attack of bilateral facial movements such 
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as blinking and faint twitching is in accord with such an origin for the electrical disturbance. 
In a major fit, a crescendo of waves at 8-12 c/s is seen followed by a variable admixture of 
sharp wa\'es and slow waves. The epileptic discharge int'oJves wide areas of the brain in 
both types of seizure, but the major fit involves a more profound and sustained abrogation 
of cortical function. A psychomotor attack is often associated with runs of rhythmic slow 
waves W’hich vary in frequency in different individuals from three to seven per second; 
‘sharp’ waves are observed in many patients, especially from the temporal lobes. 

Epileptics also show disturbances of normal rhythm at times other than during the actual 
occurrence of a fit. These abnormalities are shown by some 60 per cent, of epileptics in 
seizure-free periods, and the proportion of abnormal records rises to 80 per cent, wdth the 
use of special methods of activation such as barbiturate sleep and the injection of subcon- 
vulsant doses of Megimide. Some of these disturbances, such as an excess of fast activity or 
runs of medium- and low-voltage slow weaves, are non-specific in that they are present in 
about 10 per cent, of clinically normal individuals, and must therefore be interpreted tvith 
caution. Paroxysmal disturbances of rhythm of the kind shown in Fig. 12 can be seen in the 
epileptic with greater frequency as the time for an attack approaches; after a major fit 
and especially after a series of major fits, the normal rhythm will remain disorganized for 
a time. 



Apart from the advance in our understanding which study of these electrical changes 
provides, they can give information of practical value. They can, for instance, be used to 
localize the origin of the fit where a tumour or cicatrix is suspected. 


INCIDENCE 

The relative incidence of centrencephalic and focal epilepsies is differently estimated by 
different authors. All are agreed that the grrat majority of epilepsies appearing in the 
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first twenty years of life are centrencephalic, while after this age the proportion due to foeal 
causes rapidly increases. Conrad (i937<z) in his collection of 553 institutionalized epilepties, 
diagnosed over half as ‘idiopathic’ and a further quarter as cases in which hereditary and other 
factors had each played a role. Only about one-fifth were regarded as purely symptomatic. 

'rhe age-adjusted prevalence of epilepsy of all types in the general population has been 
estimated in a small rural town in the U.S.A. as 376 per thousand (Kurland, 1959). 
In hospital populations in different countries epileptics make up from 3 to 10 per cent, 
of the total of admissions for mental disorder. An investigation sponsored by the College 
of General Practitioners (i960) showed that, in England, epileptics numbered about 5 per 
thousand of the population, and that the prevalence remained steadily around this figure 
in all age groups. 

The incidence is about the same for the two sexes. Infantile convulsions are essentially 
attacks of epilepsy provoked by febrile illnesses and metabolic upsets in infants whose 
immature brains appear to be highly susceptible to this form of development. In some cases 
attacks continue spontaneously throughout life but in the majority increasing maturity is 
associated with a rise in the threshold to the epileptic process so that no further attacks 
occur. About 40 per cent, of epileptics have their first fit between the ages of oiie and ten 
years, and a further 30 per cent, betv'een the ages of ten and twenty years (see Chapter XI, 
p. 672). In a survey conducted by Pond, Bidwell and Stein (i960 a, 6) in fourteen general 
practices it was found that approximately one-sixth to one-quarter of epileptics sufferedfrom 
conspicuous psychiatric disorders, and about 10 per cent, were admitted at some time to 
mental hospital, usually for short periods of investigation and treatment. Amongst the young 
adult male epileptics in this survey, the number originating in social class V was considerably 
in excess of expectation. This may reflect a greater tendency to seek medical attention 
for epilepsy and its complications in the lower social classes or it may suggest a greater 
hazard of social and psychological maladaptation among epileptics in those classes. It may, 
however, arise from the greater hazard of malnutrition, infection, violence and poorer 
obstetric care. The clinical histories of this group of patients showed that they were severely 
handicapped by the number and severity of fits as well as by their intellectual and personality 
problems, so that finding and retaining employment was difficult. 

AETIOLOGY 

Gross interference with brain function, with the appearance of epileptogenic foci and a 
facilitated spread, may occur during the course of systemic diseases such as infections 
and fevers, intoxications such as uraemia and eclampsia, and interference with the 
amount or quality of the blood supplied to the brain, as in cardiac decompensation. The 
main clinical interest attaches to the primary cause, and the fits themselves are relatively 
unimportant. 

Any local damage to the brain may set up a focus of abnormal discharge ; the symptomatic 
epilepsy whieh results in this way is found in infections such as meningitis, cerebral s}qihilis 
and, rarely, encephalitis; it is also seen after local vascular damage as in cerebral arterio- 
sclerosis and cerebral thrombosis. Birth injuries to the brain especially if combined with 
asphyxia are fairly commonly followed by epilepsy. Those cases of temporal lobe epilepsy 
which are associated with areas of gliosis, particularly in the region of the uncus and hippo- 
campus, are believed to result from birth injury of a characteristic kind. Earle, Baldwin and 
Penfield (1953) gave the name incisural sclerosis to this condition and claimed that it 
accounted for the lesion in two-thirds of their series of cases of temporal lobe seizures. 
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They consider that during the passage of the infant through the birth canal there is a sharp 
rise of intracranial pressure which leads to herniation of the hippocampal regions through 
the incisura of the tentorium cerebelU. The vessels supplying these areas vdW be dragged 
through also and if they become compressed against the free edge of the tentorium, the 
territory of their supply will be infarcted, the nerve cells will die and later be replaced by 
gUal tissue. However the studies of Meyer and his co-ivorkers (Cavanagh and Meyer 1956; 
Meyer, 1956) suggest that birth trauma is not an exclusive cause of inclsural sclerosis; 
anoxia at birth or at a later age, encephalitis of infancy, minor head injuries, oedema of the 
brain in the course of acute fever, and the cyanotic stage of infantile convulsions being 
probably capable of producing an identical effect. Epilepsy is a common sequela of head 
injury in the adult. Hillbom (i960) reported that 20 per cent, of 2,047 patients with closed 
head injuries developed epilepsy (diagnosis certain) and a further 1 1 per cent, developed 
epilepsy (diagnosis not certain) and attacks of undetermined nature. Landolt (i960) regards 
the temporal lobe as particularly liable to damage in closed head injuries, both directly and 
by contrecoup. Epilepsy is even more common if there has been penetration of the dura; 
Russell (19s i) reported an Incidence as high 3543 Cerebral tumour has been regar- 

ded as a common cause of epilepsy appearing in adult life. Rut a study of 141 patients with 
an onset over the age of 20, and a foliow-up of not less than three years, gave an incidence of 
tumour in only ii per cent. (Raynor et ah, 1959). 

A special interest attaches to reflex epilepsy. Flashing lights prove to be an effective 
provoking agent of epileptic seizures in certain susceptible individuals who may suffer 
attacks of epilepsy at the cinema or whilst watching television. It is this group too who 
may develop epileptic phenomena whilst driving along a tree-lined avenue in the setting 
sun. Flicker produced by stroboscopic lamps is used as a method of provoking epileptiform 
discharges in the electroencephalogram. Pond (1961) quotes Sherwood’s description of 
self-induced epilepsy in a group of children who discovered that they could provoke brief 
but atypical petit-mal attacks by flickering their fingers before their eyes while they 
stared at some bright light. A few cases of acotisiicogenk epilepsy have been reported in man 
and it has been shown that a musical stimulus can be an adequate cause of a fit. The subject 
has been well reviewed by Poskanzer (1962) who described an interesting case in which 
a focal epileptic seizure was invariably initiated by church bells sounding within a discrete 
frequency range. In animals, especially the rat, it is extremely easy to produce acousticogenic 
fits, even by such a trifling stimulus as shaking a bunch of keys. The significance oj constitu- 
tion is shown here, as the mouse, in contrast to the rat, does not have fits of this kind and is 
extremely resistant to attempts of all kinds to cause convulsive seizures. In the rat* again 
some strains are much more susceptible than others. Other forms of reflex epilepsy are 
sho^vn in man in those cases where the cause of the fit can be traced to irritation, e.g by 
pressure on a neuroma of a peripheral nerve. An essential aetiological factor is afforded by 
a constitutional tendency towards the easy spread of the electrical discharge throughout 
the brain. 

A peculiar form of human epilepsy is myoclonus epilepsy which was first described by 
Unverricht. The family studies of Lundborg (1912) have shown it to be due to an auto- 
somal recessive gene. There is some evidence to suggest that a storage process is involved 
and that tf’'* A— — ■ 

sporadic! ' . ■ 

basis. 

All these are forms of epilepsy which are based on a gross pathology, or which for other 
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reasons arc to be regarded as symptoviatic in nature. When all such cases are excluded, there 
still remains a very large group of patients, in whom no local or general pathology can be 
shown, who show specific hereditary relationships, a constitutional basis, and frequently a 
course and development which entitle them to description under a single heading — that 
of idiopathic epilepsy. It is possible that, as some workers think, this group will go out of 
existence entirely when the causal agents producing epilepsy become better known. There 
is no doubt that the number of patients assumed to be suffering from idiopathic epilepsy 
has been reduced; but it is probable that it will be a long time before the concept can be 
abandoned. 


Heredity 

Many workers, investigating the parents, sibs and children of epileptics, have estimated 
the expectation of epilepsy in each of these groups as 3 to 6 per cent. The incidence of 
epilepsy in the general population has, in most countries, been found to be about onertenth 
of this. 

Support for the genetical contribution to the aetiology of epilepsy has come, above all, 
from tlie study of twins. The classic work in this field was that of Conrad (1937 a,b). Among 
monozygotic twin partners of epileptics twenty out of thirty were themselves epileptic; 
but if only the ‘idiopathic’ epileptics were talcen, the concordance was 19/22 or 86 per cent. 
Closely comparable figures have been found by Rosanoff, Handy and Rosanoff (1934), by 
Lennox(i947, 1951, 1954) and most recently by Inouye (i960). In Conrad’s material, which 
was published in detail, there were strilung resemblances within twin pairs in age of onset, 
type of fit, and course and outcome; a good deal of clinical similarity -within pairs is also 
reported by Inouye, least marked in the exogenous cases. 

Investigations into the incidence of epilepsy in the first- degree relatives of epileptics have 
been carried out in recent years by Conrad in conjunction with his twin studies, by Alstrom 
(1950), Ounsted (1952), Lennox (1951) and Harvald (1954). Alstrom differed from other 
workers in finding relatively low expectations of epilepsy among first-degree relatives; 1*3 
per cent, in parents, i *5 per cent, in sibs, and 3 -o per cent, in children. Moreover, the expec- 
tations among relatives were much the same whether one proceeded from probands with 
epilepsy of unkno-wn causation, or of probably or certainly known cause. He failed to 
confirm a raised incidence of psychopathy, criminality, etc., among the relatives of epilep- 
tics, which had been found by Conrad. The interesting aspect of Ounsted’s work, based on 
337 epileptic children, was the high incidence of epilepsy (ii per cent.) in the sibs of the 
probands, and the lack of any sharp distinction betv^een clinical types of epilepsy, the 
strength of the hereditary factor seeming to vary quantitatively. He quoted the opinion of 
Russell: ‘It is simpler to think of all people as epileptics, and regard tlie matter as one of 
threshold.’ 

Harvald’s careful study made extensive use of the E.E.G. He started with 237 epileptics 
of whom 203 were diagnosed as ‘cryptogenic’. The incidence among first-degree relatives of 
the cryptogenic cases was about equal for parents and children at 4-2 per cent. E.E.G. 
abnormalities were commonest among the relatives of probands with marked non-focal 
abnormalities (males 10 per cent., females 18 per cent.) and were rarest in the relatives of 
probands with focally abnormal E.E.G.s. Harvald considered the hereditary factor was most 
probably multifactorial and additive in nature, though in individual families a single dom- 
inant or recessive gene might be responsible. He would be inclined to suppose that the 
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hereditary predisposition showed itself partly in a tendency to produce spontaneous 
cerebral paroxysmic discharges, and partly in a tendency for spontaneous discharges to 
spread with more than average facility. Only the former of these two tendencies would be 
recognizable on the E.E.G. 

In recent years, accordingly, the opinion has tended to prevail that the genetical basis of 
the hereditary component in epilepsy was polygenic (muhifactorial) in nature. In his recent 
review of the field, Koch (1963) has taken this vie\v. On a priori grounds the hypothesis 
seems a most convincing one. The capacity to produce an epileptic discharge is part of 
normal human physiology. On that basis alone it is likely to have a normal adaptive func- 
tion. In addition, as we shall see (p. 462) there is strong clinical support for the view that, 
in certain psychophysical states of the brain, ictal discharges have a homeostatic effect and 
help to preserv’e normal psychological function. It would seem then that variation in the 
ease with which a spontaneous discharge is produced, and its tendency to spread, must be 
quantitative, and therefore multifactorially based. However, we can be sure that the epilep- 
sies are aetiologically heterogeneous, with exogenous factors playing a major role in some 
cases, a minor role in others. Room is left for the operation of single genes in some syndromes. 

A possibility of this kind has been brought close by the work of Metrakos (1963) which 
was focused on the E.E.G. investigation of parents and sibs of patients with centrencephalic 
epilepsy, compared with the relatives of normal controls. The hereditary syndrome was 
found to be, not the occurrence of overt seizures, but the existence of a centrencephalic type 
of E.E.G. , a constitutional trait which could well be combined with psychiatric normaUty. 
The manifestation of this trait was age-determined. Under the age of only one out of 16 
sibs of centrencephalic probands showed the trait; bettveen the ages of 4J and 16J the trait 
was shown by 65 out of 146 sibs, i.e. 45 per cent.; and at later ages the incidence of the trait 
tapered off until after the age of 40i it was found in only one of 40 persons. Metrakos 
proposes the hypothesis that the centrencephalic trait is a manifestation of a dominant 
autosomal gene, with penetrance very low at birth, rising rapidly to nearly 100 per cent., 
and then dropping gradually to zero. This hypothesis is important and suggestive, but awaits 
confirmation. 


ASSOCIATIONS 

Although the epileptic is subject to psychotic manifestations which will be described 
on a later page, there is no close association between epilepsy and the endogenous psychoses. 
Needless to say, epileptic fits may readily occur during the course of such organic psychoses 
as general p.aresis or cerebral arteriosclerosis, but this is of comparatively little clinical 
interest. Whether there is an association between epilepsy and schizophrenia, positive or 
negative in sign, or of zero magnitude, has been a greatly vexed question of much historical 
interest. It was on the assumption that the combination of the two psychoses w'as rarer 
than the product of their separate frequencies that Meduna was led to try the therapeutic 
effect on schizophrenia of convulsions induced by the injection of camphor. There is, how- 
ever, no ground to think that fewer than 0’5 per cent, of schizophrenics have at some time 
had epileptic fits, or that fewer than 0’8 per cent, of epileptics develop a schizophrenic 
psychosis. Despite its eventual useful results, Meduna’s innovation W'as probably theoreti- 
cally ill-founded. 

On the other hand, it seems probable that certain schizophrenic psychoses can bring 
about epileptic fits. Epileptic fits appearing in chronic deteriorating schizophrenia are far 
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from uncommon, and may be found in many mental-hospital records. In more recent 
schi'/ophrenias, abnormal and epileptiform E.E.G.s are found in a significantly high 
proportion of cases, especially in an acute phase (Hill, 1948). Clinical and E.E.G. pheno- 
mena of an epileptiform type are particularly associated with catatonic states. The converse 
relationship, the tendency of some basically epileptic conditions, especially temporal lobe 
epilepsy, to produce schizophrenia-like psychotic states, is fairly well established (Landolt, 
i960; Slater, Beard and Glithero, 1963), and these symptomatic schizophrenias are dis- 
cussed on page 470. 

The association between epilepsy and mental defect is a closer one. It cannot be wholly 
explained by the finding that organic injuries and processes in the infant and the child may 
be the cause of both epilepsy and mental defect. There is, almost certainly, some causative 
factor in common between idiopathic epilepsy and mental deficiency. From his investi- 
gations Lennox (1942) showed that the incidence of epilepsy in the relatives of epileptics 
differed in the three classes of epileptics, those mentally defective from birth, those normal 
at birth but subsequently deteriorated, and those who had been born normal and had re- 
mained of normal intelligence. In the first group it was 6 pereent., in the seeond 3 pereent. 
and in the third 2-4 per cent. Other figures he provides also support his hypothesis of a 
gcnetical relation between the two conditions. However, it appears to be the case that, 
in testing the intelligence of epileptics, the more random the sample the more closely does 
the mean intelligence approach the normal average. Low intelligence is much more fre- 
quent in the symptomatic than in the idiopathic case. 

A genetical relation between epilepsy and migraine is also fairly well established. The 
numerous investigations quoted by Kinnier Wilson (1935) show a raised incidence of con- 
vulsive disorders among the relatives of the migrainous, and a similarly raised incidence 
of migraine among the relatives of the epileptics. The factual evidence seems to be im- 
equivocal, although Wilson himself was inclined to doubt its cogency. Selby and Lance 
(i960) found the E.E.G. to be abnormal in 30 per cent, of 459 patients with migraine who 
were studied in a headache-free interval. Camp and Wolff (1961) describe the abnormalities 
as consisting usually of episodic diffuse 4-7 cycles per sec. activity, but patients with focal 
mental disturbances commonly showed theta or delta foci usually localized to the appro- 
priate region. 

By far the most important psychiatric association of epilepsy, as well as the one most 
difficult to interpret, is psychopathic personality (see Chapter III, p. 139), As in the 
case of the association with schizophrenia, accidental factors enter the situation. Epilepsy 
itself, after some years of duration, frequently causes an alteration of character; this is 
described on a later page. But in addition, many epileptics, even before the onset of overt 
fits, show disorders of personality, particularly more or less frequent episodes of aggressive- 
ness, impulsiveness and moodiness, which may be regarded as mild psychomotor equiva- 
lents. Such behaviour may become habitual. Even more importantly, psychopathy of 
personality seems to be frequent among the relatives of epileptics. Conrad (1937^1), investi- 
gating institutionalized epileptics, found in a large collection of their children a criminality 
rate four times that found in the general population, and a raised incidence of suicide, espec- 
ially of forms of suicide which indicated an act committed in a sudden change of mood. He 
found no indication of an excess of persons with personality traits of pedantry, bigotry, 
or perseverative qualities Klebrigkeit, Haften ). The distribution of occupations indicated 
a shift towards the lowest level of unskilled workers. The psychopathic types who were 
present with increased frequency were the explosive and those of unstable mood. They, 
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however, were so frequent that Conrad concluded that their presence in the families of 
epileptics could be regarded as a point of diagnostic significance for hereditary idiopathic 
epilepsy. Alstrom was unable to support Conrad’s findings: and Pond (1957) thrown a 
good deal of doubt on the existence of any close association between epilepsy on the one 
side, and psychopathic personality, suicide and crime on the other. 

Finally, the association between epilepsy and J^'sterkal symptoms should not pass without 
mention. There are some features in common between a hysterical disturbance of conscious- 
ness or a hysterical fit and the corresponding epileptic phenomenon. Yet there are seldom 
any serious difficulties in diagnosis. A more interesting fact is that epileptics are at times 
liable to disturbances which closely resemble hysterical ones, and even to undoubtedly 
hysterical mechanisms. It is probably true that, as with many chronic organic conditions, 
the long persistence of an epilepsy can encourage the changes on which a hysterical alteration 
of personality, and an enhanced susceptibility to hysterical symptoms, can arise. 


CLINICAL MANIFESTATIONS 

Epilepsies may be divided into the two broad groups, generalized and focal. In the 
former, described by the Montreal group as centrencephalic epilepsy, extensive areas of 
both hemispheres are simultaneously activated by the epileptic discharge from some midline 
centre, probably in the thalamus. In the latter, the epileptic discharge is initiated from a 
localized epileptogenic area, from which the spread may be limited or extensive. In either 
group the seizures may be major or minor. 


Generalized or Centrencephalic Epilepsy 

In the mjior seizure there is no aura, the convulsions are generalized from the first, and 
the E.E.G. shotvs no focalabnotrnahty. The cl.nrcal features of the minor seizures are those 
0 the pent mal triad. The E.E.G. rn these cases shows the bilaterally synchronous 
3 'see. uave and spike pattern. 

Ahhoush the major seizure may come unheraHed. them are often prodromata which 
may precede the attack by hours rarely by days. They are in the form of mood changes 
(see p. 466), restlessness, headache, and even gastrointestinal and autonomic chan^e^ 
skin eruptions. 

The com-ulsive stage begins suddenly without aura. The patient sometimes emit 
high-pitched scream and falls to the ground if erect. Immediately his whole m ^ 

goes into a powerful tonic spasm. This is often slightly asymmetrical, causing 
eyes to be rotated to one or other side, while the trunk is turned slowly in the same d‘ ° 

The upper limbs are held close to the body, the elbows straight and wrists fiexTd^^T' 

fingers driven into the palms, with thumbs adducted. The lower limbs e.\tend with' ^ 

of the feet and flexion of toes. The trunk muscles are involved in the generalize'd 
respiration ceases, and the face becomes Imd. The pupils dilate and become inactiv^?^?’ 
eyes arc insensitive to touch. ^he 

After some 10-30 seconds a partial relaxation of the musculature occurs followed at 
by a return of the spasm Violent jerks then convulse the body in increasingly rapid su 
Sion and blood-stained froth exudes from the mouth. Emptying of the bladder or b 
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and less often of tlie seminal vesicles, may occur. The intci-vals between the jerks lengthen, 
and cyanosis intensifies. The clonic stage is brought to an end with a final violent jerk and 
after a few moments of flaccidity, breathing is re-established. The patient then passes 
insensibly, or after a few minutes of returning consciousness, into a deep sleep. Deep 
reflexes are usually absent, and there is often an extensor plantar response during the fit 
and for a short period after it. 

In the fit itself, w'hcther major or minor, complete abrogation of consciousness is ex- 
pected by the clinician and is the most typical occurrence. A fact, however, which is often for- 
gotten is that in some forms of epileptic seizure total loss of consciousness need not occur. 
Quoting Gowers, Symonds (1948) has said that the effect of an epileptic attack on the 
stream of consciousness may vaiy from complete interruption of its flow to a mere ruffling 
of the surface. French clinicians, especially Marchand (1948), have made a special study 
of epileptic attacks with preserved memory and with almost undisturbed clearness of 
consciousness. This is relevant to any consideration of the psychiatric manifestations of 
epilepsy', for in these we also find all shades of disturbance, most frequently, but by no 
means always, complete unconsciousness; in almost every case there is some evidence of 
impairment or alteration of consciousness. However, partial or complete preservation of 
consciousness is a feature of the focal attack, especially the temporal lobe attack, rather than 
of any seizure associated with centrencephalic epilepsy. 

If tlicre has been complete abrogation of consciousness, there will of course be amnesia 
for the events of the fit, often extending slightly in a retrograde direction. Even if loss of 
consciousness has not been complete, there can still be a complete amnesia, or on the other 
hand reeollection may be partially or totally preserved. The commonest sequela is for the 
patient to fall asleep. Sleep may be unusually deep, and may itself be the cause of accidents. 
Headache is another very common sequela, and may persist even after waking from the 
post-epileptic sleep. As a rule, once the patient has wakened from sleep, consciousness is 
fully recovered. If sleep does not occur, however, or if it is postponed, phenomena of 
psychological interest may be seen. Some degree of confusion can nearly always be elicited. 
The patient will be disorientated, and even may not be clearly aware of his own identity. 
Rambling and disjointed talk may be observed, perhaps with definite paraphasias. The 
patient is likely to be restless, to want to get up and go out without any ascertainable pur- 
pose, or to fidget with the objects around him in a manner reminiscent of ‘occupational 
delirium’. Post-epileptic automatisms may be of very varying degrees of complexity, from 
the short burst of purposeless running, to apparently conscious and well-controlled be- 
haviour. The patient may, for instance, unbutton his trousers to micturate at the side of 
the road, or may pick up an object in a shop and walk out with it, regardless of the im- 
pression made on bystanders. Explosions of irritability and anger are not infrequent, and 
the patient may make violent aggressive attacks on the people around him. The emotional 
storm and aggressiveness may amount to such a degree as to justify the name of epileptic 
furor; and epileptic patients are in these episodes the most dangerous of all those in the 
disturbed wards of a mental hospital. For those who have had experience of the therapeutic 
convulsion, the phenomena observed after an electrically induced fit may be significant 
for the diagnosis of the underlying illness. Thus, there is very often an emergence of con- 
cealed symptoms ; and the depressed patient may reveal himself as paranoid, hostile, and in 
the course of a few minutes, an unmistakable schizophrenic. 

The minor form of generalized epileptic seizure is petit mal, which was recognized in 
ancient times and named the ‘absence’ by Calmeil (1824). 
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It is the most subtle form of epileptic attack of short duration and lasts only 
from one to a few seconds. There are no premonitory symptoms. ‘The subject loses con- 
sciousness entirely and remains immobile ; he does not hear or see ; he is completely “absent” 
from his surroundings (eclipse of consciousness). His glance is fixed and vague; his face pale. 
If the attack occurs while he is doing something, he stops ; if he was speaking, he becomes 
mute. The muscular tone, in this simple form, is not modified or only slightly diminished. 
Sometimes, the subject holds his breath. One does not note any twitching or disorder of 
language, but sometimes there is trembling and a few drops of saliva trickle from the mouth’ 
(Marchand and Ajuriaguerra, 1948). The E.E.G. has shown that two other types of attack 
are closely allied to this typical form of petit mal. In the akinetic seizure which usually 
lasts only a few seconds, there is a sudden loss of muscle tone as a result of which the head 
slumps forward and the patient may fall to the ground. Almost immediately afterwards he 
seems fully conscious and is able to get up. Another type is that of myoclonic seizure com- 
mon in children (Fig. 13). These three kinds of attack have been named by Lennox (J 94 S) 
the petit mal triad. Not only do they all show wave and spike activity but the seizures are 
also frequent, brief, sensitive to changes in acid-base balance, oxygen lack and alterations 
in blood-sugar in each case. All are resistant to the usual anticonvulsants but respond to 
troxidone (see Treatment, p. 478). 







Fic 13. — E.E.G in a boy of 5^ jubjcct to atweks of myoclonus and^so of grand mal. The spike and 


PETIT MAL STATUS. This is a condition sui generis, and is one form of twilight state. 
The E.E.G. shows continuous spike and wave complexes, and the mental state is one 
bordering on stupor. The patient sits or lies apathetically where he is, making no attempt at 
spontaneous activity. He can be partially aroused, but is e,xtremely retarded, lifeless in affect, 
and dull of comprehension; both speech and action show marked perseveration. In most 
cases there is very little in the way of mental content during tnese states, and when the 
patient comes round he has nothing to tell. Ho^veve^, this is not always the case. One of our 
patients was subject to nvilight states lasting a few days to a week about once every three 
months, in which he would see Christ descending from his cross surrounded by his angels. 
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and would hear the voice of God. All that his wife observed was that he would become slow 
and sit in a corner in a dull and unresponsive state. While in hospital for investigation the 
patient passed into one of these jDhases. Though dull and very retarded, rational responses 
were to be obtained ; but the interview of one day was forgotten by the next day. During the 
whole of this state there was a continuous recurrence of petit mal rhythms. 

The great majority of eases of idiopathic epilepsy have absenees on one or another 
occasion. Sometimes the patients deny having absences beeause they have no realization 
and recollection of them. Attacks of petit mal may be the only symptom of epilepsy as, for 
example, in pyhtiolepsy of children, whieh consists only of absences occurring daily in large 
numbers (see Chapter XI, p. 673). 


Focal Epilepsy 

In the major attacks of focal epilepsy one or more loealizing features are found: transient 
psychological, sensoiy or motor symptoms, constituting the ‘aura’ whieh normally lasts a 
few seconds ; focal symptoms, such as twitching of some part of the body, sniffing, chewing 
or lip-smacking movements; a foeal paroxysmal diseharge in the E.E.G. preceding the 
generalized hypersynehrony of the convulsion. 

When the aura oeeurs by itself it may be regarded as a minor focal seizure. Motor 
phenomena are common; clonic jerkings of a limb with or without a Jacksonian march, 
vocalization, masticatory movements, or adversion of the head and eyes. Visceral sensations 
may show as a simple epigastric sensation, or a ‘rising sensation’ beginning in the epigas- 
trium. 

It is important to be familiar with the variety of phenomena which may constitute the 
aura preceding the epileptic seizure because the aura may be for a long time the only 
symptom of the illness. By its fleeting nature and short appearance it is liable to be over- 
looked till one day the first major fit appears and clarifies the diagnosis. Similarly, when the 
major fit is suppressed by medication, the aura may remain as the only symptom of the 
epileptic illness. 

The difference between the aura and the transient seizure is one of degree, although as 
the aura is very short and consciousness is not wholly lost it is often remembered whereas 
the seizure is not. An interesting experience, related to the aura, is the patient’s conviction 
that he sometimes can suppress the oncoming seizure by voluntary effort. This is frequently 
reported and appears to have some objective foundation. 

H\i&localizmg value of the aura for indicating the focus from which the epileptic discharge 
arises is very important. In 222 out of 259 patients with focal epilepsy, Penfield and Kris- 
tiensen (1951) determined the localization of the initial epileptic discharges. In 125 cases 
the aura was reproduced by stimulation of the appropriate area of cortex and in 97 patients 
the localizing significance of the aura was confirmed by finding localized lesions or by the 
results of electro cor ticography. Observations and stimulation experiments by Penfield 
have suggested that an aura of hallucinations or ‘dreamy state’ may point to a focus in 
the temporal lobe, that imposed and impulsive thoughts point to the posterior part of the 
frontal lobes and that the recollections of special situations of the past point to the lateral 
and superior surfaces of the temporal lobes. 

TEMPORAL LOBE ATTACKS. By far the most common form of focal epileptic 
discharge shows up on the E.E.G. in the region of the temporal lobes, on one or both sides, 
and either on the convexity or through sphenoidal leads. Clinically, this is associated with 
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‘psychomotor’ attacks, which can be contrasted mth the ‘psychoparetic attacks of general- 
ized epilepsy. The condition is a common one, and bulks increasingly largely in out-patient 
clinics with samples of epileptics of increasing age. Characteristic of the condition is the 
immense variability of the picture from patient to patient, and the fixity and stability of 
what is experienced by the individual patient in every one of his attacks. Only gradually over 
the passage of years do the symptoms change much in any one patient. The nature of the 
E.E.G. changes which take place during an attack has not been fully established. Landolt 
(ig6o) has described normalization of the E.E.G. as the usual change. This is certainly seen 
in the early stages of many attacks although in others a gradual progressive extension of 
rhythmic slow activity over the greater part of the cerebral cortex runs parallel with the 
development of the attack. The temporal lobe epileptic syndrome is of great significance 
to psychiatry, not least because of the frequency with which it is associated with psychotic 
states. These are discussed below. 

The psychomotor attack (temporal lobe attack, twilight attack) is a disturbance of mental 
functioning, not always amounting to impairment of consciousness, of short duration, 
usually accompanied by motor automatisms, vegetative symptoms and disturbance of 
behaviour and speech ; hallucinatory experiences and abnormal mental experiences of other 
kinds are common, and certainly are much commoner accompaniments of this type of 
epilepsy than of any other. An ictal focus in a temporal lobe will be demonstrable with 
sufficiently careful and repeated investigation. 

Of these vegetative symptoms the most distinctive when it appears as an aural symptom 
IS a peculiar sensation in the epigastrium which is felt to rise towards the throat at which 
point consciousness is usually lost. Such phenomena are often associated \rith foci in the 
region of the Sylvian fissure and Island of Reil. The epigastric and rising sensations are 
frequently accompanied by an emotion of dread which may, however, be independent or 
accompany other abnormal mental phenomena. Also very distinctive are the vu and 
the vkti experiences ; these are often coupled with other falsifications of memory or 
imposed recollections e.g. of the first epileptic fit, or the panoramic memory of the patient’s 
>\hole life appearing in a flash (Wilson, 1935). Other experiences closely linked with these 
arc the uncanny feelings of change in the outer world or in the self, derealization, deperson- 
alization and disturbances of the body image. If these mental experiences are very vivid, they 
may take on the character of an illusion ; visual illusions are the commonest, and may consist 
in seeing people as distorted, flattened, or elongated or as only half figures. Forced ideas 
experienced like passivity phenomena in schizophrenia have been described; for instance 
the idea of eternity or infinity may suddenly present itself to the patient, or a storm of 
indescribable thoughts may race through his mind. An affective aura is common and the 
description given of this aura by the Russian writer Dostoiev’sky suggests commencement 
of excitation in a temporal lobe focus: ‘ — a feeling of happiness which I never experience 
m my normal state and of which I cannot give the idea . . . complete harmony with myself 
and with the whole world’. Sudden feelings of despair, guilt, anxiety and terror may form 
the content of the aura in other cases. Premonitions of death, of the end of the W'orld, basic 
religious or philosophical doubts, suicidal and aggressive urges also have been described. 

Illusions and hallucinations arc relatively common. Visual hallucinations may be un- 
formed or present as figures or scenes complete to the last detail. Auditory hallucinations 
may present as primitive sounds of buzzing, drumming or jangling bells; these occur with 
foci in the first temporal gyrus and are often accompanied by vertigo. If the focus is m ire 
posterior the hallucinations take the form of voices, snatches of song, or fragments of ml-sic. 
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I'rom the uncal region arise olfactory auras often of an unpleasant character and the rare 
gustatory aura is associated with discliargcs in the same region. 

Vestibular experiences, which may be regarded as either illusions or hallucinations, are 
distinctive of a temporal lobe focus; if felt as vertigo, it is said that there is usually no nausea. 
Olfactory and vestibular experiences arc most suggestive of a temporal lobe, auditory 
sensations arc less so; and there is no way of distinguishing temporal lobe from occipital 
lobe visual illusions and hallucinations. 

In these attacks clouding of consciousness is variable in degree. Where there is no more 
than an experience of dejd vu, or forced thinking, there may be no lowering of the level of 
consciousness at all, though one might say that its span is narrowed. Hallucinations may 
also occur in an apparently completely lucid state. In psychomotor attacks of a duration of 
a minute or so there is likely to be partial abrogation of consciousness with motor auto- 
matisms, such as masticatory movements of the jaws or tongue; or the patient may exhibit 
scmi-purposeful movements, fumbling in his pockets, passing his hand over his face, per- 
haps trying to light a cigarette without a match, or wandering vacantly across the room as if 
looking for something. He may appear anxious and behave in a resistive manner; there is no 
response to commands. A subsequent amnesia is common but on the other hand recollection 
may be partially and even totally preserved. It is common for the patient with psychomotor 
epilepsy to have also more or less frequent attacks of grand mal; these are often followed by 
post-epileptic automatism. A fuller description of the mental picture in temporal lobe focal 
damage will be found in the following chapter (p. 494), Meyer-Mickeleit (1953) who 
collected seventy-tvn cases of temporal lobe epilepsy found the majority to be patients of 
higher age, many of them suffering from symptomatic epilepsy due to trauma, tumour and 
encephalitis. There was, however, also a small number of patients in whom the epilepsy was 
familial and no organic causation could be elicited. Barslund and Danielsen (1963) have 
described three pairs of monozygotic female twins, in which each member of the pair 
suffered from temporal lobe epilepsy, with further cases in the family in every case. It 
would be unsafe to suppose that every case of focal epilepsy was of exogenous causation. 

SIMULATION OF TEMPORAL LOBE ATTACKS IN NEUROTIC ILLNESS. It 
has been known for some time (Antoni, 1946) that the central features of the ‘dreamy state’, 
namely symptoms of depersonalization and derealization and closely associated dejd vii 
experiences, may be simulated by a patient suffering from emotional disturbances. The 
resemblance becomes especially close where there are other features present which were 
described by Hughlings Jackson as characterizing epilepsy, namely ‘paroxysmal’ nature of 
the attacks and ‘defect of consciousness’. Some degree of overlap between the symptomato- 
logy of temporal lobe epilepsy and neurotic disturbances is hkely since dissociation or 
dimming of consciousness is prone to occur in states of extreme fear and transient bouts 
of emotional disturbance will at times appear paroxysmal and thus raise the possibilit}^ 
of ‘ictal anxiety’ or ‘ictal depression . In the phobic anxiety-depersonalization syndrome 
the problem of differential diagnosis from temporal lobe epileps}'^ arises in a proportion of 
cases partly owing to the relatively frequent attacks of syncope in this condition but also 
because transient bouts of panic, visceral discomfort, depersonalization and dejd vii 
experiences are common. 

Harper and Roth (1962) compared the clinical features of 30 patients with temporal lobe 
epilepsy and 30 suffering from the phobic anxiety-depersonalization syndrome. There were 
similarities and differences between the two disorders. Thus depersonalization, dejd vu 
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experience, distortion of perception, hallucinations, paroxysmal attacks of fear and disturb- 
ances of consciousness of some kind were found in both types of disorder. Episodic mood 
disturbances (mainly in the form of acute panic in the neurotic cases) showed no significant 
difference in frequency in the two conditions. Moreover six of the epileptic patients had 
phobic symptoms similar to those of the neurotic cases. As was to be expected, self-injury 
and incontinence of urine or faeces were significantly commoner in, though not wholly 
confined to, the epileptics. Thus an anxious patient would occasionally faint with a full 
bladder and then void urine. Episodic disturbances of speech and automatic behaviour were 
largely confined to the epileptics while emotional triggers for attacks were far commoner in 
neurotics. 

A number of the more important differences in the family and previous medical and 
personal history of the two groups are tabulated below; the difference in the aetiological 
basis of the two conditions is clear. The emotional disturbance, ‘agoraphobic’ symptoms 
and unreality feelings dominated the picture in the neurotics and disturbances of con- 
sciousness were rare and not disabling whereas, in the epileptics, fits were the central 
feature of the illness, emotional disturbance being less conspicuous. The pre-morbid 
personality of the neurotic cases was significantly more often marked by features of im- 
maturity and dependence. Moreover, all the epiletic cases were readily identifiable by the 
consistent and orderly march of events in the course of a temporal lobe seizure in contrast 
with the far more inconsistent and variable course followed by attacks culminating in panic, 
syncope or bouts of neurotic depersonalization. Finally, as can be seen from the table on 
the next page, in the majority of epileptics the E.E.G. was abnormal whereas most of the 
neurotics had normal records. More detailed E.E.G. studies would almost certainly have 
widened this gap. Yet the small group of cases of phobic anxiety-depersonalization states 
with abnormal E.E.G.s are of some importance in clinical practice for, although the 


THE PREVIOUS HISTORY IN 30 CASES OF THE PHOBIC ANXIETY 
DEPERSONALIZATION SYNDROME (PA.D.S.) COMPARED WITH 30 CASES DP 
TEMPORAL LOBE EPILEPSY (T.L.E.) 



1 





T.A.D.S.| 

' T.L.E. 1 

* 

m ^ 1) 

Family Hiiiory 

Family history of epilepsy 

Family history of neurosis 

1 

3 

10 

1 

5 

2 . 

n.s. 

s. 

<0-05 

Previous Medical History 

Severe birth trauma, prolonged anoxia or head j 
injury with loss of consciousness i 

Meningitis, encephalitis, mastoiditis 

Migraine 

12 

i 

16 

6 

2 1 

i 

s. 

s. 

S. 1 

<0-01 

<0-05 

<0-01 

Personal History 

Phobias in childhood 

18 j 
17 1 

4 

9 

1 

8 1 
10 1 
4 

4 1 

s. 

n.s. 

n.s. 

n.s. 

<0-02 

• Statistical significance of difference. 
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abnormality is never specifically epileptic, it is on occasion sufficiently striking to suggest 
possible organic disease. Only rarely does a differential diagnosis between neurotic disturb- 
ance and temporal lobe epilepsy give rise to great difficulty. But in cases in which the issue 
remains in doubt after detailed clinical and laboratory investigation and a period of observa- 
tion only specifically cpileplic abnormalities in the E.E.G. should be allowed to decide the 
issue in favour of temporal lobe epilepsy. Many such patients suffer from neurotic illness. 


'J’HE ELECTROENCEPHALOGRAPHIC FINDINGS IN ,23 CASES OF THE PHOBIC 
ANXIETY-DEPERSONALIZATION SYNDROME (P.A.D.S.) AND 30 CASES OF 

TEMPORAL LOBE EPILEPSY (T.L.E.) 



P.A.D.S. 

T.L.E. 

Normal 

16 

1 

Mild non-specific abnormality 

5 

3 

Abnormal, probably pathological 

2 

11 

Epileptic 


15 


States of Longer Duration and Epileptic Psychoses 

These are most conveniently classified into those which occur in a state of clouded 
consciousness, and those which occur in clear consciousness. The distinction, however, is 
to some extent an arbitrary one, as a minimal clouding or change of consciousness is much 
more common than can easily be demonstrated clinically. 

In the first group we have petit mal status (p. 457), psychomotor attacks and automa- 
tisms, twilight states, fugues and furors, and confusional states with paranoid ideas. In the 
second group we have epileptic mood changes, epileptic personality changes and chronic 
paranoid psychoses. The more important of these sub-groups will be separately considered, 
but it must be remembered that they tend to merge into one another. Thus mood changes 
are particularly common in epileptics showing personality changes; and patients with 
chronic paranoid psychoses, even those which most closely simulate a schizophrenia, usually 
show some sign of personality change or intellectual impairment. 

The electroencephalographic relationships of all these conditions are still not com- 
pletely clarified. Petit mal status is the only one to have a characteristic E.E.G. The other 
types of disturbance occurring in clouded consciousness show less specific E.E.G. changes, 
though the E.E.G. is nearly always abnormal, and shows more generalized slow- wave 
activity than in the same patient in a lucid state. The connexion with focal abnormality in 
one or both temporal lobes is probably close: psychomotor attacks and automatisms are 
almost certainly caused by temporal lobe epilepsy, and probably also most twilight states. 
The causation of confusional states with paranoid ideas, often religiose, is not known, but 
is again attributed to temporal lobe epilepsy by Pond (1957). 

PSYCHOMOTOR ATTACKS AND AUTOMATISMS, TWILIGHT STATES AND 
FUGUES. An important principle has been enunciated by Landolt (i960) on the basis 
of observations which are confirmed by many others (Kammerer, Alajouanine, etc.). Tin's 
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is the concept of ‘forced normalization’. Extending over the duration of certain types of 
twilight state, it is found that ictal frequencies disappear from the E.E.G., and, in comparison 
with the previous and succeeding dysrhythmia, the E.E.G. becomes relatively or completely 
normal. It has been suggested that the excessive excitement of these twilight states is related 
to hyperactivity of the waking centre in the reticular substance of the brain-stem. It is 
supposed that there is a reciprocal functional antagonism between temporal lobe structures 
and the reticular substance, and that activity in the latter tends to inhibit ictal %vaves and 
epileptic attacks. The suggestion accords well, of course, with the frequency with which 
epileptic attacks occur in the half-waking state or in sleep, and the great rarity with which 
they occur in states of heightened attention and a\vareness. The hypothesis is supported by 
experimental evidence (Magoun, 1958) which goes to show that stimulation in the neigh- 
bourhood of the reticular substance in the brain-stem tends to desynchronize spontaneous 
brain electrical activity, and alsodiminbhes the recruiting response. It is thought, then, that 
normalization of the E.E.G. is a response on the part of the healthy brain to the occurrence 
of ictal frequencies themselves, or to the less specific dysrhythmic frequencies set up by them 
in neighbouring structures. It is, in fact, an adaptive process that goes too far. 

It has now become usual to discuss under these names all the states formerly described 
as ‘ equivalents’ of epilepsy, i.c. short attacks or more prolonged states in which psychological 
symptoms are present, either alone or together ivith motor disturbances and anomalies of 
the vegetative nervous system. Thanks to findings of the electroencephalograph, these 
conditions, which had been rather neglected by the students of epilepsy, are now in the 
centre of interest and better understood ; but there are still many doubts as to the importance 
of localization and unsolved problems as to the clinical significance of electroencephalo- 
graphic findings. The following attempt to reconcile clinical observation and physiological 
findings, must necessarily be incomplete because everything in this field is still in flux. 

The school of Penfield (1952) has produced an impressive body of evidence to suggest 
that when automatic behaviour is prominent or prolonged at whatever stage of the epileptic 
attack, the origin of the initial discharge is narrowed down to certain sites in the cerebral 
cortex. When attacks begin with discharge in the motor areas or one of the sensory areas 
outside the temporal cortex they will lead to a generalized motor seizure with loss of con- 
sciousness, but rarely to simple automatism. The occurrence of the latter at any stage 
suggests cither a temporal (Fig. 14) or occasionally a frontal source. The occurrence of 
olfactory, visual or auditory hallucinations, forced thinking, depersonalization or chewing 
movements further restricts the possible sites from which the attack could have originated; 
such seizures have usually started in the temporal lobe. The recollection of a well-defined 
aura after automatism is further e\idence xn favour of this site of origin. When automatism 
IS seen after an attack of petit mal or grand mal, it is usually less sustained and organized 
than in temporal lobe seizures. It thus appears that one of the commonest forms of epileptic 
automatism, or at least the one which has attracted most attention, is the 'temporal lobe 
seiztire' (Jasper et al., 1951) or ‘tw-ilight attack’ (Meyer-Mickeleit, 1953) (see p. 458). 
The non-parox>’smal episodic disturbances to w'hich epileptics are subject can be classified 
(Landolt) into five types: 

1. Petit mal status, which has already been described; this is typical of generalized 
epilepsy. 

2. The post-ictal twilight state. This may follow all kinds of epileptic attacks, both the 
major attacks of generalized epilepsy and focal attacks of all kinds, including the temporal 
lobe psychomotor attack. It is particularly likely to occur after a succession of attacks, or 
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Fig. 14. — Intcrscizurc pattern in female aged 37 j'ears. Daily attacks of psychomotor epilepsy 
comprising epigastric aura, adversion, fumbling movements, salivation and clouding of consciousness 
lasting for 1-2 minutes and followed by gradual return of clear consciousness. E.E.G. shows verj' 
frequent sharp wave discharges, focal in the left midtemporal region, but extending both anteriorly 
and posteriorly on the left side. 


after one or more attacks consequent on a reduction of medication. The E.E.G. shows gen- 
eralized slow waves, especially in the frontal regions, which may persist for minutes or for 
days. There is clouding of consciousness, with dimmished awareness and reduced powers of 
comprehension, but often great irritability and sensitivity to minor stimuli, which may 
precipitate outbursts of rage or other primitive reactions, such as aggressive defensive acts, 
running away etc. Stereotyped and repetitive movements are common, perhaps against a 
background of general unrest; these movements such as trying to cover oneself up, may have 
the appearance of spontaneous meaningful acts. 

3. TAvilight states accompanying bursts of bilateral synchronized theta rhythms, which 
according to Cobb (1950) are likely to be an expression of a lesion in the neighbourhood of 
the third ventricle, and according to Jasper (1941) may go with a temporal lobe lesion. 
These dysrhythmic bursts may be asymptomatic. 

4. States of clouding resulting from an excess of drugs. These should be easy to recog- 
nize if there are any neurological signs such as ataxia, dysarthria, nystagmus, etc. Psychologi- 
cally there is difficulty in comprehension, and general slowing and dullness, with or without 
sleepiness, perhaps interrupted by impulsive acts. In the E.E.G., there is usually a genera- 
lized slow dysrhythmia with or without spilces. 

5. Twilight states with acute psychotic symptoms, delusional ideas, hallucinations, 
illusions, compulsive acts, disturbances of affect. There is no obvious diminution of con- 
sciousness, though the patient may be disorientated, and there may be a subsequent amnesia. 
According to Landolt, there is forced normalization of the E.E.G., ictal frequencies disap- 
pearing entirely from the record. This form of twilight state is particularly associated with 
temporal lobe epilepsy, and indeed might be regarded as a prolonged psychomotor ‘equiva- 
lent’. However, it may also occur in cases of generalized epilepsy. 

Among the episodic non-paroxysmal states one should also include the mood changes, 
which are perhaps the commonest of all. Landolt states that during them also the E.E.G. 
normalizes itself. They could, perhaps, be regarded as twilight states in which consciousness 
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is unimpaired and thefe are no disturbances of perception, attention etc. They are discussed 
below. 

The twilight states of epileptics, however caused, tend to conform to a picture which 
resembles a symptomatic psychosis, but has features of its own. The picture is a widely 
variable one, but for the individual patient takes on its own stamp. While the attack lasts, 
there is no major or minor fit, though a general convulsion may terminate the episode. 
The duration varies widely; a post-ictal twilight state seldom lasts more than an hour or 
two, while a psychotic state may go on for a week or even longer. 

The disturbance of consciousness may be of slight degree, and be shorni in little more 
than some dullness and sloAvness in comprehension and reaction. Even when it is of this 
minor nature the next day there may be an amnesia for the whole day including the psychia- 
tric interview at which these findings were elicited. At the other extreme are delirious 
states with disorientation and complete unawareness of the environment and unresponsive- 
ness to it. Some twilight states, especially petit-mal status, are marked hy psychomotor retarda- 
tion^ which may be ejctreme. Even when the patient appears to be lucid, it will take him 
seconds or minutes to catch the meaning of questions put to him and a long time to frame 
some response. Movements of limbs or body, carried out spontaneously or at request, will 
be slowed to a fractiori of the normal speed. Expressive movements of the face and gestures 
are also slowed. Other signs seen perseveration and iteration in speech. 

Hallucinations are a characteristic feature and are often extremely florid. Visual hallu- 
cinations predominate, and are often coloured (there is said to be some preference for 
the colour red), highly complex, and endowed with movement. Whole scenes, e.g. of 
an apocalyptic nature, may be enacted before the patient’s eyes. They may call forth the 
liveliest emotional responses, e g. of terror, and yet there may be little sign of it in out- 
ward behaviour. 

As has been said, the psychomotor retardation may be broken up by explosions of affect, 
which most typically take the form of attacks al panic or outbursts of aggressiveness. Crimes 
such as murder or rape, or both, may be committed in rare instances especially in the 
post-ictal state. Such discharges of emotion seem to be in a truer sense psychomotor equiva- 
lents as, like the major fit itself, they generally run a short course of a few hours, after which 
the patient is likely to fall into a sleep, from which he wakens eventually with a complete 
amnem for the episode- The quieter twilight states, without such, explosions, may Usttnueh 
longer. 

While the essential feature of a twilight state is the dream-like, absentminded behaviour 
and the experiences which the patient undergoes, the fugue is a condition in which the patient 
wanders away from his surroundings in an automatic state. The fugue is, therefore, one 
type of epileptic twilight state. 

Marchand and Ajoriaguerra (1948) give some idea of the frequency of fugues in epileptics ; 
m 1,000 patients they found them in 6*4 per cent, of the cases; they were about twice as 
frequent in men as in women. A fugue may replace the terminal sleep after a seizure; but 
It may, in the course of the illness, in a special case, even precede the first major fit. 

The patient may walk off, cycle away, or may take a train or other public vehicle. But 
walking and other actions are often disturbed and his behaviour may be disorderly. The 
patients are careless with money, appear drowsy and absentminded and are considered 
drunk by the people who meet them. The abnormality of behaviour is usually clear on care- 
ful history-taking; but difficulties will be caused when conduct has taken on a criminal 
quality. In these cases, unless it can be clearly demonstrated that the patient is epileptic, it 
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may not be possible to rebut the theory that the most grossly abnormal behaviour, of the 
most characteristically epileptic kind, with a subsequent amnesia, has not been done out of 
wickedness, 'i^hc air of apparent purposiveness which accompanies some of the more 
complex post-epileptic automatisms can be very deceptive. 

While from the clinical point of view there is little doubt of the epileptic nature of 
fugues with disturbances of behaviour and amnesia, the ‘orderly' fugue has always been 
debated and its epileptic nature has been questioned. The fugues in classical descriptions 
lasting over days and weeks in which the patient finds himself waking up in a strange country 
after travelling by various conveyances without becoming conspicuous by his demeanour, 
have been suspected of being a hysterical symptom, a hysterical ‘vigilambulism’. The French 
literature contains many of these cases which are especially doubtful in their aetiology if 
they show no other symptoms of epilepsy; but some of the cases have been very well 
observed by critical physicians and belonged to families in which there were other cases of 
confirmed epilepsy. 

MOOD CHANGES. These arc probably the most common mental symptoms in epilepsy, 
but unfortunately often missed by the neurologist; if mild changes are taken into account, 
the majority of epileptics show something of this sort. The change may be in one or more of 
several directions. A prodromal mood of depression may be entirely relieved by the occur- 
rence of the fit; and the same is sometimes true of a mounting state of irritability which has 
preceded the fit. On the other hand moods of depression (and more rarely of elation) and of 
irritability are common for some days after the fit. These mood changes are associated with 
the electrical changes. Where there is much post-epileptic dysrhythmia, post-epileptic 
depression and irritability can be expected; on the other hand pre-ictal moods are seldom 
accompanied by E.E.G. abnormalities. In appropriately chosen epileptics such findings 
may suggest the replacement of spontaneous by artificial fits (see Treatment). The occur- 
rence of a minor fit, unlike that of a major one, seldom alters the mood state in either 
direction. One may correlate this with the finding repeatedly made with electroconvulsive 
therapy, that a minor seizure is of no therapeutic effect in the treatment of depression. 

The epileptic is liable to sudden variations of mood, independent of seizures, which on 
occasion can resemble to some degree the mood-swings of the manic-depressive. As in the 
latter, they may take the form of elation or even ecstasy, or of profound depression. There 
is, however, one marked distinction. The epileptic mood is of sudden onset, and from its 
first beginning builds up to the full extent in the course of a few hours. One of our patients 
was subject to depressions of such severity that, although he himself recognized their 
abnormality and their temporary nature, he was hard put to it to avoid suicide. If he 
felt that suicide was imminent, he would try to prevent it by inflicting on himself the 
most extreme forms of pain, e.g. by laying a red-hot poker against his cheek until a deep 
bum had been caused. Furthermore, unlike the manic-depressive mood, the epileptic 
mood usually passes off in a few hours, or at most a few days. Suicidal attempts in epileptics 
are not as frequent as one would expect from their prevailing depressive mood. Among 880 
out-patients, Marchand found only 5 P^r cent, who had attempted suicide. However, the 
problem of suicide and attempted suicide in epileptics deserves re-examination. There is 
no doubt that suicidal attempts made in epilepsy, as in other conditions in which some degree 
of disturbance of consciousness is present such as alcoholic and arteriosclerotic psychoses, 
tend to be particularly serious and determined. It is not rare in clinical practice to encounter 
the epileptic who makes repeated attempts on his life and finally succeeds in killing himself. 
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Depression and elation are by no means the commonest epileptic moods. More common 
are moods of irritability, even of violent anger with senseless aggression. These may occur 
without any apparent clinical disturbance of consciousness, although consciousness is 
probably in fact altered. One of our patients, after a series of such recurrent moods, and 
after an evening of increasing irritability, walked away from his wife, took an aimless bus- 
ride, followed a girl who dismounted from the bus, and sprang on her from behind in a dark 
passage. He was apprehended, and might well have gone to prison, as he had never had an 
overt fit. His electroencephalographic record, however, was abnormal, and treatment by 
amphetamine caused rapid cessation of the mood states. After temporal lobectomy there 
is a clear correlation between decrease in aggressiveness and diminution in the number 
of fits but neurotic disturbances will persist after the fits have been controlled (James, i960). 
The indications of some slight disturbance of consciousness during the mood are strength- 
ened, in some cases, by a subsequent amnesia; in others it may be shown by a lack of order- 
liness and rationality of conduct, e.g. wandering away inadequately dressed or without 
money. Under the old term ‘poriomania' are included fugue states and repeated wanderings, 
which may be a marked feature in some individuals. 

Each patient is likely to have his own individual pattern. Some epileptics are liable to 
mood changes in which they start a drinking bout ['dipsomania ') : they may continue thus 
for several days, consume enormous quantities of alcohol without ever getting completely 
drunk, and eventually fall asleep to waken later in a state of lucidity. Other patients, during 
the course of one of their moods, are liable to a great number and variety of para- 
noid experiences. The mood itself has a suspicious character and any and every event in the 
outer world is liable to misinterpretation. The whole state may be terminated by a major 
fit. 

PERSONALITY DETERIORATION AND DEMENTIA. There is no evidence that 
the pre-epiUptic personality differs in any special way from the norms of the general popu- 
lation. Such anomalous traits as can on occasion be demonstrated to have antedated an 
epilepsy, such as tendencies to irritability, anger, explosive emotions, or slowness and 


■ a 

non-psychopathic kind. Nothing is proven on this point. 

It is hon ever certain that personality changes may take place after the onset of the epilepsy. 
Not more than a mmonty of patients show this change, and they are in greater part the 
severe and long-stand, „g cases. It is important to keep this in mind when the physician is 
asked about the soetal prognosis of an epileptic illness in a young patient. The gr^t majority 
can hve a useful and tolerably well-adapted life without any gmss mental abnormalities. 
I he cause of the mental chance is still in donht Tt u i_ 

, , .. . .1 . ' . m QouDt. It has by some been attributed to pro- 

. . iplanation and has been 

„;.u late Uccn iteatcu m a stereotyped way m chronic ward. 1. 
often show a considerable improvement in their behaviour wheil^the 
mote carefully controlled. It is more probable that it may arise from the iH pff f 
themselves. It is for the most part the epileptics in t f 

frequency and those who have had a groat number of major convulsions, who sW thi 
severest alterations of personality. ’ snow me 
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From experience of the artificial convulsion produced by electricity in persons of non- 
epileptic constitution, we know that changes in intellectual function are produced roughly 
proportional to the number and frequency of the fits. After six or more convulsions at 
weekly intervals many patients complain of some subjective disturbance of memory. And 
after more intensive treatments giv'cn in a short time, very gross impairments of memory, 
and amnesic gaps of many months, some of retrograde character, have been observed. 
Parallel findings have been made with the electroencephalograph. After a major convulsion 
cerebral rhythms are disturbed as a rule for a period of hours. The degree and duration of the 
disturbance increases very much if treatments are administered in quick succession. The 
danger of an increasing change is not entirely eliminated by keeping the frequency down to 
once a week; with higher frequencies the risk is disproportionately greater. Ottosson (19600, 
i,c) has shown that, whereas the therapeutic effect and slowing of the E.E.G. were related to 
seizure intensity and independent of shock strength, memory changes were closely related 
to the amount of electrical energy administered in inducing the fit. 

Experimental work by Scholz (1951) confirmed the earlier findings of Spielmeyer which 
pointed to cerebral damage, especially of the cornu Ammonis, caused by vascular spasm 
and other disturbances of the blood supply during and after the major fit, Scholz also 
takes into account the observations of Jung (1949) and Ruf (1952) according to which 
the great increase in cerebral metabolism during the fit leads to cerebral anoxia and corres- 
pondingly to damage to nerve cells. Altogether, it seems that it is not so much the single 
fit, but rather a number of convulsions following one another at short intervals, as in status 
epilepticus, which lead to exhaustion of the cells and to abnormalities of circulation causing 
permanent cell damage. Cavanagh, Falconer and Meyer (1958) found Ammon’s horn 
sclerosis in 25 out of 36 cases of temporal lobe epilepsy with diffuse and disseminated 
lesions. It is of interest that none of the 14 cases with focal discrete lesions was found to 
have Ammon’s horn sclerosis. 

In an earlier study Cavanagh and Meyer (1956) found that status epilepticus had pre- 
ceded the onset of psychomotor seizures in ii of 17 cases with Ammon’s horn sclerosis. It 
is highly probable, therefore, that recurrent convulsions, perhaps by transient anoxia or by 
producing acute cerebral oedema, cause organic damage to the brain. This may then show 
itself in a focal epilepsy, intellectual impairment or affective and temperamental changes. 

Penfield and Jasper (1954) point out that extensive epileptogenic lesions are particu- 
larly liable to be associated with intellectual and personality deterioration in both adults 
and children. It is as if the diseased areas of brain exert a generalized malign influence on 
the function of the brain as a whole. Excision of the damaged regions frequently leads to 
an improvement both in intelligence and in the personality. There is some evidence 
(Liddell, 1953) suggesting that personality changes are more likely to occur if the temporal 
lobes are affected. 

The personality change is easily recognized when it is seen in a well-marked degree. 
Both intellectual and affective components combine in a characteristic clinical picture. 
On the intellectual side are retardation, perseveration, narrowing of the field of attention, 
and circumstantiality. Both thought processes and their expression are slowed, and are 
described by many clinicians as having a ‘sticky’ or ‘viscous’ quality. It is as if the sufferer 
were struggling in a medium which resisted his movements. There is no lightness or ease 
in his processes of association, and the ideas that come to him are those within easiest range. 
For this reason one will see him pad out his sentences with cliches until they are of pon- 
derous length, while the idea behind, though rational enough, is of the most commonplace 
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kind. His utterances are heavy-handed and pompous, and lack any trace of wit. T 
ficiency of ideas is made up by prolific detail; circumstances, even of little relevan 
described to the last minutiae. Well-wom and hackneyed phrases abound, no doubt b 
they come easiest to hand; but the patient often seems to have a particular preferei 
those of the most orotund kind. In intellectual tasks the patient will often show a meas 
retardation, although the task itself may be completed well enough in the end. 
achievement is, however, not infrequently impaired by some disturbance of memor 
powers of retention. The following self-description of the epileptic’s difficulties in 
ing and expressing himself is worth noting for both form and content; 

T am writing this after the interview. On being asked a question, I do not thi 
trouble is toss of words. I believe I get an immediate and correct answer, but also 
possible answers and details to the question. As a result, I possibly forget my o 
answer, have difficulty in choosing from the answers, or m^e up a poor answei 
the answers and details available/ 

Perseveration can be seen in the \vay in which the patient will stick to his theme, d 
attempts to divert him. Asked a question on another topic, once he is well embark 
some trivial narration, he ignores the question and continues on his way, or goes bai 
repeats the last sentence or so in almost identical words. 

The greatest difficulty is experienced in getting the patient to respond to changes 
situation, in either its rational or Us affective aspects. Moods as well as ideas tend to i 
unduly and in conduct there is a remarkable obstinacy. Nevertheless one seldom seei 
a degree of perseveration as can be found on occasion in the brain-injured patient, wl 
instance, repeats the answer to one question to several different and succeeding onei 
^To a certain extent the perseveration can be reprded as an adaptive phenomenon. ( 

in tying mmscU Cown m aetau, m navmg a aaijy routine worked out to the last parti 
the patient is protecting himself against circumstances which will otherwise utterly ct 
him. The other side of this tendenc}' is shown, however, in a difficulty, doubtless or 
in distinguishing between the essential and inessential, and an incapacity to express ab 
tions and generalities, except in the familiar cliche. 

The narrozdng of the intellectual field, shown in ideas, in interests, in association' 
in the possible subjects of attention, T' 

completely absorbed in those matters • .... 

affairs and those of his nearest family comprise ttie wnole of his world; beyond the 
horizon does not reach. This itself is often reflected in an extreme hypochondriasi 
peculiar stamp. It is far from unusual to find that the epileptic patient has kept a c 
diary of his fits, of his doctors, his treatments, and even, in one of our patients, an eJal 
graph extending over many years and over many sheets of graph-paper. Many pa 
have wearisome details to report about the actions of their bowels, their pulse, their 
or the frequency of sexual intercourse. ’ ' 

The deteriorated epileptic, no less than other epileptics, is liable to explosions of c 
and in some, the tendenej' to such an emotional instahility seems to increase with tim 
^Yith the extent of the personality ch^ge. According to Minkowska (1937) the conct 
the 'epifeptoid' character is bipolar including ‘viscosity’ and ‘explosivity’. There an 
more constant and lasting affective changes. Most frequently these take the form 
mulish moroseness and rancour. Slights are felt to the quick, and malice is borne for mi 
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or years. In an epileptic ward gossip, lying and slander will all too easily reign. Any slight 
on dignity is especially felt; but a more general paranoid quality is common, and may at 
times amount to paranoid delusions of a more lucid and systematized kind than those en- 
gendered by the prolonged or repeated twilight state. Chronic epileptic patients are capable 
of actions of the most malicious and petty spite, and of combining them with self-justifica- 
tion and self-praise. 

A eurious feature, and one for which there is no plausible explanation, is the tendency 
to turn towards religion. What results is a ‘religiosity’ which consists largely in interlarding 
conversation with oily and sanctimonious religious phrases and platitudes, that are devoid 
of sincerity or inner feeling. The same unctuous quality may extend to conversation on 
other than religious topics, which the patients conduct with a sticky over-politeness, and 
into which they drag an air of sentimentality or pathos. 

These empty displays of emotion do not, however, exhaust their repertoire. Profounder 
and more genuine mood states may at times be seen, such as moods of solemn elation or of 
profound despair. Although these moods may be unaccompanied by any sign of altered 
consciousness, they are reminiscent of those seen in twilight states. 

In the more advanced stage of epileptic dementia there is not only an incapacity to deal 
with what is new, but a gradual loss of the old and well-established patterns. Memory 
deteriorates, as do the faculties of attention, comprehension, judgement and recall. The 
poverty of thought becomes more marked ; irrelevant words and phrases are interjected in 
greater abundance; logical consequence is almost absent until at last a state of incoherence is 
reached which may sometimes resemble a schizophrenic end-state. If there are also paranoid 
experiences and impulsive affective outbursts the resemblance may indeed be very close. 

CHRONIC PARANOID PSYCHOSES. The first explicit recognition of this interesting 
syndrome seems to have been made in print by Pond (1957) ; he described the main clinical 
features, and associated the condition with temporal lobe epilepsy. The psychotic state, he 
found, only came on after years of epileptic fits; and though clinically the state closely 
resembled a schizophrenic psychosis, there was no deterioration to a hebephrenic-like state. 
These psychoses had, however, attracted notice for many years previously (e.g. Krapf, 1928 ; 
Glaus, 1931 ; Gruhle, 1936). It was thought to be a matter of high importance to decide, if 
possible, whether these schizophrenia-like psychoses were true cases of schizophrenia, 
occurring in epileptic subjects as a matter of coincidence ; whether perhaps the schizophrenia- 
like symptoms could be regarded as a reactive delusion formation on the basis of epileptic 
personality change; or whether, as Gruhle believed, the schizophrenia was symptomatic, 
and the direct consequence of the epilepsy. 

A systematic study of 69 patients suffering from these disorders was made by workers 
at the National Hospital (Slater, Beard and Glithero, 1963). Evidence was available 
to show that they occurred with much greater frequency than could be accounted for 
by random association of epilepsy with schizophrenia. The pre-psychotic personality of 
these patients fell within the normal range, with some suggestion of an epileptic personality 
change in cases in which the epilepsy began early. There was a very definite relation between 
the age of onset of epilepsy with mean at 16 and the age at which the schizophrenia-like 
psychosis first began with mean at 30. Enquiry into the past history showed that a high 
proportion, 40 per cent., of the patients had experienced birth traumata, closed head 
injuries, middle ear disease, encephalitis, etc. (conditions liable to cause a brain lesion); 
and in 80 per cent, of cases there was evidence of temporal lobe epilepsy. Eleven of these 
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patients had been submitted to temporal lobectomy, the pathological lesions found including 
a variety of conditions, neoplasms, a dermoid cyst, circumscribed tuberose sclerosis and 
atrophic lesions. A family investigation showed no increase in schizophrenic illness above 
average expectation in the parents and sibs of these patients, though the incidence of 
epilepsy in these relatives was somewhat higher than expected. A follow-up study carried 
out at a mean interv'al of eight years after the onset of the psychosis showed a tendency 
towards remission of the schizophrenia-like state, but also a tendency to pass on into an 
organically impaired state of a kind commonly seen in the late stages of chronic epilepsy. 
In summary, then, the evidence from many sources converged towards the view that these 
psychoses, closely though they might resemble schizophrenic ones at some stage in their 
development, were from the aetiological point of view chronic epileptic conditions. 

The clinical similarity to a schizophrenic illness was often so complete that most of these 
patients had been repeatedly diagnosed as schizophrenic by competent clinicians. Delusion 
formation of a typically schizophrenic kind was found in nearly all, and 75 per cent, of the 
patients experienced typically schizophrenic hallucinations in clear consciousness. Violent 
disturbances of affect, depressions, and ecstasies were fairly common. These psychoses 
might start acutely, for example, after a short series of fits, or after several episodes of abnor- 
mal experiences (twilight attacks) but most commonly insidiously. Though the course of the 
illness ^^'as sometimes towards improvement, and sometimes fluctuating, the most common 
tendency was towards chronicity. The course was often stormy, sometimes with interrup- 
tions by twilight states ith confusion, but usually settled dow-n into a state of partial mental 
and social incapacity. 

On c.\amination m hospital, more often than not there were some signs of slight organic 
impairment, consonant with the personality change. Thus there might be slight signs of 
an expressive dysphasia, of learning difficulties, or some impairment of recent memory. 
Tendencies to circumstantiality, pedantry, repetitiveness, and concreteness of thinking 
processes were common; and sometimes there was m addition actual incoherence. 2n 
some cases the thought disorder was clearly of an organic type, in others it resembled that 
of the schizophrenic. One patient described his feelings in the following terms, which show 
dysphasic and perseverativc tendencies as well as a schizophrenic-like use of such concepts 
as ‘memories' and ‘religion’.' 

'Well, the trouble was that those queer feelings, you see, those turns, you see like I 
definitely do know through my own experience which I stopped by, I take it for granted 
that some sort of religion is trying to work out purposes which are definitely known. Well 
the sort of purpose which, for example, now I have been trying to listen to the wireless 
and I was tr>’ing to listen to that and unable to get the memories through. I take it for 
granted that it is some sort of religion. Well, I take it for granted, well, as I say, I am not 
superstitious. I take it for granted that it is God, see, and my memories, I do definitely 
notice that, because my memories for some time I have been listening and a lot of 
memories, you see, well when people ask me several questions, you see, like I have been 
unable to answer them. I am unable to think of my memories right.’ 

In these patients the affective responses were often warm and well preserved; indeed 
the main clinical difference from a schizophrenic state might well be the good emotional 
rapport. Ho^^ever, in course of time the affect appears to become flatter, and may even 
take on a quality of distance, superiority or sardonic reserve which again recall the schizo- 
phrenic. Outright hostility was seen in only one patient after many years of halluci- 
nosis. 
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Both the mode of appearance and the nature of the delusions, primary and secondary, 
of these ci)ilcptic psychoses closely resemble schizophrenic phenomena: feelings of passi- 
vity, of being mysteriously observed or influenced by unnamed others; being drawn by 
rays; being spied on, and having articles at home tampered with; having thoughts read 
and echoed. Scent is sprayed on the patient in the bus. The veins have gone bad. One 
patient said her mother was not her mother, but was wearing a mask; another wondered 
whether her husband was her husband, or her uncle transformed. Paranoid ideas and a 
paranoid mood are often expressed in queer allusive terms: Tt is different from what it 
used to be, it’s the modern world.’ Tt is something to do with the will.’ A grandiose 
element is not uncommon. One patient said T come from God’s family from the beginning 
of time, that is why I, the man, should not have children’; and again, T am the Ark of 
God’; and again, ‘The brain is a TV camera for the Great Power, the sun, moon and 
stars, the great electronic brain emitting messages; so if there is destruction of life on 
earth, the spirit will go back to God and man will be a lump of uranium in darkness’. 

An equally schizophrenic quality attaches to the hallucinations. These are mainly 
auditory, though hallucinations of vision, taste and smell are also seen. One patient received 
auditory hallucinations from his stomach and intestines, or from his ‘mind’, or his ‘deter- 
mination’; ‘this is your common sense speaking to you’, the voice might say. Another 
patient reported tliat he was followed into the cinema, and people would sit in front of him 
and say ‘Margaret’; he knew what they meant. Another said that voices came from the 
walls, and spoke of them as ‘this wording’. People were reading her thoughts and ‘digging 
at her privacy’. Other patients taste things put into their tea, or smell ‘a holy smell’. 

Catatonic phenomena in the lucid state are fairly common in the form of very schizo- 
phrenic-like grimaces ; sitting or standing and staring for minutes together and sudden 
impulsive acts, such as thrusting both hands through glass panels have also been observed. 
One patient in a twilight phase spent the night in a repetition of stereotyped ritualistic 
exercises ; he would interrupt them to reply to questions from the doctor, and explain the 
spiritual significance of what he was doing, but immediately returned to them again. 

The nature of the relationship between these psychoses and the underlying epilepsy 
presents unsolved problems. In the material reported no sign could be found that the 
occurrence of the psychosis was related to the severity of the epilepsy, the number of fits 
sustained, the quantity of the drugs consumed, or the degree of control of fits by drug 
therapy. However, the psychosis did seem to be connected with the site of epileptic dis- 
charge, and the length of time for which it had been going on. In a few cases the psychosis 
was coupled with a centrencephalic epilepsy; but it is difficult to believe that evidence of 
temporal lobe pathology in eighty per cent, of cases is without aetiological significance. 
The time relations also suggest that epileptic processes must have continued for some time, 
perhaps without any openly recognizable seizure, before the psychotic process can begin. 
Both physiogenic and psychogenic hypotheses can be framed to account for at least part of 
the phenomena. 

Pond (1962) has suggested that, if twilight attacks occur repeatedly without subsequent 
amnesia, the patient is faced with a mass of abnormal experience which has somehow to be 
organized, for example, in ramifying delusional interpretations and by a confusion of reality 
and autistic t hin king. The main objection to this hypothesis is that though it accounts for 
much of the delusional symptomatology, it leaves other important phenomena unexplained: 
the volitional disturbances, the thought disorder, the hebephrenic s}Tnptoms, and the hallu- 
cinations occurring in clear consciousness during the long inter-ictal intervals. 
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An alternative explanatory hypothesis is offered by Symonds (1962) which emphasizes 
epileptic process as a continuous one, a background disorder on which the fits and the 
•G. changes are raised as epiphenomena. This background disorder would be the 
ximate cause of the psychosis. The schizophrenia-like aural symptoms of temporal 
' epilepsy suggest that the temporal lobe includes within its boundaries circuits concerned 
i the physiological basis of the psychological disorder W’C call schizophrenia. It is not 
loss of neurones in the temporal lobe that is responsible for the psychosis but the dis- 
erly activity of those that remain. 

These views are very similar to those of Landolt. He has found himself, and quotes other 
tors to the same effect, that schizophrenia-like psychotic states occurring in epileptics 
predominantly associated with an ictal focus in a temporal lobe. However, the appearance 
psychotic state is not directly related to ictal discharges occurring in that region. Such 
barges can continue several times a second for years without producing any psychologi- 
disorder. Furthermore, bilateral temporal lobe foci seem no more likely than unilateral 
to predispose to the occurrence of a psychosis. It w’ould seem then that the psychosis 
response on the part of normal brain tissues to functional disturbances, showing perhaps 
lon-specific E.E.G. abnormalities, in parts of the brain connected with the local lesion. 

; nature of this adaptive response by the normal parts of the brain to the local disturbance 
;s the form, according to Landolt, of forced normalization; and it is only xchen the ictal 
uencics are suppressed hat the psychosis is liable to appear. At the basis of this adaptive 
lonse Landolt suggests that there is a relationship of functional antagonism between the 
poral lobe system and the waking centre of the reticular substance of the mid-brain. 
:8e views, again, fall in line with those of Hill (1948) who regards ictal phenomena as 
ntially homeostatic, and playing a part in preserving the integrated function of the 
;n as a whole. They are also in accord wdth the obser\'ed effects of convnilsions induced 
therapeutic purposes; the associated E E.G. changes have been shown to be essential 
sustained clinical improvement in depressive illness and the features of these E.E.G. 
nges and some of the clinical changes that run parallel to them suggest the operation of 
tcephallc regulating centres concerned with homeostasis (Roth, 1951). 


e relation to the acute and florid symptoms of the twilight attack or the schizophrenia- 
psychosis in its early stages. However, late on in the life history of these psychotic 
ents one finds irreversible changes in personality, of the organic type, and often some 
ree of dementia; and at earlier stages there is often evidence of a severe degree of ncu- 
ic fall-out. In the case material reported by Slater et al. (1963) more than half the patients 
Tiined by air encephalography showed cerebral atrophy, mainly atrophy of the central 
te matter. In 19 out of 56 cases e.xamined there was dilatation of one or both temporal 
ns, either alone or as part of a general ventricular dilatation. As death of cells must be 
-irring, it seems likely that the background disorder postulated by Symonds is related 
be physiological disturbances caused in their own and in connected systems by the dying 
rones. If this were the case one would have a natural explanation for the lapse of years 
veen onset of epilepsy and onset of psychosis w'hich is actually observed, and for the 
ing that the schizophrenia-Iike psychosis seems to be an intermediate stage in the long 
history of the epileptic background disorder, which cither recedes or tends to pass into a , 
jscent deficit state. 
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hcorctical comprehension of the relationship between the schizophrenia-like psycho- 
1 epilepsy is cliflicult and problematic, one enters on a still more speculative field in 
to account for the relationship between this symptomatic schizophrenia and schizo- 
a of the usual kind. The fact that the incidence of schizophrenia in the parents and sibs 
;e epileptics was no higher than in the general population suggests that any normal 
can react in this schizophrenic way, provided that a disturbance of the right 
an be set going in the right functional systems. There is no schizophrenic symptom 
cannot be seen in epilepsy; and the clinical distinction between a schizophrenic patient 
schizophrenic epileptic patient can only be established by demonstrating the existence 
ipilcptic disorder in the latter. In the one we have a genetically determined condition, 
i the latter a phenocopy. Landolt observes that his finding of forced normalization 
s not only to epileptic but also to schizophrenic psychoses. E.E.G. examination of 
ts suffering from endogenous psychoses may well have proved as disappointing as it 
:causc it has been conducted only during psychotic phases; repeated examination 
ling into phases of psychological normality might have yielded more information, 
ccurrence of ictal discharges and of manifest seizures is a feature of the later histor}’’ 
ibstantial proportion of patients suffering from schizophrenic syndromes of the usual 
One is forced to consider whether the nuclear schizophrenias also may not be organic 
5ses, affecting the same functional systems of the brain as those involved in epileptic 
iphrenia. 

jspite their similarities, the differential diagnosis between paranoid schizophrenic 
OSes and epileptic psychoses should not be difficult. The epileptic psychosis is an 
al part of the epileptic development as a whole, growing out of the pre-existing 
lality change and with its content derived from aural and semi-confusional epileptic 
iences. Cases in which the patient is properly regarded as suffering from coincidental 
adependent epileptic and schizophrenic disorders must be relatively few; and one 
I think that the double diagnosis should not be made when the epilepsy long ante- 
the paranoid psychosis and persisted into it. 

DIFFERENTIAL DIAGNOSIS 

be differential diagnosis of epilepsy is perhaps one of the most complex problems in 
:ine, and one in which mistakes are frequent and may be fateful for the patient. The 
iatrist will be consulted when, as is often the case, mental symptoms occupy the 
round of the clinical picture. However, the differentiation of the absences and other 
ysmal symptoms from other psychiatric phenomena is not always easy. Anxiety 
:s and vasomotor attacks may simulate epilepsy. 

he differential diagnosis of a major epileptic fit from grande hysteric is now a problem 
ne rarity. As Kinnier Wilson has remarked, the ability to feign an epileptic fit, which 
It one time so widespread among soldiers, tramps and beggars, is now a dpng art ; 
he hysterical imitation of a major attack has become correspondingly unusual. In the 
rical fit there is no true loss of consciousness; reflexes are not altered; the movements 
it follow the typical tonic and clonic stages, but are of a voluntary^ and expressive kind. 
iver, the behaviour of a patient immediately after a minor temporal lobe seizure, 
ing or crying, resistive and only mildly confused, may be closely similar. In the rare 
rical twilight state, there is fairly full awareness of the environment, and consciousness 
t dulled, though its field may be narrowed; behaviour is of an emotionally under- 
able kind. There are none of the E.E.G. changes in the hysteric that will be seen in the 
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epileptic state. However, a full and reliable history is often necessarj’ before a definite 
opinion is reached. The mistake of taking the epileptic to be a hysteric is much commoner 
than its converse. 

The differentiation of the epileptic psychosis from the sy^mptomatic psychoses, or even 
from schizophrenia, may on the other hand be at times very difficult. However, the dullness 
and retardation of the epileptic twilight state can be very characteristic; and the subjective 
experience of a massive and complex or scenic visual hallucinosis, described by the patient 
on recover)* of full consciousness, is almost equaUy so. Jf t>-pical fits occur, there will pro- 
bably be no great difficulty in diagnosis. The short recurrences of deViria, with intcn'cning 
periods of lucidity in which there is no loss or gross abnormality of affect, will distinguisli 
these epileptic psychoses from all but a rare and restricted group of schizophrenics. A 
therapeutic test may provide some help and the electroencephalogram is an important 
source of evidence in some cases. But only on rare occasions will the latter decide the issue 
by itself when a careful history and detailed clinical examination have left it in doubt; this 
statement holds for differential diagnosis of all kinds of epilepsy. Special caution must be 
exercised in the evaluation of abnormalities of a non-specific kind (see p. 449). 

A problem which has puzzled generations of psychiatrists is the differentiation of the 
masked epileptic, subject to psychomotor equivalents, from the impulsive, aggressive and 
emotionally unstable psychopath (see Chapter III, p. 139). In some cases the differentiation is, 
even theoretically, of dubious value. The electroencephalograph may not decide the Issue, 
as theunsuble psychopath of the type described himself often comes from 0 family the other 
members of which are epileptic, and he may himself have an abnormal electroencephalo- 
gram. The case may be considered for all practical purposes as one of epilepsy, if there arc 
typical epileptic findings, e.g. of spike and wave rhythm or a spike or sharp w'avc focus, 
either in the ordinary record, during sleep, or after some physiological stress such ns over- 
breathing, or intravenous metrazoi in subconvulsant doses. The casts in which a difTcrcnli.il 
diagnosis is most urgently called for between epilepsy and this kindred psychopathy, will be 
those in which a medico-legal problem arises. If the alleged crime is a serious one, such ns 
murder, the most careful consideration will be required. All circumstances of the crime 
should be studied, in order to establish, if possible, whether it took place in a state of luctd 
or disordered consciousness; the past history will be examined for tlie indic.itions of pre- 
vious epileptic attacks or psychomotor equivalents; and a detailed elcctroencephalographic 
investigation should be arranged. 

The differentiation of syncope and the transient bouts of panic, visceral discomfort 
anxiety, depersonalization and perceptual distortion that may occur in some form.s of 
neurotic illness from attacks of temporal lobe epilepsy may prove difficult; the subject is 
discussed on page 460. ^ 


Once it seems probable that the patient is suffering from an epileptic disorder, every 
effort must be made to discover a proximate cause for the epilepsy, if it exists. An important 
part of this enquiry consists in localizing, if possible, the focus of origin of the fit. If this is 
centrencephalic, the epilepsy is likely to fall into the cryptogenic class, in which gcnctical 
factors play the major role. If a cortical focus of origin can be found, one can assume that 
this IS the result of a local lesion. Clinical judgement, based on history, ncuroloctcal 
psychiatric and electro-physiological cxaminalion, is then needed to decide on tlic paiholopi ’ 
cal nature of the lesion, the diagnostic procedure continuing, perhaps, into clcctrocortirn’ 
graphy on the exposed btain in the operating thcatie. A disabling epilepsy, based on \ 
sharply e.rcumscr.bed focus m the anterior part of tl.e non-dontinant temporal lobe wiU 
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0 be seriously considered for neurosurgery. In the localization of the focus electro- 
)logical investigation plays a most important role. If a consistent focus of random spike 
rp wave discharge is located on one side, it may be assumed that there is in the neigh- 
lood an area of cortical damage. However, local slow waves and even bilaterally 
ronous patterns such as spike and wave activity may at times be found in focal 
isy, although at the beginning of a seizure the abnormalities are seen to be local, 
led localization studies in expert hands, usually based on repeated examination, can 
:1c a fairly reliable opinion as to whether there is a cortical focus of origin for the attacks, 
her the lesion so indicated is diagnosed as atrophic or neoplastic will depend on 
general clinical considerations, supported by other special investigations such as air 
ihalography or arteriography. 

he position with regard to psychiatric symptoms as an indication of localization of 
pileptic discharge has as yet not been adequately clarified. Gibbs et al. (1948) noted 
jcrsonality changes occurred rarely in idiopathic epilepsy but frequently accompanied 
lomotor epilepsy, being associated with disturbances of the anterior portions of the 
oral lobes. In Liddell’s (1953) cases — the entire epileptic population of Runwell 
ital — 23 out of 47 showed temporal lobe foci on electroencephalography. The use of 
sensitive techniques such as sphenoidal recordings and electrocorticography could 
increase the proportion of patients showing temporal lobe abnormalities. 


TREATMENT 

dthough nobody has been able, so far, to cure a case of idiopathic epilepsy, sympto- 
: therapy by drugs makes it possible to suppress the manifestations of the illness or to 
ify them in a large number of cases. As the medicinal treatment has to be continued 
years, the treatment should be simple and not too costly. To treat an epileptic success- 
by drugs, and to help him in his individual symptoms, is often a delicate and difficult 
In some cases the electroencephalogram will suggest that a specific drug should be 
but in most patients the optimal treatment can only be discovered by trial and error, 
ort time of observation in hospital is often very helpful in finding the right regime, 
fhe mental state of the epileptic often prevents the full benefit of symptomatic treatment, 
peculiar optimism, perhaps due to the revival of consciousness after the fit, and the 
ency to hypochondriasis and self-observation characteristic of all chronic disablement, 
:ce him to omit his regular medicine for a trial, to change his doctor or to try some new 
advertised with high promise. The question of full confidence in the ph3’’sician has a 
ial aspect for an epileptic, especially if he shows the first signs of personality change, 
psychiatrist who is used to similar vicissitudes in the patient-doctor relationship with 
)ther patients, is specially suited to deal with this problem in the ti'eatment of epileptics, 
aim of treatment, and its optimal results, would be to suppress all epileptic symptoms, 
:cially the major fits. There is, however, a considerable proportion of epileptics in 
:h this ideal cannot be attained. In such cases one has to strike a balance between 
lumber of fits that can be tolerated and the results of over-medication. Some unfortunate 
ents land on a moving staircase, and the pharmacological escalation can carry them to 
y heights over the course of years. Such is the intolerance of the out-patient registrar 
m epileptic fit in one of his patients that, if one happens, even if this is after months of 
;essAil treatment, the dose of drugs is at once increased, or a new drug is added without 
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omitting one of the old ones. The doctor should be aware, not only of the dangers of over- 
medication, but also of the risk of controlling paroxysmal disturbances at the expense of 
impairing the health between attacks. We agree with the view that ictal phenomena are in 
part at least an adjustive phenomenon, a safety-valve as it were; and that the total suppres- 
sion of attacks in some cases, perhaps especially the focal epilepsies, may bring with it an 
increased incidence of epileptic moods, twilight attacks and epileptic psychoses. 

Pharmacological Treatment 

Barhihtrates 

Phenoharbitone is the most generally useful remedy, especially for major seizures. Its 
effect on petit mal is rather unpredictable, as also its effect on psychomotor equivalents, 
epileptic behaviour disorders and mood states. For some of these phenomena it is found 
helpful, usually when combined with amphetamine; but it sometimes increases irritability. 
Pbenobarbitone is particularly indicated in patients whose attacks are infrequent or mainly 
nocturnal. As none of its side-effects is serious it is also worth while beginning treatment 
with this preparation. Phenoharbitone should be commenced with a dose of 30 mg. night 
and morning and increased slowly to a maximum of iSo mg. a day. Phenoharbitone is 
considerably less depressing than bromides, it makes many patients cheerful and gives them 
confidence, but after prolonged treatment toxic symptoms may develop. These include 
headache, lethargy, impotence, and muscular incoordination. Retardation and intellectual 
sloping may be marked and the mood may be depressed. Many epileptics with mood changes 
or other psychiatric manifestations are found to tolerate phenoharbitone badly, and are 
then best treated \vith other drugs such as hydanttonates. 

When the dose adequate for the suppression of fits has been discovered, medication 
should be rigorously maintained. Women during menstruation and pregnancy should 
continue the drug. Even in febrile illnesses the medicine should not be entirely stopped, 
but the dose can be reduced. Sudden interruption of phenoharbitone carries the great 
danger of repeated seizures and status epilepticus or delirious psychoses. If phenoharbitone 
causes undue drowsiness or other side-effects, methylphenobarbitone (Prominal) may be 
tried. The effective dose is twice that of phenoharbitone. 

Hydantoinates 

Although phenoharbitone may give adequate control of the fits it is often necessary to 
combine it with one of the hydantoinates. Phenytoin sodium (Epanutin) is the first choice 
the dose being built up successively from o*i g. mice daily to 0'3-o*6 g. daily. The thera- 
peutic and toxic doses are quite close to one another. Hydantoinates are particularly effective 
in the treatment of major attacks and rather less useful in psychomotor epilepsy. They 
often aggravate petit mal seizures and should therefore be avoided in cases where these are 
the major disability. Mild gastric disturbances, sleeplessness or a feeling of unsteadiness 
may occur transiently. More serious is a frank ata-xia, sometimes with diplopia, and this is 
an indication for reducing the dosage. Hyperttophy of the gums may occur after prolonged 
intake of the drug, particularly m younger patients. Serious toxic effects necessitating the 
abandonment of this form of medication are pyrexia, polyarthropathy, macrocytic anaemia 
or an exfoliative dermatitis. 

Methotn (Ivlesontoin) has a similar action to phenytoin sodium and is given in the 
same dosage. It does not give rise to hypertrophy of the gums but it is more liable to give 
rise to blood dyscrasias. 
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OxazoU'dincs 

Troxidovc (Triclione), the anti-epileptic introduced by Lennox, is specific for epileptic 
attacks associated with the spike and wave dysrhythmia which includes petit mal, pyknolepsy 
and some cases of myoelonic epilepsy. It may also be found useful in some cases of epileptic 
mental disturbances. The commencing dose is 0-3 g. three times daily, and total dosage 
should not exceed 2-i g. a day. There is the danger of developing the grave complication 
agranulocyiosis or aplastic anaemia in a proportion of cases. Visual glare is a common toxic 
symptom. Regular blood-counts should be carried out every month in all patients on 
treatment, the examination to include haemoglobin estimation, a total white cell and differ- 
ential count. If the polymorph count should fall to 2,500—3,000, weekly examinations 
should be made and treatment terminated should the count be found in the neighbourhood 
of 1,500. Patients should be instrueted to report immediately any falling-off in general 
health and in particular the development of sore throats. Paramethadione (Paradione) has 
similar effects to troxidone but is less toxic and may be tried if the latter produces undue 
side-effects. 

Phensuximide (Milontin), a drug of the succinimide group, is also effective in petit mal 
in doses of 0-5 g. three to six times a day. It has little effect on grand mal attacks and may 
in fact aggravate them. 

Pyrimidines 

The only drug of this group in use is Mysoline (primidone). It is administered in an 
initial dose of 0-25 g. daily, increasing every few days by 0-25 g. to the limit of tolerance 
which lies between 0*75 and i -5 g. daily. It has a wide range of usefulness being valuable in 
grand mal and focal seizures and quite effective in temporal lobe epilepsy. However, although 
toxic effects of a disabling kind are confined to a minority they can on occasion be very 
severe and often commence early in treatment. They include dizziness, nausea, vomiting, 
drowsiness and ataxia. 


Treatment of Psychiatric Complications 

The epileptics who will most frequently come the way of the psychiatrist are those in 
whom there are serious psychiatric complications. If major or minor fits are occurring as 
well, then treatment will be directed in the first place towards reducing them to a minimum. 
If that can be done, there will probably be a corresponding reduction of mental disturbances. 
Treatment will be to a considerable extent empirical; and it will be of great help if it can 
be controlled by regular electroencephalographic examination. There are, however, fre- 
quent cases in whom clinical improvement is not accompanied by any marked change for 
the better in the E.E.G.; and there are others in whom an electrophysiological improve- 
ment is not accompanied by a clinical one. If the mental disturbance is the main or only 
disability the same principles will be followed, i.e. the empirical adjustment of treatment 
so as to secure maximum relief. 

In patients with prominent symptoms of aggressiveness, restlessness, agitation, marked 
paranoid features and hostility, plmwthiazines can prove of very great value in treatment. 
Chlorpromazine (Largactil) or thioridazine (Melleril) in doses of 50 mg. two to four times a 
day may radically change the picture and improve the patient’s social adjustment. Pheno- 
thiazines are also of great value in the management of acute epileptic psychosis and severe 
mood changes. In very tense and apprehensive patients chlordiazepoxide may bring about 
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striking improvement. Some patients who suffer from episodic mood states and exacerba- 
tions of irritability will respond to amphetamine sulphate but this usually needs to be 
combined with anticonvulsants. 

The treatment of an epileptic twilight state, once it has started, is often difficult. Anti- 
epileptic drugs are more successful in preventing the recurrence of such states than in 
influencing them once they have appeared. If the state develops into a wild and dangerous 
excitement, a treatment similar to that adopted in status epilepticus will be called for. 

In twilight states and other epileptic psychoses of acute onset there is an important 
place for electrical convrihant therapy. The treatment is particularly effective in psychoses 
with a strong depressive colouring and/or delusional and hallucinatory symptoms of a 
florid kind particularly where the disorder has evolved rapidly in a relatively undeteriorated 
personality. There is a limited place for convulsive therapy in the acute exacerbations of more 
chronic epileptic psychoses although these can almost invariably be satisfactorily managed 
with the aid of phenothiazine therapy. As already indicated, the danger of successful suicide 
is always considerable in severely depressed epileptic patients and there should be no undue 
delay in having recourse to electrical contmlsant therapy ivhere antidepressive drugs fail to 
elicit rapid improvement. There is a group of cases in which fits or mental disturbances 
occur at infrequent but regular intervals preceded by some days of altered mood or malaise. 
These patients probably suffer during this prodromal state from a cerebral dysrhythmia 
which may itself be terminated at times by spontaneous convulsions. If this is the case the 
artificialcomailsionmaybeneficlallyreplacethespontaneousone. Finallyin patients who have 
a spontaneous convulsion at strictly regular mter\’als it has been claimed that an artificial 
convulsion may protect against a spontaneous fit (Kalinowsky and Kennedy, 1943). This 
could be socially valuable in some subjects but further evidence about the efficacy of the 
technique is needed. 

Treatment of Status Epilepticus 

This complication is serious and calls for emergency measures. The first thing to be 
done is to give a deep intramuscular injection of 10-12 ml. of paraldehyde followed by 
5 ml. every half hour until the fits cease. Paraldehyde is probably the most effective anti- 
convulsant in status but the intravenous route of injection formerly used carries hazards 
and IS best avoided except in the most severe cases in whom a 10 per cent, solution of 
paraldehyde in 500 ml. of water can be given by intravenous drip. An alternative to paralde- 
hyde is 200 mg. of sodium phenobarbitone intravenously, a further dose of 100 mg. being 
given in hour. In prolonged status the patient should be nursed in a quiet, darkened 
room; the head should be flat and turned sideways to prevent mucus and saliva from 
running into the trachea. The lower bowel should be emptied by an enema; this may be 
followed by an enema containing 60 grains of chloral hydrate, an old-fashioned but useful 
anticonvulsant. Altogether, the risk from exhaustion and cardiac failure is considerable 
Nourishment may need to be maintained by tube-feeding. 


Neurosurgery 

Although excision of grey matter at the supposed site of the focus of epileptic diseh 
has been undertaken as a treatment for epdepsy for some 8o years and used exte 
during the past 25 years, its precise value remains uncertain. Encouraging results hav^h 
published from a number of centres but, in the majority of cases, the only form of cn 
son made in the assessment of outcome has been that behveen the state of the patiem f 
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operation and before it. Henee, although a large number of operations have been carried out, 
the scientific evidence about the degree of success achieved is limited. 

Penficld and Paine (1955) reported the results of temporal lobe excision in 67 cases of 
temporal lobe epilcpsj^ operated upon between 1940 and 1950, those with neoplasms being 
excluded. Added to two previous follow-up studies this gave a total of 217 cases subjected 
to surgery. The attacks ceased after operation in 41 per cent, and the results were regarded 
as satisfactory in a further 35 per cent. The operative mortality was i -5 per cent. All these 
cases were disabled in varying degrees before operation and Penfield regarded surgery as 
having been worth while in 75 per cent. This series did not include patients with any 
psychiatric disorder that would preclude their being nursed in a general hospital. 

The Maudsley group used three criteria in deciding upon surgery (Falconer and his 
colleagues, 1955); psychomotor attacks which do not submit to drug therapy; the presence 
of spike-discharging focus chiefly in one temporal lobe (the presence of an independent but 
much less vigorous focus in the opposite lobe was not considered a contra-indication); and 
the occurrence of a personality disturbance resistant to treatment. The anterior two-thirds 
of the temporal lobe was resected in one piece in all cases. 

The outcome of the operation could be predicted from a number of clinical, psychological 
and E.E.G. criteria which correlated well with pathological findings (Meyer, Falconer and 
Beck, 1954; Cavanagh, Falconer and Meyer, 1958; Falconer and colleagues, 1958). 
Pathologically the cases could be clearly separated into two groups ; those with focal and 
those with diffuse lesions. The latter group was characterized by onset of epilepsy in 
infancy, a high incidence of abnormal birth or birth trauma and frequent family history 
of epilepsy. There was often radiological evidence of slight atrophy of one hemisphere 
together with atrophy of one half of the cranial cavity or middle temporal fossa. In the 
focal cases the clinical and historical features were in an opposite sense and radiological 
findings were insignificant or absent. More than half the diffuse cases had sclerosis of 
Ammon’s horn and it was in this group that aggressive outbursts were most common 
(53 per cent.). The most striking improvements in respect of fits were seen in the focal 
cases associated with tumours and hamartomas (73 per cent, markedly improved). The next 
best results were obtained in that sub-group of the diffuse cases in which Ammon’s horn 
sclerosis was found. Improvement in personality (42 per cent.) and working ability were 
seen as well as reduction of fits (62 per cent.). In all groups, cases with aggressive tendencies 
or no personality disturbance tended to do well while hysterical or paranoid features carried 
a poor prognosis. 

Hill (1958) considers that 50 per cent, of cases of temporal lobe epilepsy have abnormal 
personalities and 25 per cent, suffer from psychotic episodes. Furthermore the psychiatric 
disability is often far more serious than that resulting from the fits and it is important to 
know the effects of surgery in this group. Hill finds that the degree of improvement of fits 
and of behaviour is closely related and that if the fits are controlled by suitable medication 
then the psychiatric disorder alone is not an indication for operation. Northfield (1958) has 
operated upon 16 cases with psychiatric disturbances, mainly abnormal personalities with 
overt aggression. Eleven of these were in mental hospitals before operation. The results are 
described as good in 8, fair in 2, with no improvement in 6. The improvement in regard to 
the fits and the psychiatric symptoms was roughly parallel but in individual cases behaviour 
might be much improved although the fits persisted. Similar results are reported by Sera- 
fetinides and Falconer (1962) in a group of 12 patients with epileptic psychosis in association 
with an anterior temporal lobe focus. Five of these patients were completely fit-free after a 
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temporal lobectomy, 5 more greatly benfited, and the remaining 2 patients were improved at 
least 50 per cent, as regards their epilepsy. Confusional episodes showed themselves as 
directly dependent on the epilepsy and ceased after operation; paranoid states improved 
after operation to some extent; schizophrenia-like states became somewhat less florid. 

Of 50 cases operated upon by Falconer (1958), 45 showed personality disorders. Fol- 
lowing operation, 24 remained free of attacks for Uvo to seven years and in 14 the degree of 
improvement w’as assessed as at least 50 per cent. In general the improvement in the psychi- 
atric state was of an equivalent degree, particularly in those showing aggressive tendencies. 

From these results it might seem that operation has a firmly established place in the 
treatment of temporal lobe epilepsy. But as Bates (1962) points out in a critical evaluation 
{The Surgery of Epilepsy), marked variation with time in the incidence of fits makes it 
difficult to assess what can be truly attributed to surgery. Moreover, widely differing tech- 
niques have led to very similar results and there would appear to be little doubt that his- 
tologically normal tissue is at times removed on the strength of electrocorticographic 
observations made during operation. This raises questions about the specificity of the effect 
of excising an area of cortex that is identified as an epileptogenic focus. These facts have led 
some surgeons to experiment with less extensive procedures than temporal lobectomy. 
Turner {1958) has e.xplored the effects of an operation aimed at isolating the anterior 
portion of each temporal lobe by division of fibres in the roof of the anterior horn of the 
lateral ventricle. Other ^\orkers (Desrochers et al., 1961) have attempted to replicate the 
success of hemisphercctomy in reducing the incidence of fits by ablating the prefrontal lobe 
of the minor hemisphere. Tiie rationale of the operation is that reduction of the total mass 
of cerebral tissue may limit the spread of epileptic discharge from a focus. Judging from the 
early results, these procedures appear to have some promise. 

The authors broadly follow the view of Hill that there is a definite though limited place 
for surgery in patients with a unilateral focus particularly where this is in the minor 
hemisphere and where epilepsy cannot be controlled by other measures. In such patients 
amelioration of positive psychiatric disturbance runs parallel with decline in the incidence 
of fits. However, more scientific evidence about the precise effects of temporal lobe surgery 
is urgently needed. 

Social Aspects 

The social aspects of the treatment of epileptics arc of the greatest importance, and not 
sufficiently well recognized by the general public. In medical practice an excessive pre- 
occupation with the need to bring the com-ulsions under complete control has perhaps 
tended to obscure some of the social and psychological aspects of epilepsy which go far to 
decide whether or not the patient can lead a normal and effective life in the community. 
In Pond and Biduell’s (1960a) survxy of epilepsy in 14 general practices, psychological 
difficulties often closely linked with a disturbed environment, were found in 29 per cent, of 
the patients and this was almost certainly an underestimate. About half of the patients of 
employable age had had difficulties with their jobs and this was particularly marked in the 
younger age groups and in the lower social classes. In these, mental backwardness or psycho- 
logical difficulties rendered social adjustment difficult. About 10 per cent, of the patients 
V ere more or less unemployable. Psychological, medical and social team work based to some 
extent on centres such as those recommended by the Cohen committee (1956) are needed for 
the effective care of epileptics in the community. For thepresent there are fe^v centres where 
facilities along these lines are available. 

Q 



CHAPTER IX 


MENTAL DISORDER IN TRAUMA, 
INFECTION AND TUMOUR OF THE BRAIN 


The psychological disturbances produced by demonstrable damage to the brain have certain 
distinctive features differentiating them from those associated wth ‘functional’ disorders 
such as schizophrenia and manic-depressive psychosis. In this book ‘organic’ refers to 
disorders caused by a demonstrable cerebral lesion or physical disease outside the brain, 
while ‘functional’ is used to denote psychiatric disturbances unassociated with cerebral 
pathology or identifiable somatic disease. The authors are aware that this use of the 
terms is open to certain objections on logical and semantic grounds. However, no 
satisfactory alternatives in nomenclature or classification have yet been suggested. 

The fact that the line of demarcation between the organic and functional territories is 
not a very sharp one deserves emphasis. Thus the symptom comple.xes of the ‘functional’ 
groups may be found in the presence of established cerebral disease and clear-cut organic 
mental symptoms may be lacking in such cases. Depressive, schizophrenic, manic, 
hysterical, phobic and obsessional symptoms have all been described in association with 
cerebral disease. The association has been perhaps most clearly exemplified by the schizo- 
phrenia-like disorders that have been described in association with chronic epilepsy 
(Slater and Beard, 1963), .amphetamine addiction (Connell, 1958; Beamish and Kiloh, 
i960) and head injury (Hillbom, i960). There is also a close relationship between depressive 
states and anxiety neuroses, commencing in the senium, and physical disease (Kay and 
Bergmann, 1966). To some extent these cases manifest characteristics of both classes of 
disorder. Thus, although the partly organic causation of symptomatic schizophrenias has 
in some cases been established beyond reasonable doubt, the symptoms frequently respond 
favourably to the administration of phenothiazine drugs. A further example is the response 
to comTilsive treatment that is commonly made by the depressive, manic or catatonic states 
that may follow severe or exhausting physical illness; it will be recalled that Bonhoeffer 
(1910) classed these syndromes with the ‘symptomaticpsychoses’. Again the acute psychoses 
of epileptics may be associated with abnormalities in the electroencephalogram yet the 
psychiatric disturbance is often promptly terminated by the application of electrocommlsive 
therapy. 

There are other clinical phenomena which render the boundary line indistinct. Thus 
sjTnptoms highly suggestive of structural brain disease or brain dysfunction may present 
in the absence of any known organic aetiology. Clouding of consciousness may occur in 
association with acute mania and more rarely in severe agitated depression. It has also 
been described in association with the schizophreniform psychoses (Langfeldt, 1937, i960) 
Again a picture resembling dementia is occasionally found in patients without evidence of 
brain disease and it seems likely that many of these subjects suffer from atypical affective 
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psychoses (Kiloh, 1961). The overlap between the functional and organic groups of 
disorders is important from both a practical and a theoretical viewpoint. So far as clinical 
practice is concerned, the absence of organic clinical features does not wholly exclude the 
possibility of co-existing organic disease of which, indeed, the functional disturbance may 
be an early manifestation. On the other hand, organie syndromes, as in the case of the 
pseudo-dementias, may show a favourable response to treatment. Where organic disease 
and depressive or schizophrenic syndromes co-exist, the course pursued by the functional 
disturbance and its response to treatment will be independent in some cases of the course 
followed by the organic disorder; the latter may progress while the former remits until 
submerged by advancing dementia. 

From the theoretical viewpoint, the overlap is of great importance for psychiatric 
classification and for scientific enquiry in the field of psychiatry as a whole. There is 
insufficient evidence to make possible any definitive judgement on the significance of this 
overlap. The explanations advanced have ranged between two extremes. On the one 
hand it has been suggested that the association of schizophrenic and other functional 
syndromes with organic disease is fortuitous and due to the release of latent schizophrenic 
illness, for example, by a cerebral lesion. In the case of symptomatic schizophrenia, this 
explanation has been rendered unlikely by the work of Slater and Beard who have found 
that the morbid risk of schizophrenia among first degree relatives of their patients with 
epileptic paranoid psychoses to be negligible. Other studies point in the same direction 
(see Chapter V, p. 299). At the other extreme it has been proposed that these conditions 
may be regarded as organic psychoses of a special kind. This explanation is reflected in 
our present nomenclature which describes many of these disorders in terms of the 
associated organic disease as ‘epileptic psychosis’, ‘alcoholic hallucinosis’, ‘toxic psychosis’. 
In its simple form this viewpoint is invalidated by the fact that functional syndromes 
appear only in a minority of cases of cerebral disease, although this minority has been 
shown to exceed chance expectation in some instances. The true explanation probably 
varies for different phenomena but there is evidence, no more than suggestive at the present 
time, that it is likely to be found somewhere betw^een these two extreme vievq)oints. 
Much more research will need to be done to clarify the situation. 

In the meantime, suggestions have been advanced to resolve the difficulties created in 
psychiatric classification by the element of ambiguity that attaches at present to the terms 
‘functional’ and ‘organic’. This is in turn closely related to the fact that psychiatric taxonomy 
is based both on a descriptive and an aetiological principle which leads to contradictory 
results in the area of overlap discussed here. The suggestion made by Essen-Moller (1961) 
is that for each psychiatric patient both a descriptive and an aetiological diagnosis should 
be separately specified. Unfortunately, in our present state of knowledge of aetiology, this 
is not likely to be practicable. An alternative suggestion (Roth and Kay, 1969) is that for 
each psychiatric patient a descriptive diagnosis should be supplemented by a statement 
about any organic disorders present. In this way knowledge about the precise contribution 
of cerebral and physical disease to the causation of psychiatric disorders could be slowly 
accumulated. A similar practice with regard to factors of possible psychogenic significance, 
particularly in relation to neuroses and personality disorders, would have much to commend 
it although it would demand the resolution of some difficult problems. 

It must be emphasized that what may be called the overlap between the organic and 
functional territories is relatively small. It does not invalidate the broad distinction that has 
been drawn between the two groups of conditions. 
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PS'XCHOl.OGICAL CHANGES PRODUCED BY 
ORGANIC BRAIN DISEASE 

Brain diseases tend to produce certain general patterns of deficit in mental 
irreleSve of their localiaation. The outfall of abilities represents, hotTOVer. only one 
aspcrt of the clinical picture. In acute states there are widespread f 

and autonomic function, an upset of the sleepmg-wakmg controls, and pmitive rather 
than deficit symptoms, such as hallucination. In the chronic states mechanisms of other 
kinds come into play. The work of Goldstein (1930. 1937 and 1942) has shown that the 
personality of the brain-injured patient struggles to overcome its defects, and to maintain 
its integrity in certain characteristic ways. In any full investigation of a case of organic 
cerebral disease it is essential, therefore, to study not only the pattern of intellectual 
impairment, but also the general behaviour of the patient. 


The Acute Psycho-Organic Syndrome 

ne of the phenomena described 

jn . cerebral function arising from 

cgte ■ ■ ‘ ■ * * produced by general systemic 

disturbances such as infections. Clouding of consciousness is the cardinal change, and may 
be of any degree of severity, or so slight that it shows itself only in deficient attention and 
subsequent difficulties in recall of sense impressions received in the clouded state. In the 
initial stages of development of diseases of the brain and particularly in cerebral tumour 
and arteriosclerosis, episodes of clouding of consciousness may be short-lived and produce 
evanescent changes in behaviour whose character may go unrecognized if the possibility 
of a change in level of awareness has not been considered; an important clue at an early 
stage of the disease may thus be overlooked. Ageing seems to bring with it a heightened 
predisposition to states of clouded consciousness, and this may complicate relatively slight 
damage to the brain. The diagnosis is particularly difficult when there are mild degrees of 
clouding with some MffiaiUy in grasp, a tendency to vagueness and incoherence in thought, 
fluctuating disorientation, and restlessness. The dangers are that a picture of this kind may 
be wholly missed, or that though he recognizes it, the clinician may assume in subacute 
and chronic cases, particularly in old people, that clouding and other reversible defects 
are due to a progressing dementia. Careful history-taking can obviate most mistakes of this 
kind, but in difficult cases some help may be obtained from the electroencephalogram 
which shows a reasonably good correlation with the level of awareness (Engel and Romano’ 
1944; Romano and Engel, 1944), whereas in an established dementia due to degenerative 
disease, little may be seen apart from a rather slow alpha rhythm. 


The Chronic Psycho-Organic Syndrome 

A chronic state of impairment of the mind and personality may be left behind by a 
acute illness in which there has been brain damage, or it may arise slowly and insidiouslv 
in the intact individual as a result of progressive changes. In either case there may 
temporary exacerbations in tvhich symptoms of the acute psycho-organic syndrome m ^ 
be seen, which then pass off to leave the more lasting state here to be described It m 
be remembered, however, that there are possibilities of restitution of function even 
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there has been permanent damage to the brain; so that the signs and symptoms of a chronic 
syndrome do not necessarily imply its permanence. These signs and symptoms are shown 
in the three fields of affectivity, memory disturbance, and other defects of intellectual 
function. 

AFFECTIVE CHANGES. In many organic states these changes may be seen at a very 
early stage, before there is any detectable impairment of memory or intellect. At such a 
stage they arc very likely to be misinterpreted, perhaps as indications of a neurotic reaction, 
so that the organic cause of the change in personality is diagnosed only after unnecessary 
delay. Nevertheless, these changes have characteristic qualities, both in their mode of 
development and their appearance, which may suggest the desirability of investigation along 
physical lines. If the patient, or still more the relative of a patient, gives a history of a 
change in personality affecting the habitual modes of behaviour of a stable well-adjusted 
man in middle or later life, this alone will be enough to suggest looking beyond psychogenic 
causes to the possibility of underlying physical ones. 

Most characteristic is an increased lability of affect. The patient reacts excessively to 
minor frustrations or disappointments, though the affective reaction may be quick and 
short-lasting; this alone, if the change is a marked one, lends to the emotional responses a 
quality of childishness. The patient has less insight into his emotions, and less control 
over them. Impulsive acts, which may take on an antisocial character, such as a sexual 
offence or larceny in a shop, are made more probable; and such an act by someone of 
unimpeachable respectability may be the first sign of organic brain disease. The super- 
ficiality of affective reactions may be combined with increased suggestibility to produce 
hysterical and dissociative symptoms. Such symptoms occurring in mature and stable 
personalities should always be made grounds for further enquiry along organic lines. In 
the advanced case, the patient’s incapacity for control of the physical expression of his 
emotions may be shown in pathological laughing or crying. The emotion itself may be so 
slight as to be hardly felt, and yet because, say reference is made to his long-dead mother, 
the tears well up into the patient’s eyes. The emotional reactions to which such patients 
are particularly predisposed are those of irritation and anger ; a grouchy, morose or queru- 
lous irritability, which flares up on the slightest or on only imagined cause, is common in 
these patients, and a frequent source of difficulty in their management. A tendency to 
paranoid suspicion is also fairly frequent and may lead to delusions of reference or persecu- 
tion. 

Lasting mood changes may also appear early in the development of a chronic organic 
syndrome. Of these the commonest is a depressive state, often with a good deal of hypo- 
chondriacal colouring. Depressive, hypomanic or paranoid states may be so florid that the 
psychiatrist mistakes them for an endogenous psychosis. Later on in the course of the 
illness, these brisk emotional reactions tend to flatten out into a state of affective impoverish- 
ment. The patient is then left in an apathetic state, unable to take any interest in his old 
hobbies or in the affairs of his family, querulous, dull and increasingly egocentric. The 
loss of drive leads to incapacity for decisive action, so that the patient may haver and 
dither about the most trifling matters, and show an equal incapacity for persistence in a 
consistent course of conduct. Symptoms of an obsessional type may appear to complicate 
the picture, but can usually be readily recognized as of secondary nature. With further 
advance of the illness, a stage of affective dilapidation is reached. Emotions, which had 
once been over-brisk and labile, are now dull, shallow and blunted. 
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DISTURBANCES OF MEMORY. The dysmnesic syndrome has been briefly described 
in the chapter on Exogenous Reactions and Symptomatic Psychoses (p. 349). An essentially 
similar state is often seen after severe closed head injuria, or damage from sub-arachnoid 
haemorrhage or encephalitis, or accompanying such diseases as general paresis, cerebral 
arteriosclerosis and cerebral tumour. The most prominent defect of memory functions is 
usually shown in retention, and this may be so marked that all other aspects of memory 
disturbance fade into relative insignificance. The clinical picture will then approximate to 
the Korsakov syndrome. This syndrome is most commonly seen in association with alcohol- 
ism (see p. 404); but the specific memory defect, i.e. an incapacity to retain recent impres- 
sions, the filling of amnesic gaps with confabulated material, accompanied by a disorientation 
in relationships of time and space of which the patient himself seems to be unaware, is a 
common sequela of subcortical centrencephalic damage such as may occur with carbon 
monoxide poisoning or head injury. 

It is of interest that a permanent dysmnesic syndrome has been produced in a number 
of cases by bilateral resections of the medial aspects of the temporal lobes. The hippocampal 
g>’ri appear to be of greatest importance in this respect and the disability is proportional to 
the posterior e.xtent of the lesion (Scoville and Milner, 1957). Similar results have followed 
where the excision has been limited to the domin.ant temporal lobe (Milner and Pcnfield 
1955) but in these cases it was probable that the opposite temporal lobe was atrophic. The 
belief that bilateral lesions of the mammillary bodies give rise to a dysmnesic syndrome has 
been held for some considerable time and further support for this view has been provided by 
Williams and Pcnnybacker (1954). It is significant that the hippocampal regions of the tem- 
poral lobes have a strong projection to the mammillary bodies and that one of the well- 
rccognizcd temporal lobe auras is the phenomenon of panoramic memorj'. It is unlikely that 
the temporal lobes are the repositories of the individual’s store of memories in the manner 
suggested by Penfield (x954)* 

Failure of retention is usually only part of the total disturbance of memory. Experiences 
which are retained arc often not readily recalled on request, and may only emerge with the 
aid of a clue. Recognition is always better prcsen-cd than recall. Recent memories arc often 
badly prcscr\’cd, while the patient is still able to produce memories of the remote past Avith 
normal facility. Part of this difficulty in forming stable memory traces may be due to a 
generalized intellectual impairment, shown in difficulties of comprehension and reduced 
attention with greater distractibility. In course of the progress of disease, the memory stores 
themselves become depleted ', and if this goes far a demented state is reached, with a washing 
aA\ay of the very identity of the personality. While relatively long-term memories are pre- 
ser\ ed, and there is no affective flattening, even a severely brain-injured patient will retain a 
facade of his old personality, which may be completely convincing to the casual visitor 

Recent enquiries into the Korsakov syndrome by Talland (1965) have shown that the 
dysmnesic syndromes are far more complex psychological disturbances than has been 
generally supposed. Although the subject’s capacity to register new information is severely 
impaired, most patients manage to assimilate and learn some simple instructions and 
respond to their environment in a surprisingly appropriate manner. More unexpected 
still is the success some patients achieve in carrying out more or less complex instructio 
Avhich have to be followed for relatively long stretches of time. Reasoning and iudeem 
show no anomalies, but concept formation which demands fresh learning is us u 
defective. The capacity to recall past memories is severely impaired as well as the ahT ^ 
to assimilate and recall new information. There is a marked susceptibility to interru t’ ^ 
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and inability to resume tasks after such a gap is regarded by Talland as a major source of 
the Korsakov patient’s disability. He considers the basic defect of these patients to be 
one of conation. They lack the capacity for the sustained intellectual effort involved in 
matching and testing of new information with that already stored; this is essential for the 
acquisition of new learning. The recall of remote memories also requires some search 
of the memory store and testing for fit. Here again intellectual effort dies away before it 
can come to fruition. It is suggested that lesions of the hippocampal memory system are 
associated with impairment of initiative, memory and new learning because this part of 
the brain is probably connected with ‘programming behaviour’ (Pribram, 1963). General 
intellectual ability may remain intact in the dysmnesic syndrome, an I.Q. of 116 having 
been recorded (Zangwill, 1964). 

DISTURBANCE OF OTHER INTELLECTUAL FUNCTIONS. Intelligence itself 
always suffers when there is a memory defect, though its impairment may not be easy to 
demonstrate. The patient becomes less able to deal with new ideas, and will reject them in 
favour of his set ways of thinking ; his own capacity to produce anything new or fresh also 
diminishes. Thought is impoverished, and in progressive disease is bit by bit reduced to 
banalities and cliches. There is a particular difficulty in handling abstract ideas, while the 
capacity to deal with the concrete is retained ; details are better handled than ideas of a 
general kind. One sees a better performance if the patient is discussing matters which 
closely concern him, and are tied up with an affective response; this goes hand in hand with 
a reduction of interests to an increasingly egocentric range. At the highest level, both 
judgement and insight are likely to suffer early. Later there is a loss of intellectual flexibility 
and the capacity to respond adequately to changes in the situation. Still later one finds 
clinically observable deficiencies in comprehension, and overt disturbance in powers of 
attention. In a relatively advanced stage there appear general retardation and tendencies 
to perseveration. 

The circumscribed defects of function which accompany localized lesions in the brain, 
which are discussed later in this chapter (pp. 492-499), are also frequently demonstrable 
against a background of generalized intellectual impairment in pathological states affecting 
the brain as a whole (e.g. general paresis, presenile dementia, arteriosclerosis). One can, 
for instance, often show that the man who, on superficial examination, appears to be 
suffering from a severe and generalized intellectual impairment, is in fact capable of thinking 
at a higher level but is hampered by word-finding difficulties. Dyslectic, dyspractic and 
dysgnosic symptoms may also at times stand out in some prominence in cases %vhere there 
is no doubt of some degree of failure of a generalized kind. 

When we come to consider the variation with age in the effects of brain damage, we 
encounter an interesting contradiction. Damage to the speech areas in the dominant 
hemisphere in a young child may be followed either by no impairment of speech function 
or by a dysphasia that recovers with time, whereas destruction of the same area in an 
adult will give rise to much more serious damage of an irreversible character. In contrast 
to this, damage to the frontal lobes in an adult will generally cause no demonstrable 
intellectual defect despite severe changes in personality, whereas similar damage in a young 
child will give rise to a permanent defect in relation to certain types of intellectual activity. 

GENERAL BEHAVIOUR. No one has contributed so much to our understanding of the 
way in which the brain-injured patient adapts himself to his difficulties as Goldstein has; 
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and Goldstein’s ideas are fundamental to a modern view of the problem and to considera- 
tions both of diagnosis and treatment (Goldstein, 1930, 1937 and 1942). 

The sick man unconsciously attempts to readjust his life so as to be able to meet all de- 
mands made upon him by the environment as well as he can. When exposed to situations 
with which he cannot cope, he is likely to become anxious, agitated, sullen, angry and 
evasive. His pulse may rise, he will appear restless and tremulous, and may burst into tears. 
This 'catastrophic reaction' is not simply the patient’s response to an awareness that he has 
failed in his task for it develops simultaneously with his performance not after it, nor is the 
patient usually able to offer any explanation for his distress. In order to prevent this ‘cata- 
strophic reaction’ from occurring, the patient restricts his environment in such a way that 
he is unlikely to be exposed to situations which might provoke it. He may become solitary 
and w’ithdrann, and makes himself relatively impervious to those stimuli from the 
environment which he dreads. He may, on the other hand, take refuge in the kind of 
purposeless over-activity appearing as ‘occupational delirium’ that is observed in many 
cases of dementia. 

The possessions of the patient are frequently disposed in a stereotyped and meticulous 
manner, although it is difficult to discover any logical reason for the arrangement chosen. 
This 'organic orderliness' may also show itself as a compulsive tendency to order the property 
of others, and to make impossible demands on the orderliness of any children there may 
be in the house. 

Goldstein has pointed out that the brain-injured person tends to suppress all knowledge 
of his disability. This suppression seems to be more easily achieved by the patient in whom 
some function is wholly destroyed, than by the individual whose disability is incomplete; 
the rule holds good not only for perceptual defects such as blindness and deafness, but also 
paralysis of limbs and disturbances of speech. There is often a better adjustment to the 
disability in the case with a complete than in one with an incomplete hemiplegia, and more 
emotional disturbance is commonly present when sight is severely impaired than in the 
totally blind. It would seem that a new equilibrium based on adaptation to a shnmhen en- 
vironment is difficult so long as the impaired function can continue in partial use. 

Lesions cause not merely an arbitrary loss of ability, but a systematic disintegration 
which shows certain general features irrespective of the type of function affected. Thus 
there is a rise in the threshold of excitement, so that stronger or more prolonged stimulation 
is required to elicit a response. Once excitation has occurred, however, it irradiates exces- 
sively and lasts abnormally long. This law provides some insight into the nature of such 
phenomena as the ‘affective slumber’ seen in some early cases of dementia (e.g. Alzheimer’s 
disease). Intense stimulation is prone in these cases to ewke an exaggerated emotional re- 
sponse, or a prolonged bout of tense purposeless hyperactivity. The perseveration of aphasics 
and the logoclonia and pallilaha of some cases of presenile dementia may also be explained 
by these changes in cerebral excitability. Such phenomena are of practical importance, 
since they often create problems of some difficulty during the training of persons disabled 
by brain damage. 

The patient appears abnormally susceptible to external stimuli. But he is distractible 
rather than inattentive. His attention may, in fact, be very difficult to divert in some 
circumstances, and he is often aware of this subjectively as an inability to shift his attention 
voluntarily from one part of the environment to another. He is thus distractible in some 
situations, and ‘tied to the stimulus’ in others. 

Another source of difficulty to the patient with cerebral damage lies in his inability to 
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distinguish between 'figure' and 'hachground' of phenomena in perception. As a result, 
while attempting to solve problems, or even in normal surroundings, the patient experiences 
the uncertainty and instability of a normal person confronted with ‘ambiguous’ figures. The 
metaphor of ‘figure and ground’ widely used in Gestalt psychology mayalso refer to the brain- 
injured man’s difficulty in distinguishing essentials from non-essentials (Critchley 1953). 

Goldstein has described two types of attitude towards the world: (i) A relatively primi- 
tive and 'concrete' attitude in which thinking is determined by and cannot proceed beyond 
some immediate experience, object or stimulus. (2) The abstract attitude which involves a 
relative detachment from the given experience, and in which thought and action are directed 
by some general concept that embraces the immediate situation as one of a certain class of 
phenomena. 

Goldstein cites the following as characteristic of the abstract attitude: ‘(i) Assuming 
a mental set voluntarily. (2) Shifting voluntarily from one aspect of a situation to another. 
(3) Keeping in mind simultaneously various aspects of a situation. (4) Grasping the essential 
of a given whole, breaking up the given whole into parts, and isolating them voluntarily. 
(5) Abstracting common properties, planning ahead ideationally, assuming an attitude to 
the merely possible, and thinking or performing symbolically. (6) Detaching ego from the 
outer world.’ 

Some activities can be successfully executed only through the adoption of the abstract 
attitude, but for other tasks, the concrete attitude is the appropriate one. The normal in- 
dividual can assume either, and is able to shift voluntarily from one to the other. The in- 
dividual with a brain lesion is relatively incapable of assuming the 'abstract' or ‘categorical' 
attitude, and cannot shift at will from one attitude to the other. It is a matter of everyday 
observation with such patients that the greater the need for detachment from a concrete 
task for the successful solution of a problem, the greater the likelihood of failure. Thus, 
there are patients with parietal-lobe lesions who are able to use scissors, to open a door 
with a key, or to smoke a cigarette, but asked to mimic the movements required for any 
of these tasks they are completely at a loss. 

Some brain-damaged patients while unable to read may yet be capable of identi- 
fying letters or words if they are underlined. It is phenomena such as these which make it 
useless to score the patient’s performance purely in terms of success or failure. A severely 
disabled patient may contrive to achieve some task in some very roundabout manner. If the 
final result only is taken into consideration, his disability will be overlooked. It is, tlierefore, 
of great importance to try to learn how he achieves his task in detail. 

Although performance in ‘sorting’ and related tests of the abstract attitude yield results 
of clinical interest, it is doubtful whether the effects of brain damage can be described in 
terms of a unitary functional disturbance. Nor is loss of the abstract attitude specific for 
brain damage (Zangwill, 1964). 

DEMENTIA. Dementia refers to a global deterioration of mental functioning in its 
intellectual, emotional and cognitive aspects. Intellectual decline is the central feature 
but affective and personality changes are nearly always closely associated and in the 
early stages of some dementing processes as, for example, in Pick’s disease and arterio- 
sclerotic psychosis, the deterioration may be confined to these emotional aspects. However, 
dementia should not be used to describe personality changes unless intellectual deterioration 
can be confidently predicted at a later stage. Some structural alteration in the brain is 
probably always present in dementia but this is not necessarily irreversible. 
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In the process which we call dementia, the clinicil picture is usually dominated by 
intellectual disintegration, but feeling and striving are always affected. The general features 
of the syndrome show a fairly consistent pattern which is varied in the individual case 
according to the pre-morbid personality, the age of onset, the nature of the cause, and any 
local preponderance in the early lesions. The impairment of memory for recent events, 
W’hich is the earliest change, may be effectively compensated for a considerable time by a 
surprising ingenuity in concealment, adherence to a rigid daily routine and the use of a 
notebook. This adjustment breaks down as intellectual grasp weakens and thinking 
becomes sJou', laboured and ill defined. Attention is now aroused and sustained with 
difficulty, the patient tires easily, particularly with any unaccustomed task, and he is prone 
to become lost in the middle of an argument or sentence. Poverty of thought supervenes 
in a once richlystored,fle.\ible mind: it shrinks toasmall core of ever-recurring, rigidly held 
ideas and re-evoked memories of the remote past, which may for long remain vivid and clear. 

The impairment of memory and poverty of grasp may give rise to delusions of a char- 
acteristically transient, ever-changing and unorganized kind, commonly concerned with 
fears of being robbed, deprived, influenced. Emotion, at first labile, grows increasingly 
shallow and blunted with the progress of the disease. The death of a lifc-Iong partner or 
dearly loved friend is passed over in indifference, though some trivial inconvenience arouses 
violent anger. Finally the reaction to all situations is one of fatuous, euphoric equanimity. 
Judgement and self-control are impaired, so that sexual assaults on young children or 
exhibitionism may bring formerly blameless characters to the attention of the police. Per- 
sonal habits deteriorate and the patient’s appearance and home get so neglected that he has 
frequently to be removed to hospital from conditions of unbelievable filth. With the dis- 
organization of thought, speech becomes more and more incoherent and contact with the 
patient increasingly tenuous, until all that is left is a gabbling, fatuous, incontinent shadow 
of his original self. 

In accounts of dementia the main emphasis is generally laid on the intellectual defects 
because these arc its most consistent manifestations. But the other facets of personality are 
usually also affected. Nor is the intellect al\va)-s the first to deteriorate; some processes of 
progressive deterioration such as those in general paralj-sis, alcoholism and epilepsy may 
first present with a picture of decreasing initiative, blunted emotion or impaired judgement 
in which deficiencies in formaJ intelligence may be impossible to demonstrate. 

Although the term ‘dementia’, as it has been defined above, applies only to irreversible 
processes, all of the symptoms associated with it, even the most characteristic ones, may be 
seen in conditions which can be halted or reversed, such as cerebral tumour, pernicious 
anaemia, general paresis, and m)’xoedema. Furthermore, the deficit symptoms left behind 
by a permanent but static cerebral lesion may be relieved of their disabling effects by 
processes of psychological adjustment; re-training and self-training may in fact radically 
alter the clinical picture. It is therefore important not to be misled, when observing the 
s)-mptoms characteristic of a dementing process, into thinking that irreversible and 
progressive changes are necessarily occurring. 

For some time psychometric tests have been widely used to identify dementia (in particu- 
lar its cognitive aspects) and to measure its severity. When considering this problem of 
intellectual deterioration it must be first decided whether or not the psychiatric group in 
question show s deterioration from its pre-illness level of cognitive functioning. Although the 
aetiolog}* of the intellectual impairment cannot be concluded from the psychologist’s assess- 
ment, detenoration can be assessed. 

Among the long-established methods by which psychologists have investigated 
intellectual deterioration are the Babcock-Levy test of efficiency of mental functioning 
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distinguish between 'figure' and 'background* of phenomena in perception. As a result, 
while attempting to solve problems, or even in normal surroundings, the patient experiences 
the uncertainty and instability of a normal person confronted with ‘ambiguous’ figures. The 
metaphor of ‘figure and ground’ widely used in Gestalt psychology may also refer to the brain- 
injured man’s difficulty in distinguishing essentials from non-essentials (Critchley 1953). 

Goldstein has described two types of attitude towards the world : (i) A relatively primi- 
tive and 'conercie' attitude in which thinking is determined by and cannot proceed beyond 
some immediate experience, object or stimulus. (2) The abstract attitude which involves a 
relative detachment from the given experience, and in which thought and action are directed 
by some general concept that embraces the immediate situation as one of a certain class of 
phenomena. 

Goldstein cites the following as characteristic of the abstract attitude: ‘(i) Assuming 
a mental set voluntarily. (2) Shifting voluntarily from one aspect of a situation to another. 
(3) Keeping in mind simultaneously various aspects of a situation. (4) Grasping the essential 
of a given whole, breaking up the given whole into parts, and isolating them voluntarily. 
(5) Abstracting common properties, planning ahead ideationally, assuming an attitude to 
the merely possible, and thinking or performing symbolically. (6) Detaching ego from the 
outer world.’ 

Some activities can be successfully executed only through the adoption of the abstract 
attitude, but for other tasks, the concrete attitude is the appropriate one. The normal in- 
dividual can assume either, and is able to shift voluntarily from one to the other. The in- 
dividual with a brain lesion is relatively incapable of assuming the * abstract* or 'categorical' 
attitude, and cannot shift at will from one attitude to the other. It is a matter of everyday 
observation with such patients that the greater the need for detachment from a concrete 
task for the successful solution of a problem, the greater the likelihood of failure. Thus, 
there are patients with parietal-lobe lesions who are able to use scissors, to open a door 
with a key, or to smoke a cigarette, but asked to mimic the movements required for any 
of these tasks they are completely at a loss. 

Some brain-damaged patients while unable to read may yet be capable of identi- 
fying letters or words if they are underlined. It is phenomena such as these which make it 
useless to score the patient’s performance purely in terms of success or failure. A severely 
disabled patient may contrive to achieve some task in some very roundabout manner. If the 
final result only is taken into consideration, his disability will be overlooked. It is, therefore, 
of great importance to try to learn how he achieves his task in detail. 

Although performance in ‘sorting’ and related tests of the abstract attitude yield results 
of clinical interest, it is doubtful whether the effects of brain damage can be described in 
terms of a unitary functional disturbance. Nor is loss of the abstract attitude specific for 
brain damage (Zangwill, 1964). 

DEMENTIA. Dementia refers to a global deterioration of mental functioning in its 
intellectual, emotional and cognitive aspects. Intellectual decline is the central feature 
but affective and personality changes are nearly always closely associated and in the 
early stages of some dementing processes as, for example, in Pick’s disease and arterio- 
sclerotic psychosis, the deterioration may be confined to these emotional aspects. However, 
dementia should not be used to describe personality changes unless intellectual deterioration 
can be confidently predicted at a later stage. Some structural alteration in the brain is 
probably always present in dementia but this is not necessarily irreversible. 
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In the process which we call dementia, the clinical picture is usually dominated by 
intellectual disintegration, but feeling and striving are always affected. The general features 
of the syndrome show a fairly consistent pattern which is varied in the individual case 
according to the pre-morbid personality, the age of onset, the nature of the cause, and any 
local preponderance in the early lesions. The impairment of memory for recent events, 
which is the earliest change, may be effectively compensated for a considerable time by a 
surprising ingenuity in concealment, adherence to a rigid daily routine and the use of a 
notebook. This adjustment breaks down as intellectual grasp weakens and thinking 
becomes slow, laboured and ill defined. Attention is now aroused and sustained with 
difficulty, the patient tires easily, particularly with any unaccustomed task, and he is prone 
to become lost in the middle of an argument or sentence. Poverty of thought supervenes 
in a once richly stored, flexible mind : it shrinks to asmall core of ever-recurring, rigidly held 
ideas and re-evoked memories of the remote past, which may for long remain vivid and clear. 

The impairment of memory and poverty of grasp may give rise to delusions of a char- 
acteristically transient, ever-changing and unorganized kind, commonly concerned with 
fears of being robbed, deprived, influenced. Emotion, at first labile, grows increasingly 
shallow and blunted with the progress of the disease. The death of a life-long partner or 
dearly loved friend is passed over in indifference, though some trivial inconvenience arouses 
violent anger. Finally the reaction to all situations is one of fatuous, euphoric equanimity. 
Judgement and self-control are impaired, so that sexual assaults on young children or 
exhibitionism may bring formerly blameless characters to the attention of the police. Per- 
sonal habits deteriorate and the patient’s appearance and home get so neglected that he has 
frequently to be removed to hospital from conditions of unbelievable filth. With the dis- 
organization of thought, speech becomes more and more incoherent and contact with the 
patient increasingly tenuous, until all that I's left is a gabbling, fatuous, incontinent shadow 
of bis original self. 

In accounts of dementia the main emphasis is generally laid on the intellectual defects 


because these are its most consistent manifestations. But the other facets of personality are 
usually also affected. Nor is the intellect always the first to deteriorate; some processes of 
progressive deterioration such as those in general paralysis, alcoholism and epilepsy may 
first present with a picture of decreasing initiative, blunted emotion or impaired judgement 
in which deficiencies m formal intelligence may be impossible to demonstrate. 

Although the term ‘dementia’, as it has been defined above, applies only to irreversible 
processes, all of the symptoms associated with it, even the most characteristic ones, may be 
seen in conditions uhich can be halted or reversed, such as cerebral tumour, pernicious 
anaemia, general paresis, and myxoedema. Furthermore, the deficit sjTnptoms left behind 
by a permanent but static cerebral lesion may be relieved of their disabling effects by 
processes of psychological adjustment; re-training and self-training may in fact radically 
alter the clinical picture. It is therefore important not to be misled, when observing the 
sjTOptoms characteristic of a dementing process, into thinking that irreversible and 
progressive changes are necessarily occurring. 

For some time psychometric tests have been wddely used to identify dementia (in particu- 
lar Its cognitive aspects) and to measure its severity. When considering this problem of 
mtel ectua! deterioration it must be first decided whether or not the psychiatric group in 
question shows deterioration from its pre-illness level ot cognitive functioning. Althmgh the 
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(1940), the Shiplcy-Hartford test of detcrioi'ation (1940), the Hunt-Minnesota test of 
organic brain damage (1943), tlie Wcchslcr Deterioration Indices (1944, 1958) and subse- 
quent indices derived from these scales. 

Underlying these procedures are two basic assumptions: (i) that vocabulary tests in 
normal people have a high correlation with other tests of general intelligence (2) that the 
test yielding the smallest mean difference between normal and psychotic or brain-damaged 
groups is a vocabulary test. Consequently the present level of vocabulary of a patient is 
a good measure of his pre-illness general intelligence. The discrepancy between the present 
I.Q. and the vocabulary score provides an indirect measure of deterioration. It should be 
noted, however, that vocabulary itself may deteriorate slightly with illness (Shapiro and 
Nelson, 1955; Payne, i960. Further none of the tests has been adequately standardized, 
nor correctly validated. 

The Wechsler scales are based on the assumption that certain sub-tests of intelligence 
hold up and others decline with age, and that deterioration produce by psychosis or brain 
damage can be identified with deterioration consequent on normal ageing, except in respect 
of speed of onset. In practice the deterioration indices and the verbal-performance dis- 
crepancy scores calculated from the Wechsler Adult Intelligence Scale have not proved 
effective in differentiating brain-damaged from non-brain-damaged psychiatric patients 
(Bolton, Britton and Savage, 1966). A new kind of test was introduced by Shapiro and Nelson 
(1955) when they suggested that diminution of present learning ability is an important 
component in the impairment of intellectual functioning among psychiatric patients. They 
devised a test which entailed the learning and retention of the meaning of five previously 
unknown words. In their Modified Word Learning test Walton and Black (1957) carry 
this technique a stage further by administering the Terman-Merrill vocabularly test until 
the subject is unable to recall the meanings of ten consecutive words. The meaning of 
these ten words is then communicated to the patient and the process repeated until he is 
able to give a definition of at least six of the words. Rote learning is avoided by changing 
the wording used to explain meaning. In the earlier studies (Walton et al, 1959) it was 
claimed that over 80 per cent, of organic subjects could be correctly identified without 
any misclassification of subjects free from cerebral disease. However, in a more recent 
investigation, Orme et al. (1964) classified 81 per cent, of organic subjects correctly but 
only 69 per cent, of those without organic lesions. A similar result was registered by Bolton 
et al. (1967). They were able to identify correctly 71 per cent, of organic and 100 per cent, of 
normal subjects. However, only 77 per cent, of schizophrenic and 71 per cent, of affective 
subjects were correctly classified. The Paired Associate Learning test devised by Inglis 
(1959) makes use of a slightly different principle and has also proved a valuable adjunct 
in the diagnosis of organic disease. 


PSYCHOLOGICAL EFFECTS OF FOCAL BRAIN DAMAGE 

It is often asserted that localization of function in the brain is an abstraction since the 
cerebrum works as a whole. It may be admitted that the mosaic picture of cerebral function 
drawn by some extreme exponents of cerebral localization does not do justice to the facts. 
The cerebrum works as a totality and knowledge of its functions can hardly be built up 
from observations of the effects of lesions alone. Yet lesions in one part of the brain 
indubitably exert different effects from those produced in other parts as far as speecli, 
movement, sensation, motor skill and orientation in space are concerned. Although the 
derangements in pattern of behaviour produced by localized brain damage are perhaps 
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of a less specific kind, the syndromes associated with frontal lobe and temporal lobe 
damage provide valuable guides to the localization of the responsible lesion. 

However, recent enquiries have altered our views about the specificity of the effects 
of localized lesions. The enquiries of Teuber and Bender ( 1948-5 1) have shown, for example, 
that non-specific effects co-exist with specific ones in the same groups of patients with 
localized lesions. Localized occipital lesions, for example, may produce highly specific 
and locallzable effects in the form of scotomata, but there are also diffuse changes revealed 
by tests of flicker fusion, dark adaptation and motion perception in the whole of the visual 
field. Moreover, the older views about the independence of ‘higher’ and ‘lower’ aspects 
of sensation, according to which the ability to discriminate objects placed in the hand, or 
astereognosis, was regarded as independent of disturbances of primary sensory function, 
appear to require revision. According to these workers discrimination deficits of this 
nature are almost invariably associated with more basic sensory defects, and these may 
also affect seemingly unimpaired parts of the patient’s body, such as the contra-lateral 
hand. Patients with visual object agnosia are also found to manifest more elementary 
disturbances of visual perception. Again, analysis of a patient with a visual-spatial agnosia 
associated with route-finding difficulties (Weinstein et ah, 1956) has shown that a defective 
performance in route-finding tests w'as closely associated with impairment of two-point 
discrimination. The agnosia was thus associated with a defect of somaesthcsis and therefore 
lacked the specificity for a single modality of sensation that was implicit in the classical 
concept of agnosia. However, neither the ‘higher’ nor the ‘lower’ level defect suffices to 
explain the total deficit of function manifested by the patient. Recent observations have 
also cast doubt on the sharpness of the distinction formerly made between dysphasia and 
intellectual impairment. Dysphasic patients tend to show poorer performance than other 
subjects ^^ith brain damage m non-verbal as well as verbal tests. Moreover, there is quite 
strong evidence that patients with lesions of the left hemisphere, without clinical dysphasia, 
are liable to prove inferior in performance to subjects with equivalent right hemisphere 
lesions on tests of verbal intelligence and memory (Piercy, 1964). 

These fresh observations are of considerable interest from a theoretical point of view. 
From the practical clinical viewpoint they imply that the symptoms of impairment in 
higher levels of function in perception, speech, intellect and general behaviour must be 
interpreted with greater flexibility and reserve than in the past. Nevertheless, the effects 
of lesions remain in some measure specific, and when these are integrated with in- 
formation derived from the clinical history, clinical examination, the E.K.G. and radiological 
evidence, they can make a valuable contribution to the localization of lesions. 

PREFRONTAL REGION. Lesions in front of the prcccntal gyrus produce a chnnve in 
personality that has become widely familiar since the operation of prefrontal leucotomy has 
been practised. 

The patient’s behaviour becomes unrestrained and tactless, and his mood changes to a 
\iT\itoTm\y fatuous jocularity which finds expression in ill-timed bawdy and puerile jokes 
['Witzelsucht') quite out of keeping withhisusual behaviour. His feelings are blunted so that 
he behaves w’lth a callous unconcern for his family. Boastfulness, grandiose behaviour and 
megalomaniacal ideas reflect an expansive trend that is reminiscent of general paralysis ‘ the 
similarities are due to frontal preponderance of the changes produced by the latter Detekor 
ation of memoiy and intellect is not necessarily present, but imaginative or original Qualities 
in thought tend to be suppressed, and spontaneity and initiative arc diminished The patient 
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is inattentive, distractible, and his work increasingly slapdash and inefficient. Sometimes 
there is a uniformly dull apathy, indifference and slowness of thought instead of euphoria. In 
all cases drowsiness, lethargy and retardation tend to become increasingly prominent in 
progressive lesions, and are reflected in a vacant stupidity of the facial expression. The 
patient becomes careless in dress, cats gluttonously and may urinate in public without shame 
or embarrassment. With rapidly expanding frontal-lobe tumours states of extreme aspontane- 
ity may be seen and sometimes conditions sharing many features with catatonic stupor. 
The grasp reflex and forced groping arc particularly common with pictures of this kind 
produced by prefrontal neoplasm. Generalized convulsions occur in about half the cases; 
with tumours on the convexity, turning of eyes and head towards the opposite side may 
help in localization. Expressive dysphasia appears when the tumour invades Broca’s area in 
the posterior part of the lateral surface. In the case of meningiomas other symptoms may aid 
localization. Those arising in the olfactory groove give rise to unilateral — and sometimes 
bilateral — anosmia, often with a ipsilateral primary optic atrophy. If raised intracranial 
pressure is also present the opposite eye may show papilloedema. 

Tumours involving the anterior two-thirds of the corpus callosum produce a mental 
picture that is indistinguishable from the frontal lobe syndrome. Retardation and intellectual 
disturbance is, how’ever, often exceptionally severe, and apraxia on one or both sides and 
asymmetrical pyramidal signs are often associated. All these features are in fact due to 
invasion of the adjacent regions of the frontal lobes. Surgical experience has shown that 
the corpus callosum itself can be severed without obvious impairment of cerebral function. 

A small proportion of temporal lobe tumours produce a similar personality change and 
as Bleuler (1951) has pointed out this change may also occur in the case of growths in the 
diencephalon. From the latter, frontal lobe tumours may sometimes be distinguished by the 
patient’s total lack of insight; in diencephalic growths the patient is more likely to be aware 
of his deficiencies. 

TEMPORAL LOBE. The ictal phenomena produced by a temporal lobe focus have been 
described on page 459. 

In 1938 Kliiver and Bucy published their classical observations on the effects of 
bilateral temporal lobectomy in monkeys. The changes included visual (and at times other 
forms of) agnosia, increased oral activity, marked changes in emotional sexual behaviour, 
and eating habits. The changes in emotional and sexual conduct, were especially note- 
worthy. The monkeys became tame and showed no anger or fear reactions, even when 
exposed to live snakes or other objects which normally evoked extreme excitement. There 
was also a striking intensification of hetero-, homo- and autosexual conduct. These studies 
stimulated a great deal of investigation into the functions of the limbic system or old 
olfactory brain in the higher mammals. There is now a good deal of evidence that very 
little of the rhinencephalon serves olfactory functions in man and that the greater part of the 
limbic system is concerned in some way with the regulation of affective life in the individual. 
The striking affective and temperamental changes often seen in the presence of lesions of the 
temporal lobes, whether or not associated with epilepsy, are thus explained. 

Emotionally the patients become more unstable, irritable and aggressive. Outbursts of 
an explosive kind, and acts of violence, may result. In long-standing cases there are often 
hypochondriacal preoccupations concerned with some part of the body-image. These may 
have their origin in depersonalization experiences during the seizures. It is now well 
established also that bilateral hippocampal damage gives rise to defects of recent memor}’- 
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leaving remote memories largely intact. The degree of deficit varies in proportion to the 
extent of the hippocampal damage produced bilaterally (ScoviUe and Milner, 1957). In the 
occasional case in which a similar syndrome has followed unilateral lobectomy there has 
probably been a pre-existing lesion on the opposite side. In relation to other deficits reported 
following temporal lobectomy, operations on the two hemispheres appear to have differing 
effects. Thus Meyer et al. (1955) have reported defective performance in tests of verbal 
intelligence learning following left lobectomy without any corresponding effects in patients 
who have suffered removal of the right temporal lobe. Kimura has also shown that patients 
who have had a right lobectomy show a significantly poorer performance than thosewho have 
had a left lobectomy in certain tests of auditory perception and musical aptitude (Kimura, 
1961). Little attempt has been made so far to apply these obseiwations in clinical practice 
but within the next few years we shall doubtless see the application of such findings in the 
localization of lesions in the cerebrum. 

Visual field dejects may occur in temporal lesions. They are due to the involvement 
of the lower fibres of the optic radiation as they turn posteriorly along the lateral aspect of 
the inferior horn of the lateral ventricle. The defect is therefore a superior quadrantic 
homonymous hemianopia which is usually more extensive on the side of the lesion. Aphasia 
occurs in about half the cases, and is usually nominal in character, but marked syntactic 
defects may occur similar to those in parietal lobe lesions to be described presently. In 
patients who speak an incomprehensible jargon the condition may be wrongly diagnosed as a 
psychotic illness, especially as the associated emotional disturbance may appear incongruous 
and inexplicable. Elderly subjects may be regarded as suffering from dementia with super- 
imposed acute confusion. Mild contralateral pyramidal signs are generally present, the most 
common being weakness of the lower face. Emotional disturbances may be prominent 
beween fits in temporal lobe epilepsy (see p. 464) and schizophrenia-like psychoses may 
develop in chronic cases. Impotence (Johnson, 1965), fetishism (Mitchell et al., 1954) and 
transvestism with fetishism (Epstein, 1961) have been reported in association with temporal 
lobe lesions. 


PARIETAL LOBE. Lesions of the parietal lobes produce defects in the highest levels of 
sensory integration While the appreciation of tacUIe and painful stimuli may be super- 
ficially unaltered their localization and discnmination is no longer possible- sense of 
position in space and of passive movement are impaired, and the ability to identify obieefs 
m the affected hand by their shape, size, weight, and texture alone, ix stmosnosJs hLop 
nosis, is defective. The threshold for the perception of stimuli is raised and rendered variable 
and excitation of a relatively large area may be required before the nature of the t' 1 ' ' 

identified. Associated with these defects there is usually an inability to disti^^’^h 
stimulus, that seems by itself to reach consciousness, when it is competing with o ^ 

form of stimulation on the unaffected side of the body. This phenomenon 
described as ’inattention' for tactile stimuli by Oppenheim (1885) and was ‘Si^ally 
defects studied by Weizsacker and his school, and embodied in their concept, of ‘^^1° 
tcandel'. Recently it has been named ’extinction' for visual and tactile stimuli (Bender 
Bender and Furlow 1945). It is not essentially different from the phenomenon of supor^^’ 
sion of perception of one stimulus by some prior stimulus on the same side if separated b' 
only a short interval from it, or from the failure to discriminate between simultaneous 
stimuli close to each other in space. 
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The prime deficits associated with parietal lobe damage may be summarized under a 
number of headings, 

IDLOMOTOR AND IDEATIONAL APRAXIA. The distinction between these two forms of defect 
is uncertain. The former is generally taken to refer to inability to imitate or execute 
gestures although the patient is aware of what is required of him and motor weakness is 
limited or absent. Ideational apraxia refers to the unskilful and uncoordinated use of 
common objects such as scissors, key, or cigarette. The balance of the evidence suggests 
that these defects are prone to appear in the presence of left parietal lobe lesions and rarely 
in right hemisphere lesions (Ajuriaguerra et ah, i960). Left-sided apraxia appears to be 
associated with lesions of the corpus callosum, which are held to interrupt a pathway from 
a principal co-ordinating centre for skilled movement in the left hemisphere to a subsidiary 
centre' in the right hemisphere. 

SOMATAGNOSIA, SPATIAL AGNOSIA AND DRESSING APRAXIA. The two parietal lobcs appear 
to differ in the role they play with respect to somatic and spatial perception. Patients with 
right or minor hemisphere lesions may show inattention to the left half of the body and, 
if it is weak or helpless, as is often the case, the disability may be denied. When evidence 
to the contrary is forced on the patient’s attention he may disown the affected limbs and 
advance grotesque explanations for his inability to move them. This phenomenon is often 
associated with neglect of the left half of visual space and such patients therefore show 
preference for right turnings; as a result, they may fail to find their way in familiar 
surroundings (Brain, 1941 ; Roth, 1949). These are the phenomena of agnosia for the left 
half of space and anosognosia for hemiplegia. Commonly associated with these disturbances 
is difficulty in dressing or ‘dressing apraxia’ derived from a failure to pay due attention to 
both the left and right half of the body and the corresponding parts of the garment con- 
cerned. Cases of anosognosia for hemiplegia and related defects have often been published 
in the past without evidence relating to the general intellectual status of the patients 
concerned. This has fostered the view that the deficits may be manifest in the presence of 
a wholly intact sensorium and intelligence. In fact, careful examination usually reveals 
disturbances of attention, memory retention and orientation and some subjects are frankly 
clouded in consciousness. However, the cognitive and intellectual deficits are rarely 
severe enough to explain the associated disorders of spatial and somatic perception. 

The somatagnosic disturbances that appear in association with left-sided lesions differ 
in that they usually involve both sides of the bod5^ However, the great majority of these 
defects consist of finger agnosia and left/right disorientation. This difference between the 
right and left hemisphere lesions in their effect on somatic perception has been recently 
confirmed by Hecaen (1962) in an extensive study of left and right hemispheric 
lesions. 


gerstmann’s SYNDROME. Finger agnosia and left/right disorientation are components of 
Gerstmann’s syndrome which was originally attributed (Gerstmann, 1927) to a lesion of 
the angular gyrus in the dominant hemisphere. The other components of the syndrome 
are agraphia and acalculia. The view that these deficits are highly correlated with one 
another has been submitted to a good deal of criticism in recent years. Different components 
of the syndrome may occur in isolation or in combination with other deficits. Skill in 
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constructional tasks, visual memory and reading ability appear just as closely correlated 
to the components of the Gerstmann syndrome as its constituent deficits to one another 
(Benton, 1961). The only constituents which have stood up to close scrutiny have been 
right/left disorientation and finger agnosia which do appear to be correlated with each 
other and with a lesion in the major parietal lobe. 

CONSTRUCTIONAL APRAXIA. This refers to the failure to reproduce or copy simple patterns 
or designs with the aid of pencil, blodcs or matches. The separate parts of the pattern are 
incorrectly articulated and the final result is chaotic. Attempted drawings of common 
objects such as a bicycle or a flower show the parts disproportionate and incorrectly linked 
with one another, and the planes confused. Most of the evidence suggests that this deficit 
is more pronounced and common with lesions in the right than lesions in the left hemi- 
sphere (Piercy and Smyth, 1962). The possibility that the two hemispheres subserve 
different visual spatial tasks has been raised but not adequately evaluated for the present. 

AGNOSIA. Reference has already been made to the doubts recently raised about the 
concept of agnosia in its classical sense. The field is in need of clarification which will 
doubtless come with further experimental studies. Some workers (Piercy, 1964) consider 
that, while there is evidence for diffuse sensory deficits in cases of visual agnosia, for 
example, these are insufficient to explain the agnosic defect observed. There is some 
evidence also for differentiation of function between the two hemispheres in respect of 
agnosic defects. Thus in an enquiry by Hecaen and Angelergues (1963) it was found that, 
whereas visual-spatial agnosia, associated with difficulties in spatial orientation and route- 
finding, was commoner with lesions of the posterior part of the right hemisphere than the 
left hemisphere, agnosia for faces, objects and pictures was commoner with posterior left 
hemisphere lesions. 

OCCIPITAL LOBE. In the relatively rare tumours of this lobe a homonymous hemi- 
anopia occurs early in most cases. A loss of colour vision may come before a loss for white 
objects. Localized epileptic discharges originating in this area give rise to visual hallucina- 
tions, usually of a crude character, the patient describing flashes, stars or zigzags of light. 
Wlien more highly organized hallucinatory experiences are reported, they usually suggest 
extension of the tumour forwards into the parieto-temporal region. In tumours of the 
dominant hemisphere, ale.\ia is common. Papilloedema tends to occur early in occipital 
lobe tumours. A lesion in the occipital or occipito-parietal regions will not necessarily 
produce complete blindness in the affected parts of the visual field. Much more subtle 
defects may be seen whose elucidation requires careful study. There may be deficiencies of 
visual attention, colour perception, object recognition and localization in space of which the 
patient does not directly complain. Or objects in the affected parts of the field will be recog- 
nized by themselves, but will not be identified or even seen, when some competing 
stimulus IS given in the unaffected parts of the field. Psychiatric changes in the sense of a 
chronic psycho-organic syndrome rarely occur with occipital lesions until there is a more 
generalized disturbance of brain function, e.g. by rise in intracranial pressure or by exten- 
sion of the tumour. 

LESIONS OF THE THIRD M-NTRICLE, MID-BRAIN AND THALAMUS. The 
tumours in these different sites have been grouped together because the effects they produce 
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on personality have certain common features. Moreover, the derangements of con- 
sciousness which may result from interference in these sites have certain characteristic 
qualities. 

The change in personality consists of a diminution of initiative, a change to childish, 
fatuous jocularity, and deterioration of personal habits which have much in common with the 
frontal lobe syndrome. As already pointed out, however, the patient with the diencephalic 
lesion differs in that he is much more aware of the change that is thus being imposed upon 
him. 

Cairns (1952) has given an account of the various kinds of disturbance of co 7 isciousness. 
They may be episodic or sustained in character. The former take the form of paroxysmal 
seizures with hyperextension, head retraction and in some cases the full posture of 
decerebrate rigidity (tonic fits). Loss of consciousness is almost invariable with the decere- 
brate rigidity, but occasionally tonic spasms may occur with retention of full awareness. 
Bouts of momentary unconsciousness with muscular hypotonia which resemble minor 
epilepsy arc also seen, and provide some confirmation (as do the other manifestations of 
deranged consciousness from localized diencephalic lesions) for the observations of Penfield, 
Jasper and their associates (Penfield and Jasper, 1947; Jasper and Drooglever-Fortuyn, 
1947 ; Jasper, 1949) that the primary site of disturbance in petit mal seizures is the thalamus. 

In the sustained bouts of unconsciousness the patient appears to be normally asleep, his 
musculature relaxed, his breathing quiet. An attempt to rouse him may produce a few 
seconds’ wakefulness but he will fall asleep ‘even while talking or eating’. If a conversation 
can be maintained for a period, it will be evident that the patient is clouded, disorientated 
and mclined to confabulate. When the degree of unconsciousness is less profound, the patient’s 
eyes are open, and painful stimuli may evoke some reflex response. This condition has been 
named 'akinetic mutism', a name which gives an inadequate description of the patient’s state 
of obnubilation, his failure to register what goes on around him, and the total amnesia for 
the ‘mute’ period, after recovery. 

In all tumours in this neighbourhood, headache, vomiting and papilloedema are com- 
mon. In colloid cyst of the third ventricle attacks of delirium or clouded consciousness and 
paroxysmal bouts of violent headache tend to have a sharp onset and terminate as suddenly. 
The headaches may be relieved by sudden changes in posture. Attacks of sudden weakness 
in the lower limbs, causing the patient to fall to the ground, may be mistaken for hysteria, 
especially as neurological signs are often absent. In other cases an erroneous diagnosis of 
cerebrovascular disease may be made. 

Attacks of unconsciousness produced by diencephalic lesions may occur at an early stage 
when physical signs are scanty. They may therefore have considerable diagnostic signi- 
ficance. The electroencephalogram is occasionally of value in localizing the lesion as during 
attacks it shows highly rhythmic generalized paroxysmal slow waves synchronous in the 
two hemispheres. 

CONSISTENT DIFFERENCES IN EFFECTS OF LESIONS OF THE TWO 
HEMISPHERES. Though there are no deficits which are associated exclusively with 
lesions of one or other hemisphere, certain fairly consistent differences have been demon- 
strated with the aid of experimental enquiry. Thus dysphasia, bilateral apraxia and finger 
agnosia, with defect in right/left orientation, almost invariably result from left hemisphere 
lesions in right-handed individuals. There is evidence also (McFie, i960) that left hemi- 
sphere lesions generally produce greater intellectual deficits than those of corresponding 
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lesions in the minor hemisphere. On the other hand, inattention to the contralateral side 
of the body, agnosia for the left half of space (in left-handed individuals), anosognosia for 
hemiplegia and also constructional apraxia and visual-spatial agnosia are more commonly 
produced by right than left hemisphere lesions. There is also the suggestion that, whereas 
removal of the right temporal lobe gives rise to subtle per<^tual deficits in both -visual 
half fields, left temporal lobectomy produces defects restricted to the opposite \-isual half 
field. An excellent review of the effects of cerebral lesions on intellectual ftinction has been 
published by Piercy (1964) and this section has been much influenced b)' his vie%;-s. 
Critchley’s booh on the parietal lobes (Critchley, 1953) re\'ie%« the subject in all its aspects. 
Allison’s book, The Senih Brain^ contains a wealth of clinical observation and should be 
consulted in relation to methods of examination for focal and general deficits. 


INJURIES OF THE BRAIN 


Mental disease due to brain trauma is only rarely a cause of admission to mental 
hospital, but psychiatrists are participating to an increasing extent in the work of general 
hospitals where they are often confronted with the problems connected with brain injuries 
With the increasing mechanization of modem life, injuries to the head are becomingrclativelv 
common. ^ 

Aetiology and Pathology 

On the whole severe fractures tend to be associated with extensive brain damage* but 
this may be present without fracture, and conversely the brain may escape injury thouch 
the skull has been fractured. ® 


In the severe eases of head injury which prove fata! there are generally exteasive areas of 
haemorrhage and laceration in the brain; the subarachnoid space is filled with blood 
the meninges are tom. The lesions are most severe at the site of the blow, at the poin^ f 
eontre-coup, and at the poles of the hemispheres; the tips and outer surfacesW the i 

lobes are particularly prone to be severely damaged. Microscopic examinationTevS 
punctate haemorrhages and perivascular spaces filled with blood in widespread art f 
the brain and the brain-stem. There are scattered areas of oedema and subscqucntlv 
of severe demyelination appear which are probably secondary to injury and 8vvclllnt'*^f 
neurones. It is probable that in severe injuries which do not prove fatal, patholr 
changes of a similar though less severe kind are present and are responsible for the oro 
8>'mptomatology which follows. However, concussion, the general paralysis of cer 
function that immediately follows a blow on the head, cannot be due to such anirn^ ' 
changes. The available evidence suggests that this condition is independent of anv 
organic brain damage or contusion. ^ 


Recent tvork has not confirmed Trotter’s widely accepted modification of . 

theory according to which the loss of consciousness is due to a sudden cerebral 
produced at the moment of impact. The investigations of Denny-Brown and Ritchie l! 7 "' u 
(1941) suggest that the phenomena of concussion result from the direct effect of tl f 

functions and loss of such lower level reflexes as the corneal and pharyngeal Th'isTu 
has been shot™ not to be dependent on the presence of the fore-brain oJaI integri v of 


paiaiysis 111 the brain as a whole. 
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Thus the changes in pulse and respiration rate, blood pressure, and the pupillary, corneal and 
pharyngeal rcfle>ies may be simply accounted for in terms of brain-stem paralysis. More- 
over, it has become increasingly apparent in recent years from clinical and neurosurgical 
observations that a focal lesion in the posterior hypothalamus or upper mid-brain will often 
produce a state of unconsciousness, whereas extensive eortical excisions or lesions fail to do 
so. Further support for Jefferson’s views has recently been provided by the work of Magoun 
and his school (Moruzzi and Magoun, 1949; Lindsley, Bowden and Magoun, 1949) who 
have shown that the reticular formation in the brain-stem has some specific role in the 
regulation of the level of awareness. 

The work of Holbourn (1943) has shown that damage is most likely to result from blows 
which impart shear strains to the brain rather than those that compress it. Being a relatively 
incompressible substance in an enclosed space the brain can make only a swirling move- 
ment; this is restricted by the falx and tentorium and by bony projections within the 
cranium such as the sphenoidal ridge; it is at these places (e.g. the temporal poles) that 
damage is usually greatest. Holbourn has demonstrated that in models the maximum shear 
strains occur at sites corresponding to those at which brain damage is most often observed 
at autopsy. 

It seems a little doubtful whether a theory involving structural changes can account for the 
mildest forms of co 7 iciission^ in which unconsciousness is instantaneous but of only momen- 
tary duration. Furthermore we have to consider concussion of the brain in relation to the 
well-established cases of concussion of the spinal cord. In view of the excitability by mech- 
anical means, such as vibration, of all nervous tissue, and the sensory phenomena which are 
experienced in degrees of concussion in which there is only dazing but no abrogation of 
consciousness, a physiological pathogenesis has, at least, to be considered. Whatever the 
cause of the initial loss of consciousness, a specific role in its perpetuation must be attributed 
to changes in the brain-stem, and probably in the upper mid-brain. 


Mental Symptoms in the Acute Stage 

There is no clear line of demarcation between the symptoms produced by simple con- 
cussion and those occurring when some contusion is present in addition. However, in 
general, as unconsciousness increases in duration above one to two hours, there is agrowing 
likelihood that some degree of coarse brain damage has been sustained. It is customary to 
divide the symptoms in the acute stage into those seen in mild, moderate and severe cases 
(Symonds, 1949). 

It must be emphasized that this classification of Symonds, which equates severity of 
the injury with the length of the period of unconsciousness, applies to closed head injuries. 
Cases with very severe open head injuries — particularly when due to high velocity bullets — 
may show no impairment of consciousness. 

In a mild case the patient may not lose consciousness completely but may continue 
what he was doing in a slow, dazed and confused manner. On the other hand consciousness 
may be completely lost for a few seconds or minutes. Consciousness usually returns slowly 
so that a period of confusion follows in which the patient appears dazed and may be 
resistive. There will be a complete amnesia for this period, for the accident and for a brief 
interval before it. Headache and drowsiness are common sequelae but within a few hours 
mental symptoms will have completely abated in the majority of cases. 

In the moderate case there may be unconsciousness for as long as several hours, and 
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before awakening the patient passes through a stage of clouded consciousness which may 
be followed by a period in which he is in a dysmnesic state. These stages last from a 
few hours to two to three days. On coming out of a coma the patient is resistive and 
perplexed, and misinterprets his environment, perhaps imagining he is in a foreign country 
or in prison and identifying the doctors as spies or gaolers. He is disorientated, though 
frequently expressing an apparently delusional compromise between the true and some 
preferred but false orientation (Paterson and Zangwill, 1944). Thus ^ Lancashire man 
may be apparently aware that he is in hospital in London but insist that Manchester is 
a couple of miles away. Occasionally episodes of aggressive behatdour occur in which 
crimes of violence may be committed. This stage of clouded consciousness may take the 
form of an acute delirium particularly in the old and alcoholic and in cases complicated 
by severe loss of blood and secondary infection. The patient experiences terrifying visual 
hallucinations and delusions; he is in the thick of battle surrounded on all sides, armed 
gangsters are approaching with threatening gestures, other patients are spies, dope- 
pedlars or prostitutes in disguise. These delusions are ever changing and unsystematized 
since they originate in sensory falsifications and poverty of grasp. The picture as a whole 
is liable, fear, excitement and aggressiveness giving way with rapidity to a dazed, dreamy 
state or to a bland euphoria. Thought is vague and incoherent. There is a marked defect 
of retention, and suggestibility is heightened, the patient being easily induced to produce 
grotesque confabulations. The florid features of the stage of clouded consciousness or 
delirium subside, hallucinations and delusions cease, and eventually a fatuous, inert 
state may supen-'ene in which a memory defect for recent events is evident. In tlus post- 
traumatic dysmnesic state (see p. 487) restlessness or mild delirium may at first develop 
at night but the patient returns to normal within 48-72 hours. In moderate cases the 
deep and superficial reflexes are absent immediately after consciousness is lost. They 
return after a short inter^’a! and the plantars are then extensor but in the majority of cases 
this is a fleeting phenomenon. On lumbar puncture, blood-stained fluid is obtained on 
the first five to six days, and it is frequently under raised pressure. 

In cases of severe head injury the period of unconsciousness may last hours, days and 
even weeks. An essential feature of these cases is brain-stem involvement which may show 
structural damage, displacement and compression, oedema or a combination of these 
factors. The coma may be profound from the time of injuiy or may deepen rapidly for a 
period in those cases where intracerebral and subarachnoid bleeding are prominent In 
the most severe cases, flaccidity, thermolability and a falling blood pressure with easpinp 
respiration indicate a progressive medullary failure and imminent death. Asomewhat better 
prognosis is present in those cases who develop hy-perpyrexia, a decerebrate rigidity with 
tonic fits, tachycardia, stertorous breathing and distended neck veins. These features a 
largely due to the effect of anoxia which results from obstruction of the bronchi a 
bronchioles by blood dot and vomit and from the damage to brain-stem centres Th 
two factors combine, interact and a vicious circle is set up; if appropriate treatment i. 
instituted death is likely to occur within twenty-four hours (Maciver et al., 1958) 

It is inappropriate in a psychiatric text-book to enter on the subject of c 

acute brain injuries. Modern treatment has redi— — * ”■ * 
cent, to 40 per cent, and less, but is best made 

surgical ser\ ICC. r ^ , 

In recent years, the syndrome of blast conaisston has been seen in subjects . 

large explosions. The damage to the brain as well as to other organs is due to the ™dden 
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sharp rise in venous pressure resulting from compression of the chest by blast. Extravasa- 
tion of blood occurs from the ruptured venules throughout the brain and elsewhere. Pete- 
chial haemorrhages — sometimes confluent — are usually present over the chest, upper 
limbs and face. The subject becomes deeply unconscious. Considerable retrograde amnesia 
is generally present after arousal but does not seem to be invariable, and a hazy memory 
for the actual explosion may remain. Immediately after the explosion there is often a 
period of clouded consciousness followed by apathy or lability of affect (Anderson, i942fl). 
Anterograde amnesia extending from the moment of the accident varies in duration 
according to the severity of the condition. On recovery, patients complain of agonizing 
headache, which slowly decreases. They exhibit marked motor unrest, anxiety, tremulous- 
ncss and intolerance of noises (Cramer et al., 1949). Neurological examination rarely reveals 
physical signs suggestive of coarse damage to the brain. 


The Convalescent Stage 

In patients without surgical complications this may be held to extend from the moment 
of recovery of consciousness to the time of return to work or duty. During thi s stage it be- 
comes necessary to assess the severity of the brain injury and the likely duration of the 
patient’s stay in hospital. Ritchie Russell (1934) was the first to suggest that the severity of 
‘concussion’ might be gauged from the dtiratioii of the post-traumatic amnesia. This is best 
measured from the time of the injury to the beginning of continuous awareness and has 
proved of great value in practice; but, as Guttmann (1946) has pointed out, there are limita- 
tions to the method, which must be borne in mind. Thus if an attempt is made to assess the 
duration of amnesia when the clouding of consciousness has not completely cleared, the 
result will be grossly misleading. Avoidance of this source of error requires considerable 
clinical experience, for the patient may appear to be behaving in a purposeful and organized 
manner and is apparently fully conscious to the untrained eye, but in fact he is slow 
and laboured in thought, has impaired retention and is more or less disorientated. Clouding 
of consciousness leaves behind no sharply defined period of amnesia, for patchy memories 
survive here and there; it must be borne in mind, therefore, that the first memory that 
the patient may reproduce does not define the duration of post-traumatic amnesia. Sedation 
with drugs and alcoholic intoxication may further complicate the problem of assessment, 
while in some patients hysteria or plain falsifications add to the difficulties of evaluation. 
There may also be an absence of definite landmarks to provide aid to the patient in 
the description of the period of his amnesia. Finally, there is probably the most important 
source of error in severe cases, that is, that during the Korsakov phase the patient fails to 
retain memories and his amnesia consequently extends to include this period. 

However, Russell’s method of assessing the period of post-traumatic amnesia gives on 
the whole a reliable picture of the severity of brain injury, and there is a considerable mea- 
sure of agreement among different authors that it provides a fairly reliable method of 
predicting the period for which the patient is incapacitated from his work. Thus for a 
post-traumatic amnesia lasting less than one hour, absence from work for a period of 
four to she weeks is required : if the amnesia lasts one to twenty-four hours, six to eight 
weeks; if it lasts one to seven days, two to four months; and four to eight months will be 
needed if the post-traumatic amnesia has lasted over a week. This is, of course, only a 
rough and general guide. 

The electroeficephalographic changes run parallel with the clinical state in the acute stage. 
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The E.E.G. taken some hours after the injury occurred is made up of generalized irregular 
slow activity at I-3 c/s. A gradual diminution of slow activity proceeds with the 

return to clear consciousness. In many head injuries focal damage occurs and if this is so, 
as the generalized slow activity becomes less obvious, focal slow activity in relation to the 
site of the injury becomes apparent. During the convalescent stage, the electroencephalo- 
gram remains disturbed in a proportion of cases. There is evidence to suggest that the 
incidence of abnormality in the electroencephalogram is directly related to the severity of 
the injury, the duration of post-traumatic amnesia and the persistence of symptoms 
(Williams, 19410 and 6). However, no reliable indication as to the likely duration and 
severity of disability can be obtained from the electroencephalogram alone; the results 
must be related to the clinical findings. In certain circumstances during the convalescent 
stage, the information provided by the electroencephalograph may be particularly useful. 
Thus if symptoms or signs suggestive of a neurological lesion persist, in the absence 
of electroencephalographic abnormality, it may be assumed that irreversible cellular 
damage has occurred and an unfavourable outcome is rendered more likely (Williams, 19416). 

Most of the defects and disabilities to be described in the next section, dealing with the 
chronic stage, will already be apparent in the convalescent period. These should not be con- 
sidered as chronic states until a period of convalescence corresponding to the duration of 
post-traumatic amnesia (as described above) has elapsed. This is of course an arbitrary defini- 
tion of chronicity, and it is well known that in some cases improvement continues for 
periods of eighteen months or longer. But where symptoms continue to be severely disabling 
beyond the periods described they are likely to be of prolonged duration. 

The Chronic Stage 

By far the commonest defect in the chronic stage is the symptom-complex of headache* 
giddiness, insomnia, irritability and impaired concentration, commonly known as the ‘post- 
concussional’ or ‘post-contuslonal’ syndrome. Its aetiology is not known for certain, but it 
is probable that in the great majority of cases both functional and organic factors play 
a part in causation. In the classification that is given, this condition has therefore been 
described as a functional-organic defect. 

The dwabihfies may be considered under the /olhiring headings : 

(1) Organic defects 

(а) Post-traumatic dementia and personality change 

(б) Post-traumatic epilepsy 

(c) Chronic subdural haematoma 

(2) Functional-organic defect 

The post-concussional or post-contusional syndrome 

(3) Psychoses 

POST-TRAUMATIC DEMENTIA AND PERSONALITY CHANGE. Reports of 
earlier years (e.g. Cedermark, 1943) showed a low incidence of serious psychiatric sequelae 
after head injuries. Some of the follow-up studies envered only a short time interval and 
some of them paid more attention to neurological sequelae than to psychiatric ones The 
most recent prognostic study is that carried out by HiUbom (i960) in Finland on Ati; men 
intensively investigated out of a total of 3.552. who sustained brain injuries during the 
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wars of 1939-1944. Serious psychiatric sequelae were of course much more often associated 
with penetrating injuries and severe brain injuries than with mild closed injuries. Post- 
traumatic epilepsy also worsened the outlook. Noteworthy psychiatric disturbances 
occurred in 30 per cent, of all cases followed up, and were found in as many as 25 of the 
56 cases with closed post-concussional and post-contusional injury. Amnesic and dement- 
ing syndromes were noted only in the moderately and severely injured men. Psychoses 
occurred in 15 per cent, of the severely injured, in 7 per cent, of those with injuries of 
moderate severity, and in 3 per cent, of the mildly injured; they were most commonly 
short-lived and of the tj^pical psycho-organic reactive type. However chronic psychoses, 
approximating to schizophrenic paranoid-hallucinatory psychoses, occurred in nine cases, 
all of them severely or moderately severely injured. Other types of psychotic illness 
observed were characterized by depressive or hysterical traits, with episodic confusion, 
hallucination, etc. Severe post-traumatic neuroses occurred in 1 1 per cent, of cases, mainly 
of the ‘neurasthcnic-hypochondriacal-depressive’ type, and were equally associated with all 
grades of severity of injury. The frequency of personality change severe enough to cause 
social difficulties was closely associated with gravity of injury, being seen in 22 per cent, 
of the severely injured and 7 per cent, of the mildly injured. All types of psychiatric after- 
effect were substantially commoner with left than with right-sided lesions, being present 
in 47 per cent, of the former as against 30 per cent, of the latter. 

The general features of the post-traumatic syndrome correspond with those of the 
chronic psycho-organic state already described (pp. 485-492). 

The commonest change is a combination of forgetfulness, impaired concentration and 
diminished spontajieity in thought. In a typical case the patient gives a clear and consistent 
account of his difficulties. Forgetfulness is a constant feature. A housewife reports that she 
goes out shopping and completely forgets what she has gone to buy. A business man turns 
up for an appointment and at a crucial moment is unable to recall the purpose of his visit. 
The patient cannot talce in what he reads, his thought is slow, laboured and circular. Mild 
conditions of this character are probably not as uncommon as they seem in statistical data, 
but they prove a substantial disability only in the case of professional and intellectual 
workers. There is an exaggerated susceptibility to the effects of tobacco and alcohol, a 
phenomenon common to all organic brain disorders. 

The following is a sample of dysphasic talk from a woman of thirty-eight who had 
suffered from cortical venous thrombosis after E.C.T. It shows difficulty in word- and 
phrase-finding, the use of meaningful but inapposite cliches and words (Stengel, 1964a), 
the breakdown of syntax, and a tendency to perseveration. She was asked how she liked 
it at the convalescent home, and replied: 

‘Everybody sits together to eat, men and women. And it is rather a big place. And 
the amount they gave me to eat, I couldn’t eat it. I tried to be good-looking, guide- 
looking ... All that was given me to eat I would sit down and eat properly, do it squarely. 
The material for food they gave you, it all seemed to be well after time; it was old. 
Every other woman, they’ve got an enormous food or feed, and they’ve eaten the lot. 
So I thought perhaps it was something else gone wrong with you.’ 

Severe dementia and personality change are much more uncommon. Usually this 
change has many features in common with the frontal lobe syndrome, and there is much to 
suggest that severe injury of the prefrontal region is often responsible although when the 
lesions are confined to this area intellectual deterioration is usually absent or minimal. 
The patient’s mood ranges from jocularity to euphoria, he is talkative and disinhibited and 
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inclined to be tactless and expansive. Left to himself, he becomes inert, apathetic and 
somnolent; his diminished concern for relatives and friends betrays a blunting of feeling. 
Insight for these changes is poor or lacking. Another pattern of post-traumatic personality 
change is that towards a querulous, morose mood with episodes of aggression and explosive 
anger. Features of these two types of change, the euphoric-disinhibited, and the morose- 
aggressive, may of course be combined in the same patient. A group of patients manifesting 
excessive fear and aaxiety described by Paterson (1944) have in our experience a far better 
prognosis and are unlikely to be wholly organic in aetiology. 

The syndrome of punck-drunkenness seen in boxere, is a special form of chronic en- 
cephalopathy due to repeated small injuries to the brain which are cumulative in their 
effects. The average interval between taking up boxing and the onset of the condition in a 
series of twenty-one cases was sixteen years (Critchley, 1949). Once established it pro- 
gresses relentlessly even though boxing be given up. It begins with unsteadiness of the lower 
limbs, leading soon to a reeling, drunken gait, followed by slurring of speech and deteriora- 
tion of memory and intelligence. Any combination of pyramidal, striatal and cerebellar 
signs may be present but striatal rigidity and tremor are particularly common, so 
that the resemblance to post-encephalitic Parkinsonism may be close. Fits are common 
and delinquency arising from the personality and intellectual deterioration may be the 
presenting feature of the condition (Guttmann and Winterstein, 1938; Critchley 
1957 )- 

The brain is said by many authorities to have greater powers of recovery in children than, 
in adults, and this certainly seems to hold as far as sensory-motor functions and speech are 
concerned. Even gross injuiy to the brain may be followed by complete recovery in function. 
After destruction of the area concerned with speech in the major hemisphere below the age 
of five, a new speech centre arises in the minor hemisphere and total recovery of speech 
generally occurs. Yet severe and permanent personality change is a not uncommon sequela 
to brain damage in children, and its incidence would appear to be as high as organic per- 
sonality disorders of a comparable character in adults. Guttmann and Horder (1943) found 
a qualitative change of behaviour of this character in two out of a series of sixty children 
It w'ould appear that when severe personality change occurs it has many features in com- 
mon with that following encephalitis lethargica. An excellent account of the clinical picture 
of these cases has been given by Blau (1936). The injury is usually sustained between the 
ages of 3 and 10 but several years may elapse before the child comes under psychiatric 
observation. His destructive and asocial behaviour, disobedience and intractable aggressive- 
ness have by then made him intolerable in the home or at school. The prognosis is poor 
and severe cases have to be institutionalized. Follow-up of sixty-three children with severe 
head injuries demonstrated that the pre-tcaumatic personality and family setting were more 
important for the psychiatric outcome than the nature and severity of the head injury 
(Harrington and Letemendia, 1958). ^ 

In the assessment of post-traumatic intellectual defect some help may be derived from 
tests for deterioration such as the Babcock, Shipley-Hartford and Brody scales. But the 
results should never be allowed to override an all-round clinical assessment. 

POST-TRAUMATIC EPILEPSY. The frequency of this complication varies with the 
type of injury. In gunshot wounds of the head Sargent {1921) reported an incidence of 4*5 
per cent, in 18,000 cases, while in a similar materia! Wagstaffe (1928) found 9*8 per cent 
post-traumatic epilepsy in 377 cases and Ashcroft (1941) 34 per cent, in 317 cases, Hillboni 
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(1960) found an incidence of 4/]. per cent, in 1,505 eases of open injury, and 20 per cent, in 
2,047 closed injury cases; a further 10 per cent, were uncertain, but possible epilepsy could 
be added to both these figures. Among civilian cases the incidence would appear to be 
considerably lower. During an observation period of ten years only 1-2 per cent, of Ceder- 
mark’s cases had had fits. Eleven of 407 civilians studied by Penfield and Shaver (1945) 
developed seizures after leaving hospital within a follow-up interval of 2-13 years. It would 
seem probable that in civilian practice 2-4 per cent, represents the incidence whereas in 
military casualties a considerably higher figure can be expected. Penetratmi of the dura 
is a very important actiological factor and this may also be partly responsible- for the 
discrepancies in the findings of different workers. A constitutional predisposition to epilepsy 
probably plays no significant part (Hillbom, i960). In Hillbom’s cases, 24 per cent, of the 
epileptics had their first attack more than five years after the injury, and 9 per cent, more 
than ten years after. 

The prognosis of post-iraumatic epilepsy depends on the interval between the injury and 
the first seizure. Most of the patients whose fits occur within a few days of trauma do not 
develop recurrent seizures, whereas epilepsy commencing months or years afterwards 
rarely subsides spontaneously. In Penfield and Shaver’s material only 4 out of 14 cases 
(28-5 per cent) with early epilepsy were found to have experienced later attacks. The 
majority of patients have their first seizure within two years but it is not until 8-10 years 
have elapsed since the injury that the risk becomes really small, and epilepsy after intervals 
of as long as twenty years has been recorded. 

The commonest form of attack is grand mal, but psychomotor epilepsy may occur in 
association or independently. The aura and the march of events at the commencement of 
the fit betray the presence of focal injury in a proportion of cases; but in many, the attacks 
are indistinguishable from those observed in idiopathic epilepsy. Radiography may reveal 
an area of cortex adherent to the dura or the presence of a ‘traction diverticulum’ ; in this the 
lateral ventricle is pulled towards the side of the lesion by traction of the scar tissue. The 
electroencephalogram, especially if methods of activation are used, may reveal a spike or 
sharp wave focus. 

The medical treatment of traumatic epilepsy should be governed by the same principles 
as those discussed in relation to idiopathic epilepsy. Penfield and his school (Penfield, 
1936; Penfield and Steelman, 1948) carried out excision of the cortical site of focal dis- 
charge and claimed good results. In this country, surgical treatment of focal epilepsy is 
still in an experimental stage. The criteria that have been developed for selecting suitable 
cases and the results obtained have been discussed on page 480. 

CHRONIC SUBDURAL HAEMATOMA. This is a late sequela of head injur)^ symptoms 
usually appearing after a latent interval of weeks or months. It is due to the slow accumu- 
lation of blood in the subdural space, probably originating in rupture of the tributary veins 
of the dural sinus. The blood proteins in due course break down into smaller molecules 
which exercise a higher osmotic pressure so that the fluid continually tends to increase. 
The self-perpetuating process leads to the end result of a collection of disorganized blood 
ranging in consistency from a coffee-brown clot to a yellow fluid. In most cases the haema- 
toma lies over the fronto-parietal region and it may be bilateral. It is enclosed in a thick 
capsule which has a complicated structure. Apart from head injury the condition may be 
produced by intracranial aneurysm, blood diseases and carcinomatosis, but trauma 
is by far the commonest cause. Cerebral arteriosclerosis is probably a predisposing factor. 
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The condition generally follows a relatively slight injury. Because of the tmual nature of 
the ttara and L heluse of the likelihood of subseqrrent 

patient is often unable to recall the Injury. Such cases usually occur in old age. In in a ^ 
Lthe other period of life in which subdural haematoma is fairly cornrnon— the coridition 
usually follows a difficult labour. Headaches and drowsiness may follow almost imrne- 
diatelv but may be delayed for weeks or months. It is characteristic of the disorder that 
somnolence, retardation, memory defect and clouding of consciousness show striking 
fluctuations in severity from one day to the next or even within hours. A patient who 
appears to be sinking into coma in the morning may be alert and talkative the same even- 
ing. Even when consciousness is clear, the patient may be severely retarded; he lacks 
spontaneity and shows an empty, vacant, apathetic mood. Subdural haematoma may pro- 
duce the full picture of dementia or occasionally an acute delirium with motor excitement. 
Headache is usu ' . . . • , ‘ ' 


signs are poorly ‘ ‘ ' ' • ' ' _ ■ 

of conjugate up ■ . ‘ ... . * ■ I . 

occur, more often in children than adults. Physical signs may, however, be absent, the 
patient presenting merely with headache and a fluctuating mental disturbance. PapUloedema 
is present in about half the cases but is late in onset. The cerebrospinal fluid pressure is 
usually slightly raised and sometimes shows a rise in protein or actual xanthochromia but 
the fluid may be normal or under low pressure. The electroencephalogram is frequently of 
value in establishing the diagnosis, showing either an area of silence corresponding to the 
distribution of the haematoma, or a localized region of slow activity. With ventriculography 
and angiography most cases may be identified with certainty. It is usually possible to eva- 
cuate the haematoma through burr holes but where the contents are firmly clotted a 
more extensive operation is required. In a high proportion of cases total recovery is achieved 
with treatment. 


THE ‘POST-CONCUSSIONAL’ OR ‘POST-CONTUSIONAL’ SYNDROME. Both 
names have been used for the condition, although the former is probably more correct 
since slight injuries with very transient and trivial effects on consciousness may produce it. 
It is a common complication of head injury ; about 55 per cent, of patients exhibit it at some 
stage in convalescence, and according to Guttmann {1946) 20-30 per cent, become 
chronic. 

The patient’s complaints present a characteristic and consistent pattern ; he suffers from 
scA ere headache, giddiness, difficulties in concentration, and anxiety. The headache is severe 
and throbbing in character, worse tvhen lying down, and exacerbated by physical or mental 
effort and any stress or excitement, but improved by rest and quiet. It is particularly prone 
to occur in severe injuries. The giddiness is not a true vertigo, since it is not associated with 
a subjective sense of rotation. It is rather a sense of instability on change of posture 
(Symonds, 1942). Entangled with the patient’s description of dizziness there is a symptom 
which is in effect distinct. This is the blackout, a combination of momentary haziness of 
vision and instability probably syncopal in character. The patient’s mood is one of fluctuat- 
ing anxiety and depression and he responds to mild stress, or to situations which formerly 
would have left him unmoved, with exaggerated fear and apprehension. There is insomnia 
difficulty in concentration, irritability and intolerance of noise. The patient complains 
that he is incapable of sustained physical or mental effort as within a short time he becomes 
tense and tremulous, his concentration fails and he is overcome by fatigue. He may become 
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petulant, quarrelsome and difficult. Hypochondriacal self-preoccupation may magnify his 
disabilities in his own eyes and impede attempts to keep him actively occupied. 

There is much CNudcncc that neurotic predisposition and psychological environmental 
factors play the major role in the causation of a prolonged disturbance of this kind. In 
Denny-Brown’s careful survey (1945) an intimate relationship was demonstrated between 
the occurrence of the post-concussional syndrome and a neurotic disposition. In Service 
patients Symonds and Russell (1943) observed that their chronic cases, admitted to hos- 
pital after failure of treatment elsewhere, showed a far higher invaliding rate than acute 
cases with a similar duration of post-traumatic amnesia. They found the explanation for the 
unsatisfactory progress and poor prognosis of the chronic group in a far higher incidence of 
constitutional predisposition to mental disorder. Lewis (1942) compared the clinical picture 
of the post-concussional syndrome with that of common neurotic disorders and found a 
very close resemblance. 

Psychological factors of a more recent kind also contribute in a variety of ways. As 
constitutional predisposition is of importance in causation, many of the subjects affected 
are already suffering from mild symptoms of anxiety or depression often associated with 
difficulties in their life situation, before the accident occurs. The head injury exacerbates 
the affective symptoms formerly held in check, and precipitates neurotic breakdown. 
The accident is also prone to generate fears that many patients find it difficult to formulate. 
The head looms large in the body image, and the impressiveness of unconsciousness and 
confusion, and ignorant beliefs about its implications, combine to produce a typical attitude 
of self-scrutiny in these patients which has been called ‘head consciousness’. Some patients 
are also worried by the knowledge that they have suffered a brain injury, and post- 
concussional patients who experience severe tension often have persistent fears that they 
will ‘lose control’ or ‘go made’. It is all the more important in the management of these 
patients to avoid behaving in a way that is likely to suggest that the patient has sustained 
serious damage; iatrogenic symptoms are frequently implanted by prolonged bed rest and 
an abundance of impressive investigations. 

That compensatio 7 i is an important factor in many cases is illustrated by the fact that 
post-traumatic neuroses are far more common in industrial accidents than those sustained 
in amateur sports. They are also more common in the insured than in the uninsured person. 
Hope of financial gain contributes to a variable extent to causation, but it is seldom 
fully conscious ; real malingering is a rare condition. It is sometimes assumed that a latent 
interval between injury and commencement of symptoms is due to litigation but it may 
occur in cases where this factor does not enter. The significance of compensation as an 
aetiological factor can only be assessed in relation to the individual patient’s personality and 
life-situation; its importance has probably been over-emphasized. 

In his Milroy lectures to the Royal College of Physicians, Miller (1961) has produced 
evidence to suggest that deliberate simulation or malingering is the explanation of many 
chronic disabilities following accidents, that are, at present, regarded as being neurotic 
in nature. In a series of 200 cases of head injury referred for medico-legal examination, 
‘neurotic ’complaints were noted twice as often in industrial as in road accidents and there 
was an inverse relationship betv^een frequency of ‘compensation neurosis’ and severity of 
injury. Thus gross psychoneurosis was found in 3 1 per cent, of patients without radiological 
evidence of 5/eM// fracture, in 9 per cent, of the patients with simple fracture and in only two 
out of 25 subjects with compound fracture of the skull. In a follow-up study of fifty cases he 
found, moreover, that only two remained disabled by psychiatric symptoms two years after 
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the compensation issue had been settled. That an element of consciotis simulation commonly 
enters into the production of hysterical symptoms is generally accepted. The difficulty of 
evaluating the results reported by Miller arises from the fact that cases referred to a neuro- 
logist are unlikely to be a representative sample of individuals disabled after accidents; they 
may tvell contain an over-representation of those in whom the nature of the disability is 
subject to dispute. The almost invariable recoveiy within two years of settlement of com- 
pensation is striking, but the experience of those working with ‘compensation neuroses’ in 
psychiatric clinics is unfortunately nothing like as encouraging. 

Despite the role of constitutional predisposition, there is much evidence to suggest that 
other factors must also contribute to the causation of post-concussional symptoms. Thus 
Guttmann (1943), in a survey similar to that of Lewis, found that the post-concussional 
group when compared with neurotics showed significantly less predisposition to neurosis 
as expressed in personal history, character traits and home atmosphere. Moreover, the 
clinical picture in all patients has so many fundamental points of similarity that it would 
seem unlikely that psychological causes can wholly account for it. The nature of this factor 
is at present unidentified. The headache has been attributed to high cerebrospinal fluid 
pressure which is in fact not uncommon, but the symptom is certainly not dependent upon 
it. Other changes which have been incriminated are ventricular dilatations and adhesions 
between meninges and cortex, on very slender evidence in each case. The giddiness is 
unlikely to be due to labyrinthine injury, which produces a distinct syndrome. The inverse 
relationship observed by Miller between severity of head injury and the evidence of 'gross 
psychoneurosis’ requires further investigation with careful attention to the contribution 
of age and severity of psychological deficit to the differences observed. Some subtle organic 
basis for the syndrome is likely, particularly where injury has been severe and pre-morbid 
personality was free from neurotic tendencies. 

To sum up: the available evidence seems to suggest that underlying the post-concus- 
sional syndrome there may well be some subtle but specific modification in brain function 
which is potentially reversible though of varying severity in different cases, but that 
the duration and severity of the disability are dependent to a large extent on the 
patient’s predisposition and the influence of psychological and environmental stresses. 


PSYCHOSES. It is not common for an affective or schizophreniform psychosis to come 
on after head injury, and until recently the conjunction %v3S regarded as coincidental. 
At the most it was considered that the injury brought out the predisposition which would 
very likely have ultimately become manifest without it. However, recent observations 
and re-evaluation of older findings have put the matter in a different light. Thus Feucht- 
wanger and Mayer-Gross (1938), on the basis of head injury statistics, thought that the 
frequency of schizophrenia in head-injured patients did not exceed that in the general 
population. However, if all subjects with indubitably schizophrenic symptoms had been 
reckoned, irrespective of whether or not some organic features (e.g. convulsions) were 
recorded, the incidence would have exceeded chance expectation. Moreover, Hillbom 
(1951, i960) has drawn attention to the occurrence, a long period after injury, of schizophreni- 
form and affective psychoses, these states being preferentially associated with temporal 
lobe injuries. 14-8 per cent, of the severely injured developed psychoses and in 9 of the 
33 cases the similarity to schizophrenia was close. One must conclude from the published 
material that schizophrenia-like psychoses can be directly brought on by head injury, 
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witli or without the accompaniment of epilepsy. If such psychoses are regarded as symj 
matic schizophrenias, of purely organic pathogenesis, their exclusion from the syndrom 
endogenous schizophrenia is based on other considerations than insufficiency or atypica 
of schizophrenic symptomatology. 


Differential Diagnosis 

The changes in behaviour attributable to an unquestionable organic causation are 
difficult to distinguish. The patient’s behaviour undergoes a qualitative change fore 
is some essential features to his personality. Changes in circumstance have little effect i 
insight is lacking. Emotion is blunted and a blend of euphoria with outbursts of an 
following minor frustration arc common. Conspicuous hysterical or paranoid symptoms 
often a caricature of features of his pre-morbid personality. Tactlessness, lack of jud 
ment, and serious intellectual and mncsic damage are also characteristic. 

A difficult and commonly occurring problem of diagnosis is that of estimating 
relative contribution of organic and psychological factors in a post-concussional syndroi 
Between the two extremes of conditions largely organic and those largely psychogenic 
actiolog)% which account for a very small proportion of cases, there is the vast majority 
patients in whom the two factors contribute in varying proportions. There are cert 
features which favour an emphasis on organic factors in assessing the case, but others 
emphasis on the pre-morbid personality and patient’s psychological and social difficulties, 
the illness of largely organic aetiology the injury has usually been severe and there is of 
objective evidence of some degree of consistent impairment of memory and intellect 
efficiency. The symptoms show little response to change in surroundings. There 
frequently a gross intolerance of heat and alcohol, and hysterical symptoms, includi 
exaggeration in behaviour and description of disability, are absent. In cases that 
predominantly psychogenic, on the other hand, the symptomatology is less consist( 
and the patient may be distracted from his disabilities by changes in his surroundings 
circumstances. Hysterical features are often in evidence. Finally, psychological facti 
which may go some way towards explaining the perpetuation of symptoms are ofi 
discoverable. 

The electroencephalogram may give some aid in making a correct assessment since cai 
of predominantly organic aetiology will often show focal abnormalities, while in those 
largely psychogenic origin the E.E.G. will be normal or show diffuse changes (Heppensi 
and Hill, 1943). 

The less severe the accident, as judged from the length of post-traumatic amnesia, 1 
greater the instability of the personality as judged from the history of his previous adju 
ment to life, the more florid and demonstrative the symptomatology, the greater i 
secondary gain from illness, and the more understandable the whole disability in terms 
psychological factors, the more likely it is that tlie condition is one to which psychologi 
rather than organic factors make the greatest contribution. The converse is also true. OrgaJ 
damage to the brain is not excluded by the absence of neurological signs, nor does the pr< 
ence of some electroencephalographic abnormality or some anomaly in the air-encephal 
gram justify the conclusion that the disability is necessarily due to cerebral disease. It mi 
be emphasized that the two patterns described represent extremes which are rarely seen 
practice, and they are given as a guide to the evaluation of the relative significance of t 
organic and psychological and social components. 
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A reasonably correct estimate of the relative contribution of the various factor^ is 
not merely of academic interest, nor is it important only for the problems arising in 
connexion with compensation. The physician's ability to gain the confidence of his patient 
will depend a good deal upon the extent to which his assessment corresponds with the true 
state of affairs. This is bound to influence the lines of psychological treatment and rehabilita- 
tion in the convalescent and chronic stage, and an exaggerated emphasis either on the or- 
ganic or on the non-organic aspect, based on a false estimate, will quickly lead the patient to 
conclude that the doctor does not understand his case. Treatment is thus likely to be seri- 
ously hindered. 

Prognosis and Treatment 


■\Vhere there are signs of organic personality change and, still more, dementia, the 
prognosis must be guarded. '^0 final assessment of the degree of damage should be made 
until 12-18 months after injury, as improvement may continue for this length of time. 
Intellectual tests may fail to reveal dementia, yet when the patient has returned to his 
work, his impaired judgement and irresponsibility may prove him wholly unsuited to his 
previous occupation. However, a defect that wholly incapacitates an intellectual worker 
may not prevent an unskilled labourer from earning his Jiving. Organic dementia is a far 
more common sequel in the middle-aged and elderly than in young patients. 

In the post-concussional syndrome proper, the prognosis depends to a very large extent 
on the stability of ike patient's personality, his intelligence, his need and desire to get well, 
and the possibility of dealing with his personal problems. These factors are far more im- 
portant in deciding the issue than the severity of the injury. Some 50-60 per cent, may 
show an abnormal electroencephalogram in the chronic stage. The degree of abnormality 
runs approximately parallel with the severity of injury, but shows httle correlation with the 
outcome, which is not surprising, since the basic personality, the most important factor in 
prognosis, finds little expression in the electroencephalogram. 

Rehabilitation should begin the moment the patient recovers consciousness. It is im- 
portant to give explanation and reassurance at this stage and to instil a positive and op- 
timistic attitude. The patient is in a highly suggestible state, and fears are easily implanted 
W’hich are later difficult to eradicate. The patient should not therefore be asked about 


symptoms oS wbichhe does not spontaneously complain. 

V« iibiTi a few days of recovering consciousness the majority of patients can be got out of 
bed. A carefully planned programme of rehabilitation should be draivn up in each case. 
This should allow for a gradual increase in the patient’s physical and mental activities. His 
day should be unobtrusively filled ivith tasks that interest and stimulate him without over- 
taxing his strength, particularly in the early stages when long periods of rest should be 
allow ed for in cases of severe injury. 

However, a well-ordered regime of occupational therapy, games and exercises will not 
by itself prove adequate for the successful rehabilitation of brain-injured patients. The 
managernent of these cases calls for « high degree of psychiatric skill and understanding. 
Unconsciousness, confusion and the threat to his life are prone to arouse in the patient 
feelings of anxiety, insecurity, and apprehension about the future. The ordinary difficulties 
of hfe assume exaggerated proportions and pre-existing neurotic conflicts are often exacer- 
bated. It IS therefore essential to gam the patient’s confidence at an early stage of treatment 
to investigate his assets and Wations as a personality and to become acquainted with hi^ 
problems and difficulties. Much of what we know of the course and outcome of cases of 
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head injury indicates the necessity for such a psychiatric approach which demands 
intimate rapport with the patient. But only rarely will anything more be required in 
way of psychotherapy than sympathetic explanation, guidance and advice based upc 
correct assessment of the relative importance of the different factors that contril 
towards the patient’s total disability. 

Treatment is most effectively managed at a hospital which has well-run departments 
occupaiioJiol and recreational therapy^ and facilities for games and physical exercises, 
patients are frequently worried and uncertain about their ability to return to their previ 
employment, or even to earn their living, it is particularly important that occupatic 
therapy should be directed towards resumption of normal working life or rehabilitatior 
some other occupation. In such circumstances basket- or rug-making create bored 
and frustration whereas work in a well-equipped workshop or garage will help many patie 
to regain confidence and provide opportunities for assessing their chances of success 
readjustment. 

Graduated exercises and organized games are of great value not only in cultivat 
fitness but also in restoring physical self-confidence which so often suffers. Lectures, groi 
discussions and debates, and, in selected cases, group treatment along psychologi 
lines, have proved their value at rehabilitation centres in recent years; they combat i 
morbid self-scrutiny which so readily develops in the disabled, foster a more positive ai 
tude towards life and help the patient to adopt an objective and philosophical attiU 
towards residual disabilities. Persistent dysphasia will necessitate referral to a specia' 
in speech therapy. Considerable advances have been made in the methods used in the : 
education of these patients during the past thirty years (Goldstein, 1942). 

In a small proportion of patients with head injury the history will reveal that they ht 
been repeatedly involved in accidents. It may be found for example that a lorry driv 
despite adequate experience on the roads, has sustained a succession of injuries in t 
course of a few years. Every effort should be made to persuade such accident-prone 1 
dividuals to change their occupation to one less likely to expose them to risk. 

As soon as possible, both the patient and his relatives should be given a clear stateme 
as to the likelihood of residual disabilities; in the majority of cases the prediction of 
favourable outcome will be fully justified. Some patients will be unable to return to th( 
former occupation; a course of re-training may then be necessary, during which the fami 
will need financial support. In these and other problems of resettlement, the help of t 
psychiatric social worker and the rehabilitation officer of the employment exchange 
invaluable. Where compensation is involved, negotiations should be brought to as spee( 
an end as possible. 

There is a considerable range of variation in outcome for head injury of a given severi 
which is doubtless determined in large measure by constitutional differences among patieni 
but also to some extent by the intelligence, energy and psychological understanding wi 
which they are treated. 


ENCEPHALITIS 

Acute and subacute encephalitis are not rarities in clinical practice. In a four-ye; 
period (1964-67) 120 patients suspected of encephalitis were seen at one neurologic 
institute and the diagnosis of encephalitis was confirmed by biological and other findinj 
in 20. In a further 48 a presumptive diagnosis of encephalitis was made. The remainir 
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patients were found to have other disorders. Although it is widely assumed that the post- 
infectious encephalitides of measles, varicella, rubella and mumps figure prominently 
among such cases, in a number of recent enquiries (Miller and Ross, 1968) the majority 
of patients investigated in detail proved to suffer from an infection with the virus of herpes 
simplex. The clinical manifestations include fever, headache, vomiting, drowsiness, motor 
dysphasia, visual field defect, increased reflexes, purposeless repetitive movements, 
nystagmus, ataxia, facial weakness, deafness and comTibions (Gostling, 1967). In addition, 
psychiatric disturbance may be prominent and clouding of consciousness, delirium or coma 
may be seen. The histological picture is commonly that of acute necrotizing encephalitis 
and these cases may present as a temporal lobe tumour or abscess (Bennett et ah, 1962). 
Early diagnosis is important as the mortality rate is high, particularly in adults and rapid 
treatment with antiviral agents probably improves the chance of sur\’ival. The diagnosis 
is made with the aid of examination of the cerebrospinal fluid which contains increased 
protein and lymphocytes, the E.E.G. and the demonstration of virus or of the histological 
appearances of encephalitis in brain biopsy. 

The importance of this group of observations is that some workers suspect subacute 
inclusion encephalitis of being a related disorder or at least of being of viral origin. It also 
seems highly probable that rapidly developing dementia of obscure aetiology in middle and 
late life will receive increasing attention with the aid of modern techniques of investigation, 
as being possibly caused by a virus infection. 

Rabies dcsenes mention, since the first symptoms after the prolonged incubation 
period are generally those of a rather characteristic mental state of depression, anxiety and 
apprehension. At night the patient becomes delirious and e.xperiences terrifying delusions 
and ideas of reference. During this stage the only physical symptom may be some pain and 
stiffness in the lower part of the body. When the typical pharyngeal spasms and the phobic 
horror of w'ater appear, hallucinations and delusions of a florid kind are prominent and may 
lead to violent excitement. Prophylactic treatment with vaccine commenced soon after the 
bite of a rabid animal aborts the infection in the majority of cases. 

Subacute Encephalitis 

Two forms of subacute encephalitis described in recent years, the subacute feuco- 
encephalitis of van Bogaert (1945) and the inclusion encephalitis of Dawson {1933, 1934) 
are both of some psychiatric interest in that mental abnormalities are prominent in each, 
and many of the patients described had been treated m mental hospitals for the psychiatric 
disturbance (Brain, Greenfield and Russell, 1943; Corsellis, 1951). 

Both conditions usually attack children or young adults, and almost invariably prove 
fatal. In subacute leuco-cncephalitis the onset is insidious, with fever, lethargy' and noc- 
turnal delirium. The patient becomes slow, apathetic and forgetful, and a progressive 
dementia supervenes. However, pictures resembling catatonic schizophrenia (Malamud, 
Haymaker and Pinkerton, 1950), depressive illness (van Bogaert, 1945) and childhood autism 
have all been described. Aphasia and apraxia are common, but most characteristic are the 
jerky, involuntary movements occurring every' fe^v seconds. Their extrapyramidal origin is 
confirmed by the presence of rigidity of lead-pipe character. The electroencephalogram 
shows highly characteristic bursts of slow-wave activity at fairly regular intervals of seven 
seconds either at the termination or immediately after the muscular spasms. A very useful 
diagnostic feature is the paretic cun e in Lange’s test which has been a finding in the 
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cerebrospinal fluid of the majority of cases. In the terminal stage which supervenes in 
twelve months, the patient is comatose and in a posture of decerebrate rigidity. As Coi 
(1951) has pointed out, the inclusion encephalitis of Dawson is in many ways similar 
clinical features; there arc the same involuntary jerking movements, progressivi 
mentia, rapidly fatal course and decorticate posture before death, and the fin 
in the cerebrospinal fluid also resemble those in the encephalitis described b} 
Bogaert. 

PARKINSONISM 
Postencephalitic Parkinsonism 

These rare cases are unlikely to come the way of the psychiatrist in the acute J 
which is characterized by the triad of somnolence, often accompanied by reversal c 
sleep rhythm, delirium and the neurological signs of involvement of the mid-brain, su 
an ophthalmoplegia. 

In about a quarter of the cases complete recovery occurs; in the remainder, ch 
disabilities may develop in one of a number of different ways. The patient may b 
with disabling sequelae in the form of rigidity, slowness or tics, which are grad 
aggravated in the course of years and develop into the full picture of postenceph 
Parkinsonism. In some patients a clear interval of a year or so may be followed by a nu 
of relapses with Parkinsonism as the end-result. Alternatively there may be a 1 
interval of five to as long as twenty-five years before the symptoms of the chronic 
make their appearance. In many cases of chronic encephalitis lethargica no history < 
acute illness is forthcoming and it seems that the most severe sequelae may occur 
the mildest of initial infections. The causal organism is probably active in the brain i 
chronic stage. 

The chronic condition presents a typical picture. The patient’s face acquires a moui 
immobile staring expression, the lower jaw drooping and saliva dribbling out of the c( 
of his mouth. There is a marked poverty of motor activity; associated movements 
walking disappear and when seated the patient remains rigidly confined in one positic 
forcible effort of will has to be made to start any movement, but once initiated it tends to 
tinue outside his control. In walking this gives rise to the phenomena of propulsior 
retropulsion. It is as if spontaneous, secondarily automatized, behaviour of the body 
suspended, to be replaced by a rigid, will-directed, self-conscious and caricatured versi 
it. The rigidity is of the extra-pyramidal cogv^heel or lead-pipe kind. There is weal 
and slowness of movement which affects the small muscles with particular severit; 
produce micrographia and slurring monotony of speech. In addition to the pill-rc 
tremor there may be choreiform and myoclonic movements or multiple tics affecting 
face. Respiration is generally increased in rate and the rhythm is disorganized, with i 
vals of stereotyped sighing and yawning. Hypothalamic involvement may give ris 
obesity, impotence, attacks of flushing and polyuria. 

It seems likely that the concept of ‘critical periods’ has some application in regai 
the form taken by the sequelae of an attack of acute encephalitis lethargica. If the : 
illness occurs in the first years of life, mental defect is likely to ensue. In childhooc 
grosser psychopathic disturbances are likely to result, whereas in adults the illness is I 
to have neurological sequelae only. 

The ocular factors seen in the acute stage often persist and in many cases ocido, 
crises develop. In these the eyes and often the head are deviated upwards and 
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maintained in this position for seconds, minutes or even hours. Less frequently the 
eyes are deviated laterally, obliquely or even downwards. Eyelid flutter on attempted eye 
movements and blepharospasm are not infrequently associated with oculogyric crises. 
Emotional factors play an important part in precipitation of the condition and an 
attack in a single patient may serve to initiate spasms in a whole ward of post- 
encephalitics. 

The element ol compuhion present in such phenomena and in the disorders of movement 
is also to be found in many of the psychological features of the illness. Many of the mental 
symptoms occur in intimate association with the spasms, involuntary movements or tics. 
Most commonly it is the oculogyric crises which are associated with some incessantly 
reiterated word or thought, some grotesque obscenity or meaningless sequence of words or 
syllables. The patient may feel himself compelled to sing or whistle some melody, contrast 
opposites or add up figures in endless succession. He may be seized with a terror-stricken 
doubt that he cannot resolve. Of rarer occurrence arc ideas of an overtly paranoid kind, and 
hallucinations. 

Compulsive movements may occur in association with myoclonic or tic-hke 
symptoms, or independently. Other examples of similar phenomena are a tendency to 
perseverate with the terminal syllable of a word (palUlalia) or the end-fragment of a gesture 
or movement. Some patients feel an irresistible compulsion to echo what is said to them or 
to describe what they see. All these compulsive phenomena seem to be intimately associated. 
The impairment of volitional control manifest in the involuntary movements, and the 
rigidity that shackles the patient, seem to find expression in the obsessive-compulsive 
symptoms. This close association between the compulsive features in thought and motor 
behaviour and their derivation from regions in the upper brain-stem and hypothalamus 
is of great interest for the theory of compulsive symptoms. 

We have seen many patients who bore their severe disabilities with surprising fortitude. 
Nevertheless, the organic lesions and the hopeless character of a patient's disability may 
have serious effects on his personality . His life becomes egocentrically restricted, his emotions 
dilapidated, monotonous and stereotyped. Although he may look alert and intelligent 
the patient’s thoughts are generally repetitive, circular and narrowly confined, often 
to a hypochondriacal self-scrutiny. He lives from day to day in a small world bounded by 
the individuals who are the objects of his importunate and demanding behaviour. Insight 
into these changes may be extraordinarily shallow in spite of the lack of evidence of intel- 
lectual deterioration on formal tests in most cases. Many patients are plunged into despair 
by the defeat of their hopes, the disfigurement wrought by the disease, the emptiness and 
sterility \'hich afflict their minds. Depression is relatively common, and successful suicide 
has been frequently recorded (Hams and Cooper, 1937). It is therefore important to keep 
an eye open for the development of a depressive symptom-complex. This is seldom wholly 
to be accounted for in terms of reaction to disability, and may respond favourably to treat- 
ment by induced convulsions or antidepressant drugs. 

In distinguishing post-encephalitic Parkinsonism from paralysis agitans there is the 
earlier onset of the former with an occasional history of an acute illness with somnolence 
and double vision. Rigidity is often present without tremor in the post-encephalitic type. 
Ocular signs and particularly oculogyric crises, sialorrhoea and grotesque disturbances of 
posture are virtually diagnostic of the post-encephalitic variety of Parkinsonism. Personality 
change and compulsive features are much more common following encephalitis, and the 
condition progresses with greater rapidity. 
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Paralysis Agitans 

Tn this condition personality changes are less prominent than following encepf 
Icthargica, possibly because the disease supervenes in patients who are older and 
therefore had the advantage of an integrated pattern of behaviour for a much longer p 
than in the case of encephalitic Parkinsonism. While tremor is more common, othe 
voluntary movements such as facial tics, myoclonus and bradykinesia arc far less 
observed whilst oculogyric crises never occur ; the obsessive-compulsive symptoms are 
wise less frequent. The genciical and psychiatric aspects of the condition were studie 
Mjones (1949). The genetical findings are compatible with inheritance through a domi 
autosomal gene of approximately 60 per cent, penetrance. In Mjones’s cases about 4c 
cent, of affected individuals had mental symptoms. He could find no evidence for the 
often expressed that previous to the onset of the physical symptoms there are ce 
consistent personality traits in those who suffer from paralysis agitans, namely inflexib 
mcticulousness, emotional rigidity and immaturity. During the illness the psychi 
complications may be subdivided into three groups of symptoms, the first two t 
combined in varying degrees in different cases and the third developing in a small pro 
tion of cases in the terminal stages of the illness: (i) The general personality changei 
similar to those seen in adult cases of post-encephalitic Parkinsonism. The patient becc 
egocentric, exacting and hypochrondriacal; he complains a great deal in a querul 
demanding manner, and is depressed by his affliction ; (2) A variable amount of intellec 
change of organic type may be present. Thought is retarded, memory for recent ev 
impaired; there is a lack of concentration, and ready fatigue. The changes in emotion 
behaviour are aggravated by the advent of these organic features; (3) Senile demc 
proper has for long been regarded as a relatively common complication of paralysis agil 
The incidence in the material studied by Mjones was in fact rather greater than that in 
normal population but the numbers were too small for any definite conclusion tc 
drawn. 

Treatment 

In the chronic stage the patient should be helped to lead as active a life as possibi 
means of physiotherapy. In early cases, a course of retraining may help him. to occ 
himself and even partly to earn his living for a time. The rigidity is helped by drugs oj 
belladonna group, the most effective being tincture of stramonium, given in doses 
10-90 minims (0-5-5 ^il.) three times a day, the doses being gradudly increased 
maintained at a level just short of the stage at which difficulty in accommodation is exp 
enced. Side-effects such as dryness in the mouth may be counteracted by pilocarj 
gr. 1/12 (5 mg.) twice daily, while dexamphetamine 5-10 mg. in the morning and at noo 
of help to come cases in overcoming slowness, inertia, depression and the oculogyric cri 
The synthetic drugs benzhexol (Artane) and ethopropazine (Lysivane) are being foi 
helpful; the former is administered in a dose of 2 mg. on the first day and this can 
gradually increased to a total of 5 mg. three times daily, while the latter is given in d( 
which gradually increase from 50 mg. to 400 mg. daily. Artane (benzhexol) is the n 
consistently helpful drug of the new preparations. Its therapeutic effects are improved 
the simultaneous administration of antihistaminic drugs, but it is advisable to giv 
stimulating substance such as phenindamine tartrate (Thephorin) in the morning : 
noon, and diphenhydramine hydrochloride (Benadryl) 50 mg. at night. When the s5TOptc 
of a typical depressive illness occur after encephalitis lethargica, the condition of 
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responds quite dramatically to convulsant therapy, although it may be partly reactive to 
the disabilities imposed by the organic illness. The more depth there is to the depression 
and the more typical the depressive and hypochondriacal ideation, the greater the likelihood 
of improvement. 

Important advances have been made in recent years in the surgical treatment of 
Parkinsonism. With the aid of stereotactic apparatus, a limited and precisely placed lesion 
can be made in the basal ganglia by electrical coagulation. In successful cases, tremor 
and rigidity may be abolished or mitigated on the side opposite the lesion. Serious complica- 
tions are relatively rare, and the mortality is less than 3-4 per cent, in modern series. The 
operation is particularly suitable for unilateral cases. Evidence of cerebral arteriosclerosis, 
hypertension, generalised ill health, intellectual deterioration or other evidence that the 
reserve capacity of the brain has been encroached upon by structural disease, are strong 
contraindications to operation. General vigour and intellectual preservation are more 
important than chronological age in deciding the result of surgery. Young subjects ■udth 
rapidly progressive disease are unsuitable. 

In i960 Ehringer and Hornykiewicz made the interesting observation that there was 
a marked reduction in the concentration of dopamine in the globus palHdus and striatum 
of patients suffering from Parkinsonism. This has stimulated therapeutic trials with methyl- 
dopa in Parkinsonism and favourable results have been claimed in some preliminary 
observ'ations by Marsh, Schnieden and Marshall (1963) who reported improvement in 
tremor following treatment with doses of i-i*5g. daily. There are, however, conflicting 
obscr.'atiQns and further studies are in progress. 

HEPATO-LENTICULAR DEGENERATION (WILSON^S DISEASE) 
This condition is due to the presence in duplex state of a recessive gene causing an 
abnormality of copper metabolism. Normal production of coeruloplasmin, the copper- 
carrying protein of the blood, is defective ; copper, circulating in the serum in a more loosely 
bound state, is rapidly eliminated by being laid down in the tissues. The tissues in which 
this occurs are, most importantly, the liver, the basal ganglia and the periphery of the 
cornea. The disease caused by degeneration of the corpus striatum and associated with 
a cirrhosis of the liver, begins between the ages of five and twenty-five, and is characterized 
by tremor in association with bizarre athetoid and spasmodic movements or a torsion 
dystonia. Bulbar symptoms occur early; rigidity is a later development. The patient 
has difficulty in swallowing, and speech becomes unintelligible. Irritability, explosive 
behaviour and spasmodic laughter and crying occur, and there is a progressive organic 
dementia in the great majority of cases. The diagnosis is suggested by the familial nature 
of the disorder, the presence in some cases of signs of liver disease (although these may 
be trivial), and in a small proportion, the identification of the Kayser-FIeischer ring a 
zone of coloured brown pigmentation in the outer extremity of the cornea. Treatment 
of the condition, which is moderately successful if begun early and may hold progression 
of the disease at bay for years, consists in mobilizing the deposited copper from the tissues 
by administration of penicillamine or dimercaprol (B.A.L.). 

SYPHILIS OF THE CENTRAL NERVOUS SYSTEM 
Half a centur>’ ago general paralysis of the insane constituted a high proportion of 
mental hospital admissions and accounted for an appreciable part of the chronic population 
of such institutions. However, with the development of increasingly effective methods of 
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treatment, cerebral syphilitic infection is becoming relatively rare. Yet the study o 
of the central nervous system remains of great scientific interest for the light it tl 
the nature of the relationship between cerebral and mental disease. 

Psychological Reactions to Infection 

When a patient becomes aware that he has been infected with syphilis, he maj 
an intense depression of a reactive kind. In rare instances there may be severe fe 
guilt and unworthiness, and nihilistic paranoid and hypochondriacal delusions s 
those of an endogenous depression. 

In our civilization Icnowledge that the infection has been contracted is always 
trauma because of the social stigma that attaches to the disease and the widesprea 
ance as to the effects of the illness and the chances of recovery with treatment, 
need careful handling, and often help, in order to overcome a crisis in their marital i 
which may prove disastrous both for themselves and their families. It is therefore ir 
to have psychiatric advice readily available at venereal disease clinics; and the 
advantage in having a psychiatrist permanently attached to the clinic in order to ensi 
tinuity of psychiatric treatment for tliose cases that require it. The services of 
worker are invaluable in negotiating the difficult and delicate social situation that 
produced. A clear statement as to the nature of the illness, the plan of treatment, tl 
hood of cure and the possibility of after-effects helps the patient to adjust to the s 
The handling the patient receives after he has become infected often decides the e: 
ment or prevention of a lifelong neurotic disability. 

Mental Changes in the Primary and Secondary Stages 

Even before the appearance of the primary sore, spirochaetes may reach the 
system and lymphocytosis and some increase of pressure may be found in the cereb 
fluid in a small proportion of cases. It may be for this reason that the condition wi 
been called ‘syphilitic neiirasthejiia' sometimes occurs at this stage. The patient co 
of headache and difficulty in concentration, tires very easily and shows marked irri 
There is a general malaise, with vague bodily discomfort, possibly pains in the lim 
stipation and a sense of fullness in the abdomen. These symptoms improve wi 
syphilitic treatment. A similar picture may be observed in the secondary stage. H 
in some cases an acute febrile illness, with somnolence and delirium, may make 
pearance at this stage and in rare cases it evolves into a fulminating and fatal m 
encephalitis. Lumbar puncture will always reveal the diagnosis. The fluid is under ir 
pressure and there is an increase in cells and of the globulin; the Wassermann res 
negative in the fluid but positive in the blood of an untreated patient. With early tr* 
complete recovery is obtained. 

It is important to remember, however, that in the early stages neurosyphilis 
asymptomatic. In the past the frequency with which the nervous system was affec 
probably under-estimated, but since routine cerebrospinal fluid examinations ha' 
carried out, neurosyphilis is known to supervene in a much higher proportion than 
per cent, of patients formerly quoted. Underlying this asymptomatic vifection there : 
ably a mild degree of leptomeningitis. In the ‘early asymptomatic neurosyphilis’ 
Hahn and Clark (1946) found within two years of the primary infection, the Wass 
reaction in the blood is positive, in the cerebrospinal fluid it may be either neg; 
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positive; there is an increase of protein and cells, and the Lange curve is luetic, men^ptic 
or, rarely, paretic in type. This condition generally responds to peiucilliir treatment. Where 
it resists treatment or is discovered more than two years after infection, the danger of 
general paralysis is considerably greater. TTierc is some evidence that an unusually tenacious 
or resistant meningeal infection is a pre-paretic condition. 


Meningo-Vascular Syphilis 

The symptoms of this stage of the disease appear within a few months to a year of in- 
fection but may be delayed for as long as five years. Tht pathological changes underlying the 
condition are those of a chronic syphilitic meningitis, endarteritis and periarteritis. The organ- 
ism and the toxins it produces attack the large and small cerebral and meningeal vessels to 
produce an infiltration of the adventitial and middle coats and hypertrophy of the intimal 
layer. The lumina of the vessels may become obliterated by intimal proliferation, or by 
thrombi. Occlusion of large vessels in this way will produce areas of cerebral soften- 
ing. Surrounding the vessels there is an area of infiltration with lymphocytes, plasma cells 
and fibroblasts. As a result of these inflammatory changes in the meninges and the oblitera- 
tion of meningeal vessels, areas of syphilitic necrosis surrounded by a zone of fibroblastic 
proliferation are produced. These are Xhtgummata of the tertiary phase and they may be of 
variable size. Areas of inflammation extend from the meninges to the brain, and multiple 
small cerebral gummata are relatively common. They are rarely large enough to produce 
pressure effects like those of a tumour. The lesions in the meninges, vessels and brain are 
usually all present in varying degrees; but one type of change may be predominant. 

CLINICAL PICTURE. The disease generally develops with rapidity, and mental ab- 
normalities are frequently prominent. After a period of general malaise, headache, fatigue, 
and disturbed nights, the patient becomes slow and forgetful, and loses his grip on his 
work. His thoughts become retarded, he is inclined to grow careless over detail, and his 
concentration fails. The patient often has a considerable measure of insight into the 
impairment of his capacities, and the tension, anxiety and uncertainty in behaviour which 
are to some extent secondary may lead to a diagnosis of anxiety state. He may on the 
other hand be complacently devoid of insight and offer foolish and irrelevant explanations for 
his deficiencies. 

As the disorder develops, episodes of clouded consciousness and delirium may super- 
vene, and attacks of acute manic excitement occur in some cases, probably for the most part 
m predisposed individuals. Associated vdth these mental changes there are physical signs 
which vary according to the distribution of the lesions. The pupils may be abnormal 
usually showing a failure to react to light, and they arc generally unequal, but the ‘pin-points’ 
of the typical Argyll Robertson pupil are less common than in tabes. Oculomotor paralysis is 
commonly associated. Facial weakness and palsy of other cranial nerves are more uncom- 
mon. Papilloedema is rare, but visual impairment with field defects of a homonymous or 
bi-temporal kind may occur from involvement of the chiasma by basal meningitis. When the 
convexity of the brain is affected, Jacksonian seizures or generalized fits, hem**'legia, mono- 
plegia, aphasia, aprxxia and other signs of local cerebral involvement »re generally found. 
Con^-ulsions may leave behind a residual hemiplegia or an aggrava ‘on of pre-existing 
physical signs. In cases that have suffered a partial hemiplegia on both sides, pseudobulbar 
palsy with ‘emotional incontinence’ will be encountered. 
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A characteristic feature is that both tlie mental changes and neurological symptoms in the 
early stages of the disease show marked and uncx'pccicd fltictuations in severity in a way that 
mimics the clinical picture of chronic subdural haematoma. The disease can manifest 
itself in such an infinite variety of ways, ranging from some slight pupillary abnormality on 
the one hand to diffuse cortical symptoms with dementia on the other, that in differential 
diagnosis the whole field of neuropsychiatry would need to be considered if it were not for 
the fact that the cerebrospinal fluid is nearly always diagnostic. The pressure is usually nor- 
mal, but may be inereased; the Wascermann reaction is generally positive in the blood and 
also as a rule in tlie cerebrospinal fluid, although it may be negative in predominantly vas- 
cular cases ; there is a cellular reaction of 30-150 cells per cubic millimetre, mostly of mono- 
nuclear leucocytes ; the protein is increased and the globulin fraction likewise, Lange’s test 
yields cither a luetic or paretic curve. If the latter is the case, the problem of differentiation 
from general paralysis arises. It is important to make this differentiation because where the 
disease is meningo-vascular the prognosis is far better. In meningo-vascular syphilis the inter- 
val since infection is much shorter, the condition develops more acutely, the patient generally 
has more insight, and his personality as a whole is more often preserved; tremor is uncom- 
mon and neurological signs indicative of focal cortical lesions are much more often present. 

Parenchymatous Syphilis 

Though meningo-vascular and parenchymatous syphilis are rarely seen in pure form the 
distinction between them is valid and valuable. Many attempts have been made to explain 
the specific localization of the spirochaetal infection in tabes and general paralysis. It has 
been suggested that this is due to infection by a neurotropic strain of the spirochaete. A 
certain amount of evidence does in fact point in this direction. It is common to find in 
tabetics and general paralytics that the primary, secondary and tertiary manifestations of the 
disease are either trivial or absent. Moreover, many examples of conjugal parenchymatous 
syphilis are on record, and the children of general paralytics frequently manifest an infection 
which is confined to the central nervous system. It has also been observed at times that 
several cases of general paralysis have originated from a single source. However, in the case 
of certain primitive peoples said to be free from parenchymatous syphilis it has been found 
that the Europeans they infected were by no means exempt from tabes or general paresis, 
and this rather invalidates the theory of a neurotropic strain. Moreover, conjugal infection 
does not by any means always result in a similar kind of disease. Finally, somatic syphilitic 
lesions, though rarely diffuse in general paresis, are not uncommon; syphilitic aortitis is 
found in the majority of patients at autopsy, while arteritis of vessels and s5q)hilitic fibrosis 
of internal organs is sometimes seen. On the whole, the evidence would appear to be 
against the view that a specific strain is responsible for the features of parenchymatous 
syphilis. 

To test the theory that intensive treatment with mercury and arsenicals has changed 
the symptoms of syphilis and contributed to the apparent increase in ‘metalues’ of the 
central nervous system, a Russo-German expedition went in 1928, to the Buijato-Mongolian 
Republic in Central Asia. Among the inhabitants syphilis was endemic, 25 to 50 per cent- 
of the population being affected. The members of the expedition examined 475 serologically 
positive patients and found 42 cases of general paresis and tabes, i.e. 8.9 per cent. Yet, no 
treatment by the drugs indicated was in use among the natives (Beringer, 1934). 

The distinction between tabes and general paralysis, on the one hand, and meningo- 
vascular syphilis on the other, is probably explained by tlie theory of McIntosh and Fildes 
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(1914-15). It is suggested that in the latter the neurones suffer secondarily, the primary 
infection being in mesodermal tissues, particularly the blood-vessels. In tabes and paresis, 
on the other hand, the spirochaetes traverse the blood-vessels and attack neurones directly. 

GENERAL PARALYSIS. The principal features of this condition were recognized 
towards the end of the eighteenth century, and its relationship \vith syphilis was the 
subject of embittered controversy until the discovery of the Wassermann test early in the 
twentieth century. Even then the relationship bettoeen infection and mental disorder re- 
mained obscure until Noguchi demonstrated the presence of spirochaetes in the brain in 
1911. 

PATHOLOGY. Post mortem in an advanced case the meninges are found to be thickened 
and adherent to the brain to such an extent that any attempt to separate them leads to tearing 
of the subjacent cortex. The brain is very shrunken, the gyri reduced in size and the sulci ^vide, 
the changes being specially marked in the frontal, temporal and parietal regions. The ventricu- 
lar surfaces are sprinkled with minute, whitishgranulations. Microscopically, the pia arachnoid 
is found to be diffusely infiltrated with leucoqrtes and plasma cells, and the cortex is so 
disorganized that the different laminae are no longer recognizable. In many areas the cells 
have disappeared or are in various stages of degeneration. There is a gross microglial proli- 
feration forming a dense feltwork immediately below the meninges. A similar neuroglial 
feltwork may be seen subjacent to the ventricular ependyma. There is a vast increase in the 
number of microglia cells which are also enlarged in size and may be seen sometimes ar- 
ranged in rows of ‘rod cells’ at right-angles to the cortex. Turnbull-blue preparations show 
iron-containing pigments deposited in the bodies of these cells, as also in the walls of cor- 
tical vessels. Lymphocytes and plasma cells pack the perivascular spaces in addition to in- 
filtrating the meninges. The presence of spirochaetes can be demonstrated in the brain. 

CLINICAL PICTURE OF THE ADULT FORM. A period of five to twenty-five years elapses between 
the primary infection and the appearance of the first symptoms of general paralysis; the 
usual mterval is ten to twelve years. The disease generally commences between the ages of 
thirty and fifty. It is two to three times more common in men than in women, and in women 
it tends to appear later in Hie than in men. A carefully-taken history mil frequently reveaf 
tlxat for some time the patient has had a number of ill-defined symptoms such as head- 
ache, giddiness, insomnia, restlessness and weakened drive and vitality. By the time the 
patient comes under observation the picture is usually that of a chronic psycho-organic 
syndrome which has been in progress for a period of months and often has certain suggestive 
features. Temperamental and personality changes, of a type associated with lesions of the 
frontal lobe, often occur early, even before any intellectual change. The patient’s memory 
for recent events is impaired first, and his thought becomes retarded and laboured. He hS 
great difficulty in grasping a situation, and in discussion he drifts around the point with 
vague irrelevancies. His behaviour at work becomes disorganized and unpredictable. He is 
late for appointments, turns up at the wong place, gives mutually contradictory orders. This 
stage develops episodically into one of clouded consciousness in which he may lose his wav 
in a familiar district, wander into the street widiout his clothes on, or find his way into a 
lavatory for the opposite sex. In more rapidly evolving cases an acute delirious eoisode 
ushe- •* '4: ■ ' ' ' ! ■ • . , 
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nnd refined individual may be observed to eat his meals in a gluttonous and revolting manner; 
his personal appearance becomes slovenly; he is rude and obscene at his home and in the 
presence of his friends, and brutal to subordinates. A v^^ell-known lawyer, asked to propose a 
toast at a dinner, regaled the assembled company with a recital of bawdy songs. A surgeon 
began an operation for appendicitis by making an incision from the interclavicular notch 
to the symphysis pubis, having in a dazed and vacant state assumed that he had come to do 
a post-mortem. A politician, seated on the platform at the annual congress of his party, 
was observed to pick his nose assiduously throughout the proceedings. 

The cffacemcnt of the moral and spiritual components of behaviour and the commission 
of serious errors of judgement may occur before any serious intellectual deterioration, in a 
strict sense, has occurred. This therefore is a dementing process in which dilapidation of 
emotion and social misdemeanour may be the precursors of the later disorganization of in- 
tellect. It is all the more important to remember this because in the regular routine of his 
life a patient with established disease may continue for a considerable time without drawing 
attention to himself, although a sudden change of environment may serve dramatically to 
reveal the inroads made by the disease. A school-teacher who had been observed to grow 
‘anxious, depressed and a little forgetful’ was sent for a three weeks’ holiday by himself in 
France, which he was visiting for the first time in his life. There he contracted a bigamous 
marriage, ordered three motor-cars, and was finally arrested after a particularly brutal 
assault on a man in a night club. He was by then incoherent in thought and the nature of his 
mental illness was obvious. 

Affectively, the patient is not moved either by the good or ill fortunes or even the death of 
those nearest and formerly dearest to him. The response to all situations is a vacant, stupe- 
fied equanimity, perhaps enlivened in the company of others by a childish and fatuous 
elation. A simple or euphoric dementia is the picture in about two-thirds of cases. Super- 
imposed upon it in a proportion of patients is an attitude of expansiveness in a setting of 
generous and condescending good humour. The patient boasts a state of superhuman 
physical fitness, his athletic feats are likely to break world records, his wealth is reckoned in 
millions, his estates limitless ; his intellectual prowess is the envy of Einstein, his imaginative 
and artistic gifts are beyond description, while Casanova’s memoirs are likely to become for- 
gotten when his ovm amorous adventures have been recorded. This picture is not generally 
associated with an affect of true manic elation; the playfulness of the ordinary manic and 
the infectiousness of his mood are often lacking. The expansive paralytic is childish and 
naive, and his behaviour has a more pathological flavour than the grandiosity of the manic. 
A typically manic picture is relatively rare, but depression is more common. The nihilistic 
and hypochondriacal delusions in the depressive form may be of the most grotesque kind, 
although perhaps what makes them so noteworthy is the fact that they are seen in a setting of 
disproportionately shallow disturbance of mood. Moreover, some degree of dementia is 
present in most cases, and the paralytic patient is far more suggestible than the depressive 
and more easily distracted from his gloomy preoccupations. However, a typical depressive 
picture may occur. 

In xkic. paraphrenic form of the disorder, grandiose ideas of boundless power and w^ealth 
are associated with delusions of persecution, and hallucinations. The patient may consider 
himself pursued by the agents of foreign powers or by the representatives of Jews and Free- 
masons who are plotting to deprive and rob him. He feels himself under the influence of 
electrical machines, the rays of which are directed upon him. His movements are hampered, 
the voices of his persecutors upbraid him in profane and obscene language and threaten 
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him with violence. While certain themes are consistently discernible, the paranoid ideas are 
rarely well systematized, and the patient shows less affective reaction and distress than does 
the ordinary paraphrenic. 

Presentation with an acute onset was commonly seen when the disease itself was 
common— an apparently typical depression, or hypomania, or perhaps an acute delirium. 
These states responded rapidly to treatment, and Ae degree of recovery eventually attained 
was often very satisfactory. Presentation as a Korsakov state may also occur. 

By the time the patient’s mental abnormalities have drawn attention to his illness, the 
clinical signs are usually unequivocal. It will be found in the majority of cases that he is 
poorly orientated and that his memory for recent events in particular is grossly impaired. 
If asked to sign a form his writing sprawls across the page, words and letters are omitted 
and misspelt. He is quite incapable of making simple calculations and will dismiss his failure 
with a childish evasion. Physically, he will be found to be in poor health, with a flabby 
musculature and a slouching gait. There is a characteristic coarse tremor of the face, lips 
and tongue. If asked to pronounce words such as ‘Methodist Episcopal, Royal Irish Con- 
stabular)*, Biblical Criticism’ he shows a gross dysarthria and as he trips over his words the 
tremulousness round his mouth grows worse and radiates to other muscles of the face. 
His movements are clumsy, and in finger-nose and heel-knee tests, considerable incoordi- 
nation will be observed. In rather more than 50 per cent, of cases the pupils are small 
unequal and irregular in outline and fail to react to light although the reaction on accom- 
modation is preserved; the deep reflexes are exaggerated. The plantar responses are 
generally normal at an early stage, but one or both may be equivocal or extensor. The 
patient may come under observation because of an epileptic fit. This is generally a major 
convulsion with loss of consciousness, though psychomotor attacks occur commonly. 
Any variety of aura may be seen in different patients. In other cases, apoplectiform attacks 
are seen early in the disease ; there is sudden loss of consciousness, and focal cortical symp- 
toms such as hemiplegia, apra.\ia or a homonymous hemianopia may remain for a period 
of hours, days or weeks after the seizure. Recovery is usually complete, but a residual 
hemiparesis or dysphasia may remain. 

In taboparesis general paralysis is combined with tabes and sensory changes of the latter 
condition arc present as well as loss of deep reflexes and sphincter disturbances. In the 
Lissauer type of general paralysis the signs and symptoms of severe focal cortical involvement 
present themselves, and aphasia, apraxia or hemiplegia may suggest a space-occupying 
lesion. 


depressive ideas gradually died away to leave the patient in a state of apathy and inertia 
in which his mutterings would dimly recall fragments of his former delusions. His aware- 
ness of his whereabouts grew more and more dim, and ultimately he failed to recognize 
relatives and friends. In the terminal stage, a shrunken and dilapidated shadow of his 
former self, he led a purely vegetative life, punctuated here and there by paroxysms of 
childish rage if crossed in some trivial matter concerning his food or comfort. His gait was 
now slow, laboured, broad-based and slouching. Very soon he had difficulty in getting 
about or even standing without support. At the end, he was bedridden, and it required only a 
sudden movement to fracture his humerus orfemur. Toxaemia from bedsores orahypostatic 
pneumonia finally carried the patient off. However, with the advent of malaria therapy and 
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later of penicillin, this picture is no longer seen, and had become a rarity even by the 
1930S. In the great majority of eases modern treatment arrests the progress of the disorder 
and prevents the pitiful state of physical cnfccbicment that was the lot of most patients in 
the prc-malarial days. 

I’hc cerebrospinal fluid exhibits diagnostic changes. The Wassermann and Kahn 
reactions arc strongly positive both in the blood and cerebrospinal fluid. There is an excess 
of cells of about 10-50 per cu. mm., protein is increased and there is a rise in the 
globulin content of the fluid. Lange’s colloidal gold curve is of the paretic type, e.g. 

5555544332. 

Clinically, the condition may be confused with cerebral tumour, particularly with a 
prefrontal tumour. It may be also difficult to distinguish the condition from cerebral 
arteriosclerosis, prcsenilc dementia and alcoholic deterioration, but the physical signs 
arc usually pathognomonic and the cerebrospinal fluid findings serve to establish the 
diagnosis with certainty. 

It is among the old, however, that the diagnosis is most easily missed ; the condition may 
present as an apparent case of senile dementia. Where a dementing process commences 
relatively early in life in an individual who is physically well preserved, G.P.I. should always 
be borne in mind as a possibility. A detailed physical examination and investigation of the 
cerebrospinal fluid are essential in all such cases if general paralysis in old age is not to be 
overlooked. 

JUVENILE PARENCHYMATOUS SYPHILIS, This represents a very small proportion 
of cases of congenital syphilis, the incidence being reckoned about 4 -i per cent. In juvenile 
paresis symptoms generally commence between the ages of ten and fifteen. The clinical 
picture, while similar in general features to that of the adult variety, differs in the relative 
infrequency of positive symptoms. Thus the expansive, depressive, or the acute delirious 
forms are rare, the picture generally being one of simple dementia which commences in- 
sidiously and progresses slowly. Delusions, if present, are of a childish and naive kind. 
Juvenile tabes starts at a somewhat later age and may not commence until adult life. In 
both juvenile tabes and paralysis, optic atrophy and pupillary abnormalities are frequent, 
but dilatation and fixation are commoner than the Argyll Robertson pupil. 

Prognosis and Treatment of Neuros5rphiIis 

General paralysis may be prevented by the energetic treatment of syphilis in the 
primary stage. Examination of the cerebrospinal fluid should be carried out in every case 
of primary syphilis and treatment continued until all signs of active infection have disap- 
peared, The danger of general paralysis is particularly great where the cerebrospinal fluid 
changes are severe in the early stages of infection or persist longer than two years after it. 
A yearly cerebrospinal fluid examination for five years is indicated in such cases, and any sign 
of recrudescence of activity, such as a rise in cells or protein, should be energetically 
treated. 

The introduction of penicillin has revolutionized the treatment of neurosyphilis. Peni- 
cillin is now the treatment of choice in all kinds of S 3 ^philitic infection of the nervous s3"stem, 
and with minor exceptions there is very little evidence that the addition of other forms of 
treatment improves the outcome. Details of treatment should be sought in neurological 
textbooks. 
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CEREBRAL TUMOUR 
Incidence 

The investigation of Waliher-Buel (1951) has sho^vn that 70 per cent, of cases of cerebral 
tumour show some psychological disturbance. In a considerable proportion of these the dis- 
turbance will be among the early manifestations of the growth. The modem mental hos- 
pital and the clinics it serves arc catering to an increasing extent not only for the serious 
psychotic illnesses but for a representative cross-section of all diseases complicated by 
prominent mental symptoms, and problems such as those presented by tumours are likely 
to appear to an increasing extent in psychiatric practice especially where its scope extends to 
the work of a general hospital. 

Some impression of the frequency with which cerebral tumours occur in medical 
practice may be obtained from autopsy data. Several surveys have reported figures which 
agree fairly well with the incidence of 4-6 per cent, found by Braatelien and Gallavan 
(1950) in their large series of 1,168 consecutive autopsies in a mental hospital. Only 41 of 
the 54 tumours found were judged by these authors to have been of sufficient size to play 
a part in deciding the clinical picture. It is instructive to note that in 22 cases the growth 
had been unsuspected; senile and arteriosclerotic psychosis accounted for more than half 
the erroneous diagnoses. 

Since the different hinds of tumour vary in their tendency to produce mental symptoms, 
some knowledge of their relative frequency is of importance for the psychiatrist. Gliomata 
have been found the commonest form of tumour in most surveys, accounting for 40-50 per 
cent, of the total. By far the commonest type of glioma is the spongioblastoma multiforme 
which by itself accounts for some 20-25 per cent, of growths. Meningiomas, making up 
20-25 P®*" ®®nt., are reported next in frequency. Metastatic, pituitary, acoustic, congenital 
(craniopharj'ngiomas), granulomatous (gumma and tuberculoma), and blood-vessel tumours 
are rather less common (Walshc, 1931; Cushing, 1932; Cox, 1934; Symonds and Cairns 
1950); in most of the more recent surveys metastases have proved to be the most frequentlv 
occurring growths in this latter group. Sur\-eys in the U.S.A. suggest that pituitary tumours 
are more common there than in this country. 

In Cushing’s classical sur\’ey (1932), two-thirds of cerebral tumours occurred between 
the ages of twenty and fifty, and incidence reached a peak between forty and fifty. In adult 
life most tumours are found above the tentorium, in children below it. There is a sliehtlv 
higher incidence in males, which is in contrast to the greater tendency for women in general 
to develop growths. The commonest sites for growth would appear to be frontal, cerebellar 
temporal, parietal, and pituitary, approximately in that order. ’ 

There are certain points of psychiatric significance which require to be made with re- 
spect to these data. It will be seen that two of the three commonest sites for tumours in 
general, the frontal and temporal lobes, are relatively silent areas, in which invasion by 
tumour may be expected to result in focal signs at a late stage; psychological anomalies and 
the symptoms and signs of increased intracranial pressure are likely to precede neurological 
focal signs by a considerable interval of lime. Spongioblastoma multiforme, the commonest 
cerebral neoplasm, tends to occupy a frontal site and is especially prone to present with 
signs of intellectual deterioration and personality change. Again, meningioma, which is 
the second commonest kind of tumour, compresses the brain without invading U, so that 
focal signs, except in the case of supraselbr and sphenoidal tumours, are likely to be late 
in appearing, trivial, or absent. The patient here, too, will often present with a history 
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of personality change, epileptic fits, or episodes of clouding of consciousness and symptoms 
due to raised intracranial pressure before he reports the efl^ects of focal interference. 

General Features 

Tlic psychological changes produced by cerebral tumours are of two kinds ; those oc- 
curring with tumours in general, and those produced by focal invasion of the brain. The 
former will normally be found in association with the somatic symptoms and signs of raised 
iuiracrauial tension, such as headache, vomiting, epileptic fits and papilloedema. 

SOMATIC SYMPTOMS. The headache is paroxysmal and has a typically ‘bursting’ 
character. It tends to appear on awakening in the morning, but gradually extends in duration 
to last for an increasing period during the day. It tends to be intensified by straining, cough- 
ing or any muscular effort, and is usually relieved somewhat by lying down. It may be 
associated with tenderness of the scalp and of the cervical spine. Occasionally, when oc- 
curring more consistently in one part of the head, it points to the localization of the growth. 

Vomiting is again prone to occur in the early morning, especially when the headache is 
at its height and may have an abrupt explosive character. Nausea may be absent, but more 
usually it is very much in evidence. Epilepsy tends to occur in about one-third of cases of 
tumour, and is often the earliest symptom in the two commonest varieties — glioblastoma 
and meningioma. If the aura points to some locality in the brain, or if there is a Jacksonian 
spread of epileptic disturbance in the initial phases of the fit, the possibility of an under- 
lying organic lesion should be fully investigated. The later in life epilepsy appears, the more 
likely it is that it is symptomatic (see Chapter VIII, p, 450); after the age of forty a con- 
siderable proportion of such epilepsies of late onset are due to cerebral tumour. 

Papilloedema is commonest in tumours so placed that they obstruct the free flow of 
cerebrospinal fluid from the ventricles to subarachnoid space, i.e. those of the cerebellum, 
mid-brain and third and fourth ventricles. It is rarer in tumours of the pons and the 
pituitary. In tumours of the prefrontal and temporal regions papilloedema may be at an 
early stage the only abnormal physical sign. Patients with a severe degree of papilloedema 
may experience attacks of blindness lasting a few seconds or longer. Other manifestations 
of raised intracranial pressure, seen more rarely, are a feeling of unbalance when stand- 
ing, tenderness over the area of distribution of the fifth nerve, and at an advanced stage, 
paralysis of the sixth cranial nerve, and extensor plantar responses. 

PSYCHOLOGICAL SYMPTOMS. The main types of reaction are clouding of con- 
sciousness, the dysmnesic syndrome, dementia, and, more rarely, a depressive, schizo- 
phrenic or neurotic picture. 

In the large material studied in Bleuler’s clinic (Bleuler, 1951), clouding of conscioimess 
was observed in 37 per cent, of cases. Usually the change is not severe. The patient shows 
deficient grasp, is slow, inert, sleepy and inattentive, his mood is rather facile and he is 
partly disorientated. Rapid fluctuations in this picture are prone to occur, particularly in 
the case of tumours such as the colloid cyst of the third ventricle that are likely to produce 
intermittent hydrocephalus. There may be either rapid recovery to full alertness or a sudden 
change to acute delirium. Sometimes a rapid change for the worse will be due, in a case 
with marked increase in intracranial pressure, to herniation of the uncus of the temporal 
lobe below the tentorium cerebelli; it may then be associated with hypothalamic symp- 
toms such as flushing, hyperpnoea, hyperpyrexia, and fall of blood pressure. There will 
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also be a spastic hemiparesis from compression of the brain-stem against the opposite 
tentorial edge, pupillary changes due to pressure on the third nerve, neck rigidity and a 
rapid descent into coma. 

While it remains true to say that clouding or loss of consciousness may be produced by 
a tumour at any site and is therefore a feature of cerebral tumours in general, the/a//jo^Ay«o- 
logy of this symptom is not certain. Recent ^vork has shown, for example, that tumours in 
the brain-stem and diencephalon may be associated with attacks of clouded consciousness 

, * • • • -•-! excluded as a cause (Jefferson, 

' cases this general symptom is 
* evidence of raised intracranial 
pressure is lacking it should be interpreted as a phenomenon oflocal interference in this region. 

The dysmnesic syndronie has already been described (Ch. VI, p, 349 and Ch. IX, p. 487). 
In Bleuler's material this condition was found in 38 per cent, of cases of cerebral tumour, and 
he has recently re-emphasized the view that it is due to diffuse damage or interference with 
brain function. Admittedly the syndrome is often seen in cases of long-established cerebral 
tumour, but localized lesions near the floor of the third ventricle may sufiice to produce it 
(Camper, 1931; Meyer, 1944; Schiirmann, 1951); so also may bilateral, and rarely even 
unilateral temporal lobe lesions (Scovillc and Milner, 1957; Dimsdale et al, 1963. The 
significance of the dysmncsic syndrome therefore depends upon the presence of other 
evidence of increased intracranial pressure. If this is clearly present the dysmncsic syndrome 
has little localizing significance; if it is absent and the clinical evidence points to a basal or 
temporal lobe neoplasm, the presence of the dysmncsic syndrome confirms it. 

In long-established tumours the patient may appear demented, but a spongioblastoma 
multiforme may produce a picture of dementia even when of short duration. Moreover, even 
meningiomas may cause dementia (Sachs, 1950) and elderly patients with cerebral tumour 
are particularly prone to manifest it. The frequent absence of papilloedema in the old may 
make diagnosis difficult. The possibility of a tumour should always be borne in mind in any 
rapidly developing dementia, particularly if the patient's physical state is strikingly discrepant 
with it. A sustained increase in intracranial pressure tends to lead in young people to 
reversible clouding of consciousness, which on long duration is likely to evolve into coma 
whereas in the middle-aged and old it is a dysmnesic syndrome that tends to result from 
raised pressure, and in the long-standing cases the end-result is dementia (Walther-Buel) 
Depressive, schizophrenic, hysterical and other neurotic states do occur with cerebral 
tumours but they are rare. Bleuler observed them in less than 5 per cent, of his material and 
he found evidence to suggest that most of these patients had a constitutional predisposition 
which was thus merely rendered overt by the tumour. This e.xplanation is not necessarily 
the correct one since there is reason to believe that functional psychoses are particularly 
prone to become manifest in an organic setting when the cerebral disease m question 
pursues a chronic course over a period of years and when cerebral damage is of limited 
extent. These conditions are satisfied in only a small proportion of cases of cerebral tumour 
When depression occurs in a case of cerebral neoplasm, the patient’s complaints of sadness 
or gloom are often in striking contrast with a flat, empty affect that arouses litrie response 
m the observer. Hysterical symiptoms may be florid and unaccountable, occurring in 
lndividuals^\ ho had until recently shownastableadjustment to life, or in middle-aged persons 
for \\ hose breakdown no convincing psychological reasons can be discovered. The neurotic 
illness in those whose life-history fails to throw any light on the cause should always arouse the 
suspicion that some organic disorder such as a cerebral tumour has been overlooked. 
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Diagnosis 

TIic cases of cerebral tumour most likely to present in psychiatric practice are those wi 
relatively few localizing signs or with an atypical mode of evolution or clinical picture. Tj 
psychiatrist is therefore often confronted with a problem of especial difficulty. Yet whi 
a tumour has been overlooked and the case is examined in retrospect the mistake is ofu 
seen to have been an avoidable one. An endogenous depression may have been diagnosed 
a patient whose mood conveyed no positive sadness, only an empty, inert apathy. Or 
neurosis was perhaps found in a patient whose previous adjustment to life made it a rath 
unexpeeted development and the actuating eauses held responsible were inadequate ( 
irrelevant. Careful history-taking will preverit most mistakes of this kind, and a thoroug 
physieal examination in every psyehiatric ease is an essential safeguard. 

The symptoms of raised intracranial pressure must be differentiated from psychoneurot 
symptoms which may mimic them. Headaehe due to raised pressure which has already bee 
deseribed differs from psyehogenic headaehe in that the latter tends to be vertical, is nt 
aggravated by coughing or straining, shows marked variations in severity, and is usual] 
associated with an anxious affect and other signs of neurosis. However, neurosis of lal 
onset, and hysterical symptoms in particular, call for careful exclusion of cerebral diseas 
including tumour. 

Both general paralysis and meningo-vaseular syphilis may mimie a cerebral tumor 
closely, but may usually be distinguished by the presenee of typical pupillary changes, ab 
sence of signs of raised intracranial pressure (except in rare cases of meningo-vascuk 
syphilis), by the positive Wassermann tests in the blood and cerebrospinal fluid, and also b 
changes in cells and the Lange curve which are very rare in tumour. 

Arteriosclerotic psychosis shows a markedlyfluctuating course withamuchslowerevolutio 
of the clinical picture than in tumour of the brain. In its early stages there may be periods c 
complete remission between episodes of mental disturbance which, with rare exception 
such as the third ventricle cyst, are not imitated by neoplasms. The patchy dementia o 
cerebral arteriosclerosis is rare in tumour, and when present, the well-preserved insigln 
typical of the former condition until an advanced stage, will be lacking in most cases. Th 
history, signs and symptoms of focal vascular occlusion may help, and in most cases o 
cerebral arteriosclerosis evidence of raised intracranial pressure will be absent. In th 
malignant form of hypertension, however, there may be papilloedema, severe headache an( 
vomiting, and it may notbepossibletoexcludeaneoplasmuntilofr^fM</zejhavebeen carried out 

Se 7 iile andpresenile dementia usually show a slower and more gradual development thai 
tumour, and evidence of raised intracranial pressure is lacking; but no reliance can bi 
placed on these features alone. In middle or old age a spongioblastoma multiforme or even : 
meningioma (Sachs, 1950) may present with the picture of a progressive dementia, an( 
papilloedema may be late in developing, or absent. A history of dominant inheritance o 
the dementing illness will help in Pick’s disease, and the characteristic blend of parietal lobi 
symptoms in Alzheimer’s. The electroencephalogram in the degenerative disorders wil 
show considerably less abnormality than would be expected of a tumour producing ai 
equivalent degree of dementia and focal features will be lacking. But angiography or ai 
studies will be required to decide the issue in some cases. Intracranial abscess usuallj 
develops acutely, and a primary source of infection is generally present. 

Cerebral tumour or metastasis occasionally presents as a depressive illness particular!} 
when it is in the temporal or frontal lobes. Some organic features are usually present anc 
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general health has often undergone deterioration by the time psychiatric symptoms appear. 
But this is not invariable and special vi^lance should be maintained in depressions that 
develop organic features in the early stages of a course of E.C.T. or relapse rapidly after 
the end of the course despite typical endogenous features in the psychiatric picture. 

A problem of some difficulty may be presented by cases with stupor. It may be very 
difficult to distinguish clinically between a depressive stupor and stupor due to a tumour 
invading the third ventricle, and in these cases the electroencephalogram will be a consider- 
able help, since in the latter it will be grossly deranged, showing high-voltage generalized 
rhythmic slow waves. Catatonic stupor has more specific features such as negativism, 
waxy flexibility, echopraxia, etc., which are rare in diencephalic tumours, but the electro- 
encephalogram will be an additional aid in differentiation. 

Inepilepsyof lateonset a detailed investigation should always be carried out, to exclude the 
possibility of tumour, since a substantial proportion of such cases do in fact have a 
neoplasm. 


Aids to Diagnosis 

Where a suspicion of cerebral tumour has been aroused by the history and e.xamination, 
ancillary methods within the reach of most psychiatric centres will help to decide whether 
or not the patient requires detailed investigation m a neurosurgical unit. X-raj-s of skull and 
chest, and an electroencephalogram, should be done in all cases. Lumbar puncture is more 
rarely required and is contraindicated if a space-occupying lesion is suspected. 

(1) X-RAYS. An ordinary X-ray of the skull may show erosion of bone locally, or in cases 
with chronic rise of intracranial pressure, the generalized patchy rarefaction which has been 
called the beaten copper skull. A tumour in one hemisphere may displace the pineal gland 
towards the opposite side, or erosion of the cHnoid processes may have occurred as a result 
of a pituitary or suprasellar tumour or as a secondary effect of raised intracranial pressure. 
The site of a tumour may be betrayed by the presence of calcification in it. In all middle- 
aged and old patients suspected of cerebral tumour an X-ray of the chest should be done as 
this may reveal a primary growth that has not betrayed its presence by chest symptoms. 
Alternatively an active chest infection may be found which favours a diagnosis of abscess 
rather than tumour. 

(2) THE ELECTROENCEPHALOGRAM. About 70-80 per cent, of tumours produce 
abnormalities in the electroencephalogram. In cases with high intracranial pressure these 
will take the form of high-voltage generalized slow rhythmic waves. When the pressure has 
been reduced by intravenous 50 per cent, sucrose a more focal abnormality may be revealed. 
This generally takes the form of high-voltage irregular slow waves which have a focal source 
over the site of the tumour. In deep tumours the slow waves are of lower voltage without 
superficial focus and often with a frequency of 4-7 waves per second. Secondary tumours 
generally produce a very severe abnormality, often with more than one focus of slow waves. 

(3) THE CEREBROSPINAL FLUID. Where definite evidence for raised intracranial 
pressure has been obtained, or there is strong evidence in favour of a tumour, it is unjusufi- 
able to carry out lumbar puncture. The danger is that the withdrawal of cerebrospinal 
fluid may give rise to a cerebellar or tentorial pressure cone which may occur even when 
t ere is no indication of raised intracranial pressure. This complication frequently proves 
fatal. Lumbar puncture is only justified where there is a strong presumption in favour 
of some other condition such as presenile dementia or arteriosclerotic psychosis, though 
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Diagnosis 

The cases of cerebral tumour most likely to present in psychiatric practice are those wi 
relatively few localizing signs or with an atypical mode of evolution or clinieal picture. Tl 
psychiatrist is therefore often confronted with a problem of especial difficulty. Yet wh( 
a tumour has been overlooked and the case is examined in retrospect the mistake is oft( 
seen to have been an avoidable one. An endogenous depression may have been diagnosed : 
a patient whose mood conveyed no positive sadness, only an empty, inert apathy. Or 
neurosis was perhaps found in a patient whose previous adjustment to life made it a rathi 
unexpected development and the activating causes held responsible were inadequate ( 
irrelevant. Careful history-taking will prevent most mistakes of this kind, and a thoroug 
physical examination in every psychiatric case is an essential safeguard. 

The symptoms of raised intracranial pressure must be differentiated from psychoneurot 
symptoms which may mimic them. Headache due to raised pressure which has already bee 
described differs from psychogenic headache in that the latter tends to be vertical, is nc 
aggravated by coughing or straining, shows marked variations in severity, and is usual] 
associated with an anxious affect and other signs of neurosis. However, neurosis of Ia1 
onset, and hysterical symptoms in particular, call for careful exclusion of cerebral diseas 
including tumour. 

Both general paralysis and meningo-vascular syphilis may mimic a cerebral tumor 
closely, but may usually be distinguished by the presence of typical pupillary changes, ab 
sence of signs of raised intracranial pressure (except in rare cases of meningo-vascula 
syphilis), by the positive Wassermann tests in the blood and cerebrospinal fluid, and also b 
changes in cells and the Lange curve which are very rare in tumour. 

Arteriosclerotic psychosis shows a markedly fluctuating course withamuchslowerevolutio 
of the clinical picture than in tumour of the brain. In its early stages there may be periods c 
complete remission between episodes of mental disturbance which, with rare exception 
such as the third ventricle cyst, are not imitated by neoplasms. The patchy dementia c 
cerebral arteriosclerosis is rare in tumour, and when present, the well-preserved msigh 
typical of the former condition until an advanced stage, will be lacking in most cases. Th 
history, signs and symptoms of focal vascular occlusion may help, and in most cases o 
cerebral arteriosclerosis evidence of raised intracranial pressure will be absent. In th 
malignant form of hypertension, however, there may be papilloedema, severe headache an( 

vomiting,and it maynotbepossibletoexcludeaneoplasmuntilafr^iwiffe^havebeen carried out 

Senile andpresenile dementia usually show a slower and more gradual development thai 
tumour, and evidence of raised intracranial pressure is lacking; but no reliance can b 
placed on these features alone. In middle or old age a spongioblastoma multiforme or even : 
meningioma (Sachs, 1950) may present with the picture of a progressive dementia, anc 
papilloedema may be late in developing, or absent. A history of dominant inheritance 0 
the dementing illness will help in Pick's disease, and the characteristic blend of parietal lob' 
symptoms in Alzheimer’s. The electroencephalogram in the degenerative disorders wil 
show considerably less abnormality than would be expected of a tumour producing ai 
equivalent degree of dementia and focal features will be lacking. But angiography or ai 
studies will be required to decide the issue in some cases. Intracranial abscess usual!] 
develops acutely, and a primary source of infection is generally present. 

Cerebral tumour or metastasis occasionally presents as a depressive illness particular!] 
when it is in the temporal or frontal lobes. Some organic features are usually present anc 
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general health has often undergone deterioration by the time psychiatric symptoms appear. 
But this is not invariable and special vigilance should be maintained in depressions that 
develop organic features in the early stages of a course of E.C.T. or relapse rapidly after 
the end of the course despite typical endogenous features in the psychiatric picture. 

A problem of some difficulty may be presented by cases with stupor. It may be very 
difficult to distinguish clinically between a depressive stupor and stupor due to a tumour 
invading the third ventricle, and in these cases the electroencephalogram will be a consider- 
able help, since in the latter it will be grossly deranged, showing high-voltage generalized 
rhythmic slow waves. Catatonic stupor has more specific features such as negativism, 
waxy flexibility, echopraxia, etc., which are rare in diencephalic tumours, but the electro- 
encephalogram wll be an additional aid in differentiation. 

\mpilepsy0flattQn5et a detailed investigation should always be carried out, to exclude the 
possibilltj’ of tumour, since a substantial proportion of such cases do in fact hav'e a 
neoplasm. 

Aids to Diagnosis 

^\^^ere a suspicion of cerebral tumour has been aroused by the history and examination, 
ancillary methods wthin the reach of most psychiatric centres will help to decide whether 
Or not the patient requires detailed investigation in a neurosurgical unit. X-rays of skull and 
chest, and an electroencephalogram, should be done m all cases. Lumbar puncture is more 
rarely required and is contraindicated if a space-occupying lesion is suspected. 

(1) X-RAYS. An ordinary X-ray of the skull may show erosion of bone locally, or m cases 
vrith chronic rise of intracranial pressure, the generalized patchy rarefaction which has been 
called the healen copper skull. A tumour in one hemisphere may displace the pineal gland 
towards the opposite side, or erosion of the clmoid processes may have occurred as a result 
^ a pituitary or suprasellar tumour or as a secondary effect of raised intracranial pressure. 
The site of a tumour may be betrayed by the presence of calcification in it. In all middle- 
aged and old patients suspeaed of cerebral tumour an X-ray oj the chest should be done as 
mis may reveal a. primary grcnclh that has not betrayed its presence by chest symptoms. 

tematively an active chest infection may be found which favours a diagnosis of abscess 
rather than tumour. 

(2) the ELECTROENCEPHALOGRAM. About 70-80 per cent, of tumours produce 

^ electroencephalogram. In cases wth high intracranial pressure these 
bee ^ high-voltage generalized slow rhythmic waves. When the pressure has 

TK^ intravenous 50 per cent, sucrose a more focal abnormality may be revealed, 

over tskes the form of high-voltage irregular slow waves which have a focal source 
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a remote possibility of tumour exists. It is essential to allow the fluid to escape 
slowly and to remove no more than 2-3 ml. In the presence of a tumour some i 
pressure will generally be found by manometry, and in some cases a rise in protei 
also be present. I'lie cell content of the fluid is usually normal except in cases of ti 
that impinge on the meninges. 

A lumbar or cisternal oir encephalogram involves a quite unjustifiable risk in ho: 
not attached to a neurosurgical unit. The modern techniques of percutaneous angiog 
and ventriculography will establish whether a tumour is present with a high deg 
certainty. Tlic former has, to an increasing extent, replaced air studies in recent ye 

Treatment 

Modern surgery in cerebral tumour carries a mortality of about 10 per cent. In 
cases of meningioma complete removal of the tumour is possible with little or no ce 
damage, and a total recovery may follow. Sometimes the tumour may prove too larg( 
even where wholly removed, recurrences occasionally occur. The removal of gli( 
usually leaves behind severe residual defects except occasionally in prefrontal tui 
where a total excision of one frontal lobe may be possible, which will leave behind lil 
no personality change. Tumours of the brain-stem are not amenable to surgery apart 
decompression. 

Where coma suddenly develops in a case of suspected cerebral tumour it may be r 
sary to bring about dehydration of the brain as an emergency measure. This should be 
by warming a 25 per cent, solution of magnesium sulphate to body temperature and inj< 
8 oz. slowly per rectum. Alternatively, to achieve more speedy dehydration 75-10 
of 50 per cent, sucrose may be injected intravenously. 

No time should be lost when it has been decided that a patient probably has a cej 
tumour. He should be transferred without delay to a unit that can deal with any emerj 
that may develop. 

DISSEMINATED SCLEROSIS 

In this country the condition is one of the commonest organic diseases of the ne 
system, with an mcidence of about 5 per 10,000 persons. It appears to be far 
common in Northern European and in Mediterranean countries and is a rarity in A 
In the U.S.A. the incidence is approximately equal to that in this country. It attacks 
cipally young adults, and there is a slight preponderance of women. There is evident 
a genetic factor makes a contribution to causation in some cases (Curtius, 1933 ; Pratt, i 

It has been claimed that there is a specific t5'-pe of personality which is prone to ac 
the disease, but a careful investigation (Pratt, 1951) has failed to confirm that the pre-m 
personality differs significantly from that of other patients with neurological illness. : 
ever, at the time of onset of the disease changes of behaviour may be evident. The patien 
become moody, restless, demonstrative, and worried about himself. Inextricably enta 
with these mental changes there may well be fugitive physical signs which are likely 
attributed to ‘hysteria’. This is particularly prone to occur because already at tliis stag 
patients may show a tendency to smiling and laughter with excessive facility which ap 
to be inappropriate in the circumstances and may be reminiscent of the ‘belle indiffei 
of hysterics. The patients at this stage, with their ever-changing, ill-defined physical s 
toms and their preoccupation with themselves, are often suggestible, and hypnosis or 
chotherapy may exert a dramatic effect, thus providing a further spurious confirmation 
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diagnosis of ‘hysteria’. Yet in such cases a detailed neurological examination may already 
reveal some pallor of the discs and increase in the deep reflexes. 

The onset of the disease is frequently associated with some minor infection, trauma or 
other illness. Some patients also say that an emotional upset occurred just before the onset 
of the illness, or before an exacerbation of the established state. There appears to be an 
objective basis for these accounts, and the association may be a real one. However, it Is very 
unlikely that such stresses can play more than a subsidiary role. 

Later, the facility of emotion may develop into a characteristic state of euphoria. While 
aware of his illness, the patient will often show an inadequate and shallow emotional 
response to it. This is all the more peculiar in that it may exist even though the patient has 
an astute insight into the nature of the condition. This emotional state may be associated 
with a tendency to over-activity and an unwise expenditure of his diminished physical 
resources. The mood may at times be so elated as to acquire a manic quality. Kraepelin 
suggested that in such cases the organic illness might have released a cyclothymic predis- 
position. The euphoria is by no means invariable; the patient may show instead a deep and 
inconsolable depression with a hostile, irritable and querulous flavour. A more rare pheno- 
menon is the feeling of intense physical well-being which is experienced by some patients — 
the so-called 'eutonia sclerotica'. They may boast of an immense physical energy and vigour 
even though the illness may already be well established. 

As the disease progresses, intellectual changes appear. The patient becomes forgetful, 
particularly for recent events, his concentration fails, he is distractible and complains of a 
diminished capacity to direct his train of thought. In cases of established disease some degree 
of intellectual deterioration is common. But only rarely is this severe; the affective changes 
are generally far more pronounced. The affect of e.xcessive cheerfulness is later complicated 
by attacks of incontinent laughter or weeping. Increasing eroticism and sexual desire may 
develop in a setting of total physical impotence. In patients who are not very demented 
these developments may bring acute distress. In the terminal stages, the intellectual defects 
combined with a shallowness of emotion, in some measure, protect the patient from 
grasping in full the state of physical and mental disintegration to which he has been 
reduced. In rare cases schizophrenic pictures have been described in association with the 
disease. 

Disseminated sclerosis may sometimes take on a very acute form, commencing with fever, 
delirium and the simultaneous appearance of multiple lesions. It is extremely difficult to 
differentiate this condition from acute disseminated encephalomyelitis, and it is probable 
that the two disorders are variants of the same process, the difference being attributable to 
the speed of evolution. 

Disseminated sclerosis may commence late in life and it then frequently heralds the 
onset of a rapidly progressive intellectual decay. There is some evidence to suggest (Einar- 
son et al., 1944) that these conditions are related to Schilder’s disease. 


Diagnosis 

Differentiation from a hysterical state may be difficult in the early stages of the disease 
Careful physical examination is, of course, obligatory, but does not always settle the issue 
Even where the symptoms are highly suggestive one cannot rely on finding definite signs 

of organic disease. '■'’h—? r- r-—.---’ ■ ■ . “ . ' 

tion of an apparent 
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previous development fails to provide any evidence of a neurotic maladjustment, the 
possibility of early disseminated sclerosis is always worth considering. 

There may also be difficulties in differentiating disseminated sclerosis from cerebral 
tumour and from ncurosyphilis. However, the scattered nature of the neurological lesions 
and the history of a fluctuating course with clcar-eut remissions usually serve to establish 
the nature of the condition. These features will also serve to distinguish it from such con- 
ditions as Friedreich’s ataxia, subacute combined degeneration of the cord, and spinal 
tumour. The cerebrospinal fluid may provide some help in diagnosis; the pressure is 
normal and there may be a slight increase in mononuclear cells in rare cases. A paretic 
Lange reaction is seen in about half the patients but the protein is not raised and the 
Wassermann reaction is negative. 


Treatment 

The task of the physician is to keep hope alive and provide moral support in a prolonged 
struggle with an incurable affliction. There is no specific treatment for disseminated sclerosis, 
but the psychological handling of the patients is of the greatest importance. It is a mistake 
to try to fob off the patient with evasive explanations of the condition. There are patients 
who clearly wish to be told the truth and the diagnosis should not then be withheld. Others 
make it equally plain that they wish to cling to illusions and their peace of mind should 
not be disturbed more than is necessary. 

A positive and optimistic attitude is a great help to the patient, provided that no unduly 
extravagant expectations have been aroused. The knowledge that the disease is characterized 
by remissions which may last a considerable time is a source of hope and comfort to patients, 
particularly during the early stages of illness. They are rarely without gratitude for the hopes 
thus sustained even when they are ultimately confounded by a further attack of the illness. 
It is important to help and encourage the patient to organize his life so that it is adjusted to 
his disabilities. A clearly defined routine of activities is probably more important than any 
other factor in keeping patients going in a reasonably happy and contented frame of mind. 
It is unwise to tell the patient that no treatment does any good ; there are few patients who 
can face facts such as these. It is better to administer two or three times a year a course of 
intramuscular vitamins of the B group or a course of liver injections \vithout, however, 
allowing the patient to hope that they will cure him. All heavy exertion should be forbidden, 
but every attempt must be made to keep the patient in productive employment for as long 
as possible. In sedentary workers it is often possible to achieve this with relatively little 
reorganization, during the early stages of illness at any rate. Manual workers will, however, 
need re-education for new occupations. Re-educational exercises may also help many 
patients to cope better with their incoordination. 

It is important to remember the. patient's family, who sometimes endure greater misery 
and hopelessness than the patient himself, especially where it is the breadwinner who is 
stricken by the disease. If the psychological aspects have been well handled and a skilled 
social worker has been employed to attend to the problems of rehabilitation and to the main- 
tenance of morale in the patient’s family, it is astonishing what ingenious and determined 
compensatory efforts may be evoked in some cases. 



CHAPTER X 


AGEING AND THE MENTAL DISEASES OF THE AGED 


INTRODUCTION 

During the past half century the number of persons aged 65 and over in the population of 
Great Britain has almost trebled; they now constitute 12 per cent, of the population, 
numbering six and a half million. It is anticipated that by 1981 those behveen the ages of 
65 and 74 years will increase by one-third and those 75 years and over by more than 40 per 
cent. The ageing of the population in highly industrialized and relatively affluent parts of 
the world creates complex social, economic and medical problems and health and welfare 
services are being compelled to an increasing extent to direct their attention to issues that 
bear some relationship to senescence (Logan, 1965). Among these, mental illness is one of 
the most important, for the probability of developing it increases steeply after middle age. 
This is clearly illustrated by the variation of first admission rates to hospital with age (Fig. 
15). In consequence the percentage of admissions constituted by those aged 65 years and 
over has been rising rapidly in recent years in many countries. As chronic patients of all kinds 
are surviving also for longer periods, the population of mental hospitals is ageing. In 
England and Wales those aged 65 and over make up about 37 per cent, of those resident in 
mental hospitals and residence rates during the past ten years have increased among those 
aged 75 and over although they have fallen in all other age brackets. A similar situation 
prevails in U.S.A. here in 1963, 3oper cent of the population of long-stay mental hospitals 
uere in this age group. Moreover, almost 40 per cent, of the patients in geriatric wards 
show psychiatric symptoms as severe as those of many aged mental hospital patients (Kay 
et al.y 1962). Hence psychiatric disturbances figure prominently in all kinds of institutions 
for the aged and probably constitute thelargestsmgle causeof chronic infirmity insenescence. 
As a number of surveys of the aged in the community at large have shown in recent years 
(sec p. 543) there is a high prevalence of both functional and organic psychiatric disorders 
among elderly people. In Newcastle upon Tyne there w’ere nearly three times as many 
people aged 65 and over with a relatively severe psychiatric illness living in the population 
at large, as there were in all forms of hospital and residential accommodation. 

An important advance in recent years has been the demonstration that many disorders 
formerly attributed to senile degenerative or arteriosclerotic changes in the brain are largely 
or wholly independent of such changes and often make a favourable response to treatment. 
However, the degenerative processes are the underlying causes of the most severely chronic, 
disabling and intractable psychiatric illnesses of the aged, and in more subtle ways they 
lend some colouring to a number of cases of relatively benign character. The relationship 
between somatic and psychiatric disorder is in fact closer in old age than in earlier parts of 
the life-span. Biological, physical and social factors operate respectively as causes, modifying 
influences and as effects of mental disorder in old age. 
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THE PHYSICAL AND BIOLOGICAL ASPECTS OF AGEING 

Ageing is associated with a decline in physical and mental health and vigour wl 
severity and rate of progress is subject to much variation. There is a decline in muse 
strength ; movements arc slowed ; the gait is more halting and the facial expression I 
some of its mobility. As the subcutaneous connective tissue degenerates the skin beco 
wrinkled. Hair grows more sparse and loses its pigment. The acuity of vision and heai 
arc impaired. There is a tendency to a gradual dccalcification of the bones with the result 
the vertebral column tends to develop deformities and stature shortens. 



Fig. 15. First admission rates per 100,000 population at risk by age and sex in England and Wales i' 

(Registrar General, 1964). 


This decline in physiological efficiency is probably related to the decrease in the numt 
of cells or functional units that occurs with advancing age (Shock, 1964). The loss is 
special significance when it affects organs and tissues such as the kidneys, musculature a 
central nervous system which have a finite cell population and which, in the adult, canr 
replace a fall-out by regeneration. 

Changes in the structure and biochemical composition of the brain are of spec 
interest for senescence and the psychiatric disorders related to it. Important enquir; 
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in this field have been conducted by Bfirger (1957), who reported on the findings in a 
total of 2^187 men and 1489 women. The average weight of the brain reached a peak 
bet^veen the ages of 20 and 30 years and thereafter showed a steep decline, the pattern being 
similar in both sexes. At the age of 70 the rate of decline became very steep and at this age 
there were also important changes in biochemical composition, a steep increase in water 
content being accompanied by a parallel decrease in dry weight. These changes were 
partially reversed at the age of 80 in that some decline of water content and increase in dry 
weight were noted. The oxygen uptake of the entire brain probably decreases with advancing 
age (Himwich and Himwich, 1959). 

The concentration of a wide range of chemical constituents of the brain including total 
protein, Hpids, nitrogen and phosphorus all showed a fall according to Burger’s enquiry. 
This commenced in middle age and continued after the age of 70, but desoxyribonucleic 
acid (D.N.A.) and sulphur increased. These changes were probably associated with 
proliferation of glia which are less rich than neurones in protein and lipids. It has been 
suggested on the strength of these biochemical findings that the process of senescence 
might have its starting point at about the age of 70. It is of interest in this context that, in 
subjects coming to post-mortem in general hospitals, mean counts of senile plaques also 
show a sharp increase at about the age of 70 (Tomlinson, 19686), These counts have recently 
been shown to correlate with measures of psychological functioning carried out in elderly 
subjects before death. This subject wifi be Ajrther discussed in the section dealing with 
senile dementia 
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(Comfort, 1965) it reveals with increasing clarity the effects of senescence. If specific caus{ 
of death such as cancer, cardiovascular and infectious disease could be wholly eliminatec 
the age at death which would then be due largely to senescence would probably be distribr 
ted more normally about a mean of 75-80 years without any marked extension of the tot£ 
life-span. The nature of the factors underlying this inherent tendency to declining vitality an 
death has aroused much speculation. It has been suggested, for example, that ageing i 
due to the increasing disorganization tliat arises from the accumulation of somatic muta 
tions in subdividing cells during the life-span. This view is rendered plausible by th 
similarity between the effects of radiation in experimental animals which tend to shov 
premature greying, loss of vigour and changes in fat deposition and ‘ordinary’ senescence 
However, this theory is unacceptable for several reasons. Among these is the fact tha 
although there is no mitotic division in the CNS it shows striking changes during senescence 
Another theory attributes senescence to the fall-out of irreplaceable cells from certain organ 
such as the central nci^^ous system, the musculature and the kidneys. This view accord 
with a great deal of morphological and physiological observation. 

Whatever the precise mechanisms of the ageing process, genetic factors play ai 
important part in controlling its rate. The influence of genetic factors on the life-span wai 
first clearly demonstrated by Raymond Pearl (Pearl and Pearl, 1934); and, in studies 0: 
twins, Kallmann and his co-workers (Kallmann and Sander, 1948; Kallmann, 1951) hav( 
shown that differences between the life-duration in monozygotic pairs of twins were onlj 
half as great as those found in dizygotic twin pairs. Moreover, the causes of death tended tc 
be strikingly similar in the former. However, the genetic factors involved appear to be ol 
non-specific type and it seems probable that multifactorial genes similar to those associated 
with variation in graded characteristics such as stature, intelligence and temperament are 
involved. Genetic factors almost certainly play a part in the causation of diseases of middle 
and old age such as hypertension and diabetes, which are prone to produce a picture of pre- 
mature physical and mental senescence in their advanced stages. Natural selection can be 
expected to give rise over the generations to a progressive accumulation of harmful genes in 
the post-reproductive part of the life-span. For genes are eliminated only by virtue of their 
impairment of fitness (the capacity to produce offspring). Deleterious genes which impair 
fitness would tend to have their age of manifestation postponed. Once the process of post- 
ponement has reached the end of reproductive life, natural selection can no longer operate 
to eliminate the gene, or challenge its reintroduction by fresh mutation. The post-repro- 
ductive period is therefore an evolutionary backwater in which mutations detracting from 
full health and vigour have probably been deposited over the generations. It follows that any 
genes that influence the length of the life-span and health and vigour in old age cannot have 
been directly selected since these effects are manifest after the end of reproductive life. They 
are therefore probably closely related to fitness in earlier life. 

However, environmental factors almost certainly play a part in modifying the effects 
of heredity. In a number of lower animals, the life-span can be increased and reproductive 
capacity improved if growth is retarded by restricting the number of calories in the diet. 
There is a well-established association between overweight and a diminished expectation of 
life in the human subject. The most important disorders found in higher frequency among 
the obese are cardiovascular and renal diseases, diabetes mellitus, cirrhosis of the liver and 
gall bladder disease. The association with hypertension and arteriosclerosis is particularly 
striking. The former develops in the obese at two and a half times the rate it does in those of 
average weight and the incidence of atherosclerosis is also greatly increased. 
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PSYCHOLOGICAL CHANGES WITH AGEING 

The psychological changes associated with ageing were well described by Burdach 
(1819) some 150 years ago. 

‘Generally speaking, his (the old man’s) susceptibilities are diminished both in range 
and degree. He is indifferent to much that interested him keenly in earlier life. His emotions 
are calmer, and less frequent. His power of assimilating new ideas and of doing unaccus- 
tomed things is lessened. He easily forgets what he has recently experienced or what he 
himself has said or done. He takes longer to think anything out and, like his power of 
intellectual assimilation, so his intellectual productivity is dimmished. New and substantial 
creations which call for exalted flights of the imagination are no longer produced and, while 
there are instances of very old men who have produced intellectual achievements of great 
perfection, these latter were partly works of ripe judgment and deliberation rather than 
creative imagination . . 

Scientific enquiry has during the past half century placed our knowledge of the psycho- 
logical changes associated with senescence on a more objective basis. But in many respects 
it has done little beyond filling out with detail and expressing in a more precise form the 
phenomena clearly described by Burdach. He had already noted the decline in ability to 
assimilate fresh concepts and to behave efficiently in novel situations. Objective tests have 
confirmed this and have also demonstrated that ageing impairs the capacity for abstract 
thought. The relationship benveen ageing and creativity is perhaps more complex than is 
implied in the old description. Leonardo da Vinci, Titian, Diirer, Michelangelo, Voltaire, 
Goethe, Verdi, Renoir and Picasso provide some examples of artistic genius that continued 
to flower in old age, sometimes in novel and une.xpected ways. However, among experimental 
scientists and mathematicians, in whom originality can be judged by more generally agreed 
standards, the most important discoveries are recorded in early life. Intellectual achieve- 
ment may continue into old age but is usually derived from ideas first conceivedin earlier life. 

Observations m recent years have refined our understanding of the impairment that 
occurs in the capacity for learning and assimilating recent experiences. Thus immediate 
memory span for digits is little affected in aged subjects, whereas the ability to retain and 
recall some recently acquired skill or knowledge undergoes marked impairment. The 
failure of old people to learn is attributed by Welford {1962) to the increasing tendency for 
short-term memory traces to be disrupted by distraction during the period of ‘holding’. As a 
result the process that results in more permanent registration in the brain cannot operate 
effectively. Welford considers that, when such registration is achieved, memories survive 
well, and that old people probably learn more readily and effectively than is commonly 
supposed. The slowness to which Burdach refers has now been defined as a general slowing 
of sensory motor performance which is only partly attributable to changes in the sensory 
or locomotor system. ‘Slowness of performance among older people is not due so much to 
inability to see or hear or execute actions as to taking longer to recognize what is observed 
and to choose and control responding actions’ (Welford, 1963). 

These obsert'ations open up the possibility of creating conditions under W’hich the 
elderly can learn effectively. Where a task demands speed, strength and frequent resetting 
of attention from one group of stimuli to another old people are at a disadvantage and 
acquire a skill much more slowly than younger persons. On the other hand, once new’ 
learning is assimilated, their special assets of persistence, stability and judgement may 
enable them to achieve a productivity that is comparable with that of younger individuals. 
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Wclford (1962) lias sought to account for the slowing in performance shown by elderly 
people in terms of changes in the central processing mechanisms concerned with signals 
and the responses made to them. He points out that the outfall of neurones and the possible 
decline in their functioning efficiency will tend to weaken the strength of the signals that 
arc evoked by stimuli in assemblies of cells. On the other hand, there is a good deal of evi- 
dence for an increase of neuronal noise in the ageing brain; the discrimination of signal from 
noise will thus tend to become less efficient. Among the compensatory mechanisms adopted 
by the elderly person to enable him to minimize his deficiencies are load-shedding or 
narrowing of attention so as to concentrate on tasks most likely to need vigilance. There is 
also the tendency to develop routines of judgement and action to deal with total situations 
that arc treated as one for purposes of identification, decision-making and appropriate 
response. The disadvantage is that where situations are undergoing rapid change, such set 
attitudes will tend to give rise to inappropriate decision-making and action. On the other 
hand, where the scene is shifting at a slower pace the advantages of long experience and the 
ability to take an overall view will tend to bring out ‘the wisdom of old age’ (Welford, 1963). 

Many tests for measuring the intellectual deterioration of old age have made use of 
the tendency for vocabulary to remain relatively impervious to decline. Vocabulary tests 
can, therefore, be used as a measure of original intelleetual endowment and the ratio of 
scores on performanee tests over that registered on vocabulary tests can thus be used as an 
index of deterioration. The existence of verbal performance discrepancy in this sense has 
been confirmed by many studies of deterioration in old age although recent enquiries have 
necessitated considerable modification of the original Babcock principle in that verbal 
ability has itself been shown to be subject to deterioration (Roth and Hopldns, 1953 ; Orme, 
1957). This has stimulated the development of other methods for differentiating between 
intellectually deteriorated and normal subjects (see also p. 554). 

These and other observations about the cognitive abilities of the aged appear to be in 
general accord with the concepts of Cattell (1943) who advanced the hypothesis that there 
were two types of adult mental capacity, the ‘fluid’ and the ‘crystalline’. The former is 
based on the ability to perceive new relations and the latter upon long-established habits in a 
particular field which no longer require ‘insightful perception for their successful operation’. 
The first declines with senescence while the second is relatively unaffected by it and may 
sustain intellectual achievement in old age. 

Ageing tends to be associated with a move towards introversion and this increasing 
inwardness is fostered by retirement and the gradual disappearance of the old man’s con- 
temporaries. The greater emphasis on custom and tradition and the rigidity of the aged can 
be exaggerated and they are certainly subject to variation. 

There is a tendency for the emotions to cool and for sexual interest to decline with age- 
ing. The decline is less steep than was formerly supposed (Kinsey et aL, 1948, 1953) 
recent surveys have tended to suggest that in the absence of physical ill-health or infirmity, 
a relatively high proportion of old people remain sexually active ; tliose witli strong sexual 
interest in early hfe manifesting particularly sustained libido in old age. The decline of 
physical and mental vigour, the appearance of physical signs of ageing in women, the fading 
of beauty and the end of reproductive life may cause depressive reactions but very rarely 
does this occur in the mature, previously well-adjusted personality. The same statement can 
be made about unrealized ambitions, shrinking opportunities and the departure of children 
from the home. However, the progressive decline of physical health and vitality’’ and the 
accumulation of losses, deprivations and vicissitudes as age advances give rise to emotional 
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disturbances in a relatively high proportion of the elderly. Physical illness and infirmity are 
one of the most important causes of anxiety and depressive neuroses in old age. The sub- 
ject will be discussed at a later stage (p. 569). 

THE INCIDENCE AND PREVALENCE OF MENTAL DISORDER 
IN OLD AGE 

The rate of first and total admissions of old people into mental hospitals has been rising 
rapidly in many of the economically advanced countries of the world in recent decades. 

Some indication of the trends is provided by figures from the United States. Between 
1904 and 1950 the number of persons of 55 years and over in the population multiplied 
by four, but the number of first admissions in this age group to mental hospitals showed a 
nine-fold increase. It was not until the last three decades that a similar trend has become 
clearly apparent in England and Wales; the advent of the National Health Service and 
the consequent loss of beds formerly catering for elderly patients in public assistance 
institutions and in general hospitals has caused a general worsening of the situation. 
The rise in first admission rates for elderly people in psychiatric hospitals is considerable 
even over a period of ten years. The number of people aged 65 and over in the population of 
England and Wales rose by about 1 per cent, between 1951 and i960 but the first admission 
rates show a rise of 31 per cent, for males aged 65-74 and 39 per cent, for those aged 75 and 
over. The rise for women, is over 41 per cent, in both age groups. In numbers of patients 
this represents an increase of 5,657 between 1951 and i960. In the one year 1959-1960 alone, 
the number rose by 1,495. 

WTien the resident population in psychiatric hospitals is examined similar disproportion 
emerges. In 1949 approximately ii per cent, of the general population were aged 65 years 
and over but the percentage of those resident in psychiatric hospitals in this age group 
was 27*6 per cent. By i960 the corresponding figures were 12 per cent, in the general 
population and nearly 37 per cent, in the p^chiatric hospital population. In their point- 
prevalence surv’ey of elderly people in the mental hospitals of the north-east region of 
Scotland, Kidd and Smith (1966) demonstrated that a large part of the patients had been in 
hospital for a very long time; more than half for five years or more and half of these for more 
than 20 years. Patients admitted in old age make a smaller contribution to the load of chronic 
elderly patients than do already chronic patients who are admitted to geriatric status in 
increasing numbers. In a follow-up study conducted 16 months later they showed that of 
those who had been in hospital under two years, 16 per cent, had been discharged, 34 per 
cent, had died and 50 per cent, remained in hospital, whereas, of the patients who had been 
in hospital longer, 2 per cent, had been discharged and 20 per cent, had died (Kidd and 
McKcchnie, 1967). The authors point out that one hope of lessening the future geriatric 
case load in a psychiatric hospital is the rehabilitative effort now being directed to younger 
chronic patients. Special investigation into what had determined length of hospital stay 
revealed that social causes were as important as clinical factors. 

Socio-economic factors have probably contributed to the rise in admission among the 
aged. Decrease in the stigma which attaches to admission to psychiatric hospital and evidence 
of the effectiveness of physical treatment in psychiatry may also play a part. It is true also 
that psychiatrists are now dealing with a far wider range of psychiatric disorders in old age 
including the functional depressive and paranoid illnesses and that these swell the ranks of 
those entering mental hospitals. It now seems unlikely that the rise in admission rates is due 
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to an increase in the frequency with which organic disorders are occurring in old age. A 
survey by Lin ( 1953 ) in Formosa, where old age presumably remains a privilege reserved 
for the robust and resilient, reveals an incidence of senile arteriosclerotic psychosis that is 
almost identical with that found in more highly developed countries. Moreover, an investi- 
gation by Sjogren and Larsson ( 1959 ) in Sweden, where the registration of mental illness is 
e.xccptionally precise and reliable, shows that the incidence of senile psychosis had not 
undergone any change in the previous 25 years. 

The relative incidence of the various mental disorders of senescence is only roughly 
indicated by hospital admission rates. The Registrar General’s analysis of the three major 
groups of psychoses diagnosed in patients aged 65 years and over admitted /or the first 
time to psychiatric hospitals in England and Wales in i 960 shows the following distribu- 
tion (rates given per million): 


65-74 75 and over 


M 

F 

M 

F 


Schizophrenia 

30 

84 

23 

68 

Manic-depressive reaction 

529 

756 

268 

299 

Senile psychosis 

582 

781 

2,054 

2,723 


Comparison of these figures with the percentage distribution by diagnosis of the resident 
population 65 and over in the psychiatric hospitals serving the north-eastern area of Scot- 
land in January 1965 illustrates the fact that ageing chronic schizophrenic patients make a 
contribution almost as large as senile psychoses to the geriatric population of psychiatric 
hospitals. 



Percentage 


M 

F 

Dementia 

32-8 

44-2 

Manic-depressive 

13-0 

184 

Schizophrenia/paraphrenia 

43-7 

30-5 

Other (including mental deficiency) 

10-5 

6-9 


Hospital figures, however, give only an incomplete picture of total incidence and 
distribution. Since the pioneer work of Sheldon (1948) and Hobson and Pemberton (i 955 ) 
a number of surveys based on random samples of old people living at home in urban and 
country areas or in general practices has appeared (Primrose, 1962 ; Miller, 1963 ; Kay et aJ., 
1964; Watts et al., 1952; Williamson, 1964; Parsons, 1965; Bremer, 1951; Essen-Mdller 
1956; Gruenberg, 1961; Nielson, 1963). The studies undertaken in Great Britain agree 
in making clear that the three to five per thousand people over 64 who became psychiatric 
in-patients in the course of a year in England and Wales represent only a fraction of the 
actual prevalence— possibly only one in ten. 
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ESTIMATED TOTAL PREVALENCE RATES FOR THE MAIN 
PSYCHIATRIC DISORDERS PER 1,000 POPULATION AGED 65 YEARS OR 0 \'ER 



1 

Institutional 
cases, per 
1,000 

2 

Cases living 
at home, per 
1,000 

3 

Total 

prevalence per 
1,000 with 
standard 
errors 

I 

1 Approjumate 
ratios : column 

2 to column 1 

Senile and arteriosclerotic dementia 

6-8 

38-8 

■sssfimn 


Other severe brain syndromes 

0-8 

9-7 

MMlBJtti 

6 

Manic-depressive disorder 

0*7 

12-9 

13 -6 -f 641 I 


Schizophrenia, chronic 

(0-2)t 

9-7 \ 

y 

(12) 

Paraphrenia, late onset 

0-9 


10-8±5-6tJ 

Psychoses, all forms 

94 ' 

71-1 

80-5 + 14 - 7 ) 

8 

Organic syndromes, mild forms 

5-3 

SI-8 

57-1 + 12-61 


Neuroses and allied disorders 



i 


(moderate/severe forms) . . 

1-9 

87-4 1 

89-3 ±16-1 \ 


Character disorders, including 



1 * 


paranoid states 

0-5 

35 6 

36-1 ± 10-5 J 


All disorders 

17-1 

245-9 

263 - 0 ± 24-5 

1 

14 


t Long-stay mental hospital schitophtenics not included. 


These writers’ estimates of the prevalence of the main psychiatric disorders of 
senescence diverge to some extent and their assessments of the frequency of less disablinff 
forms of mental disorder even more, owing to differences in the criteria applied. However* 
some measure of agreement emerges on the prevalence of dementia. Parsons’ figure of a-i 
per cent, approaches agreement with that of Hobson and Pemberton and others as does 
his estimate of 7 per cent, prevalence of psychotic illness (see the table on p. 543) 

Deginning in i960, a sun’ey of 297 subjects aged 65 and over, living at home and selected 
at random from districts of differing social and economic status, was carried out in Newcastl 
upon Tyne (Kay et al, 1962, 19640,6; Garside et ah, 1965). Some of the results of this 
survey are shown in the table above. Among those living at home, 10 per cent. (sS-S+o-v-T 
51 S per 1,000) were considered to be suffering from an organic brain syndrome- senile 
dementia 4 per cent., an arteriosclerotic brain syndrome 4 per cent., other brain Syndromes 
2 per cent. Half these persons showed severe and half a milder degree of deterioration 
Severe or moderate functional psychiatric disorders, including character disorders iver 

found in IS per cent. (I2-9+9.7 + S7-4+35-6 per r,ooo)and chronic schizophrenia in’ r ner 

cent. All late paraphrenics were in hospital but about i per cent, living at home eshibited 
strongly paranoid attitudes. The total prevalence of affective disorders and neuroses fnot 
reckoning character disorders) was jo per cent. (87-4 4-12-9 per 1,000) but mild disorders 
n hicli are not shown in the table were found in a further 16 per cent. Five per cent suffered 
from a neurotic or an affective illness of at least moderate severity which had arisen late in 
life, constituting an entirely new development in the medical history. 

As the table shows, the number of cases drawn from the same areas and actually in 
hospitals and welfare homes was small compared with those living at home. All cases in 








CLINICAL PSYCHIATRY 


542 

institutions added up to a rate of 17 per 1,000 of the estimated population at risk out of a 
total prevalence more than 15 times as great. Less than one-fifth of the cases with severe 
brain syndromes were being cared for in the mental hospital or psychiatric unit which served 
the area. In this and other studies (c.g. Nielson, 1963) patients living at home with severe 
brain syndromes were as seriously ill as those under hospital care. The table on p. 543 
shows that with mild cases omitted from the Newcastle figures the prevalence of broad 
categories of mental disorder in old age is closely similar in a number of countries with 
roughly comparable living standards. 

There appears to be a fairly wide measure of agreement that neurotic illness is common 
in old age. Kcsscl (i960) and Kessel and Shepherd (1962) showed that, although after 
the age of 60 the referral of neurotics to hospital falls steeply, the prevalence of neurosis 
in getieral practice remains surprisingly constant throughout adult life at about 10 per cent 
among men and 15. per cent, among women. 

In surveys based on general practice it has been repeatedly found that apathy, resigna- 
tion and disability itself prevent the elderly person from calling in medical aid. Even severe 
illnesses are untreated and many milder disabilities go unrecognized. This is particularly 
true of psychiatric illness. In the Newcastle survey only one subject had been referred out 
of 32 persons considered to be in need of psychiatric out-patient treatment. Parsons (1965) 
found that, out of 9 ’2 per cent, of a domiciliary sample markedly handicapped by a 
psychiatric condition present at the time of visit, approximately half were unknown to 
the family doctor. 

This failure to report illness probably arises most often when the elderly live alone. 
Thirty-three per cent, of the Newcastle sample aged 70 and over were living alone. Some 
supervisory contact was obviously needed but only approximately 4 per cent, of the whole 
sample were receiving it. Even when there is supervision, depression is only too likely to go 
unrecognized as it so often masquerades as irritability, or paranoid symptoms, or comes to 
the doctor’s notice as subnutrition or in the form of minor hypochondriacal complaints. 
These latter may be investigated repeatedly without the true cause coming to light till 
attempted suicide or a state of severe agitation call for emergency admission to hospital. 
Equally in affective disorder occurring in old age, exaggerated hypochondriacal complaints 
may effectively camouflage serious physical illness. 

SUICIDE IN LATER LIFE. In the past 50 years male suicide rates have been decreasing 
in most countries. The elderly have benefited least from this all-round decrease and rates 
among women have been rising, especially among those in higher age groups. 

There is a good deal of epidemiological and clinical evidence to favour the view that 
those who commit and those who attempt suicide are two distinct but overlapping popula- 
tions (Stengel and Cook, 1958). Thus the incidence of attempted suicide decreases with 
age whereas the frequency of consummated suicide increases; the incidence of depressive 
illness is lower in cases of attempted suicide than among successful suicides. The overlap 
between the two populations is particularly marked among the elderly whose attempts are 
often of a more serious kind. 

The question arises whether there are any factors related to suicide in the aged that 
could be used as a basis for prediction and preventive action. Recent enquiries have, to some 
extent, defined the medico-social profile of the aged person who carries out suicidal acts. 
The proportion judged to be suffering from a depressive illness ranges from about 48 per cent. 
(Capstick, i960) to 70 per cent. (O’Neal et al, 1956). This disparity probably arises from 
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diiTcrcnccs in diagnostic procedure; persons classified under the heading of ‘neurotic o 
personality disorder’ amount to 41 per cent, of cases in some series (Gardner et at, 1964] 
I lowcvcr, in many of the latter subjects a diagnosis of psychiatric illness as well as relevan 
personality disorder can be made. Physical I'lhicss commonly accompanies suicidal behaviour 
Sainsbury (1962) found it among 35 per cent, of elderly persons committing suicide. 

He also found that h'vhig alone (39 per cent.) and hereavement (16 per cent.) were mon 
often associated with suicide in the elderly whereas disturbed personal relationships wen 
a common setting for it in younger age groups. Lack of employment contributed in 21 pe: 
cent, of his elderly suicides and Gardner et al. (1964) also found disturbed employmen 
records and downward mobility in occupational status. Further investigation is needed intc 
these social factors to disentangle cause and effect. This is also true of the observation thai 
the single, scpar.ated, divorced and widowed predominate among elderly suicidal subjects 
especially males. It is possible that both adverse social circumstances and the subsequeni 
suicide derive, in a number of cases, from lifelong personality difficulties and the cumulatm 
problems these create. No factor operates in isolation. Social factors increase the chance ol 
depressive illness among those predisposed by physical illness or long-standing difficulties 
in personality: these often contribute to a further decline in the old person’s social condition, 
increasing his loneliness and forcing him into an environment in which his hold on life 
proves to be tenuous. Suicidal attempts by the elderly should be taken seriously as they are 
usually very determined. Those who survdve such attempts are in particular need of psychi- 
atric help. 


GENERAL AETIOLOGICAL FACTORS 

In the different mental disorders of old age, genetical, social, cerebral degenerative 
processes and physical ailments contribute in varying proportions. The role of hereditary 
factors is discussed later in relation to the different forms of illness. Cerebral degenerative 
change, the principal causal factor in the senile and arteriosclerotic psychoses but occurring 
also in normal senescence, is described in the relevant parts of this chapter and its contri- 
bution to “functional” types of disorder under “classification” on page 548. The role of 
physical illness in the different forms of mental disorder is dealt with on page 586 and the 
contribution of sensory defects mainly in connection with paraphrenia on page 581. There 
remain some general social and personality factors whose contribution is most clearly seen 
in the large group of affective and neurotic disorders but which may be regarded as relevant 
in some degree within the whole span of normal and pathological ageing. 

Social Factors 

ISOLATION. Until recent years it has been widely regarded as the lot of a considerable 
proportion of the elderly inmany countries. However, the belief that young people shirk their 
responsibility towards their elderly relations, leaving them isolated and friendless has proved 
to havelittlefoundation. Recent research has shown that the pattern of contact of elderlypeople 
with their families is closely similar in Britain, the U.S.A., Denmark, West Germany and 
Austria (Townsend, 1964). There was little evidence from these enquiries of progressive 
atrophy of social relationships among the aged. Although relatives of the elderly may live in 
different households, they are often sufficiently close to permit continuing contacts and a 
reciprocal flow of services of great value to young and old alike. In addition to these close tics 
most old people have been found to have an extensive network of friends and acquaintances 
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among neighbours, shopkeepers and other old people. Retirement and ill-health usually 
lead to a restriction of social participation but with some compensatory intensification of 
ties with near relatives and some lifelong friends. Some 8o per cent, of old people were 
regarded as being in this sense in contact with their families. It is this measure of 
family cohesion and the willingness of younger members to look after ailing relatives which 
make the present institutionalprovision for the aged just viable in England and Wales. Four 
and a half per cent, of people aged 65 and over at present resident in some kind of institution 
are enough to cause serious over-crowding and long waiting-lists especially in urban areas. 
Should any kind of social change cause part of their burden to be relinquished by the family, 
the pressure on the health and welfare services might be four to five times as great as it is 
(Townsend, 1957). ^ 

Progressive severing of ties with the outside world is more common than the pattern 
of continued gregarious activity and active social participation early gerontological research 
tended to uphold as the healthy pattern of adjustment in old age. Disengagement from a 
social role into more limited and intimate relationships within the family is probably the 
normal pattern among the aged in our society (Gumming and Henry, 1961). It tends to 
be accentuated by illness, disability and widowhood. However, the fact that it is a widespread 
phenomenon does not necessarily imply that it is always conducive to healthy adjustment in 
old age. The needs of old people vary and we cannot judge at the present time how far 
cultural norms reflect circumstances that meet their needs and aid health and happiness* 

The concept of isolation is often employed in a vague way and its use requires scrutiny 
and more precise definition as w’ell as further study. In the Newcastle study (Kay, Beamish 
and Roth, 1964^ ; Garside, Kay and Roth, 1965) it was found that respondents’ complaints of 
loneliness were not co-extensive with the number of their daily contacts with other people. 
A similar observation was reported by Lovventhal (1964a). Nearly half the functionally-ill 
subjects who had many contacts described themselves as lonely, while of those withfew con- 
tacts only about one-third complained of loneliness. This contrasted with the normal subjects 
whose subjective feeling of loneliness was closely related to the number of their contacts. 
Tsolation’ was statistically correlated not so much with paucity of social contacts as with 
functional symptoms of anxiety and depression, with pre-morbid personality traits of 
moodiness, concern about health and a history of previous mental disorder together with a 
longstanding tendency to be unsociable. In other words, complaints of loneliness were symp- 
tomatic of an underlying psychiatric disorder prone to generate the feeling of being neglected. 

The functionally-ill subjects had been on the whole less in contact with other people 

...j .t ... , 

iiuiiuui in 10 per cent, ot lunctional subjects the number oi everyday contacts had 

declined during the year before they were interviewed as compared with 2 per cent, of the 
normal group. In the functional nervous disorders and in the tendency to have few contacts 
we may be seeing different consequences of a predisposition shared to some extent by both; 
the one tends to augment the other, giving rise to a vicious circle. 

The relationship bet\veen actual isolation and psychiatric disorder is highly complex 
and the term ‘isolation’ comprises a variety of circumstances. At one end of the scale are 
the lifelong isolates for whom solitary existence is a way of life (Lowenthal, 19646). 
These are isolated because of abnormalities of personality which have arisen in early life. 
Among them are to be found a small proportion of mentally abnormal and rootless persons 
whose oddities of personality are so severe that the possibility arises that they have evaded 
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breakdown by avoiding all involvement in interpersonal relationships. Many paraphrenics 
belong to this group. Others are tough, resilient individuals, who are neither lonely nor 
psychiatrically ill. They raise the question of whether we should interfere lightly with the 
long process of progressive self-isolation that is found in certain elderly people. At the 
other extreme there arc those who have become isolated in late life owing to the develop- 
ment of illness, physical or mental: the latter being the more likely to cause the dropping off 
of social contacts, as it is less well tolerated. Betvveen these two extremes are those who have 
long experienced difficulty in establishing personal relationships but whose adjustment has 
depended on being able to maintain a limited number. In old age, when these few relation- 
ships arc likely to be disrupted by bereavement, illness or other accidental factors, psychia- 
tric breakdown may result. A sweeping programme to deal with isolation as a uniform 
problem would be inappropriate: a flexible approach is required both in prophylaxis and in 
remedial measures. 

Although isolation is the fate of only a minority of old people and the causal connexion 
between it and psychiatric illness is in doubt, it is well established that those who lack 
family support are prone to become institutionalized. In Great Britain it has been shown 
(Tovmsend and Wedderburn, 1965) that far more old people in institutions are unmarried, 
33 per cent., compared with 10 per cent, of those in private households; more of those 
married or widowed lack children (26 per cent, compared with 16 per cent.), more lack 
brothers and sisters (40 per cent., 22 per cent.) and more of those who have children have 
only one (39 per cent., 26 per cent.) and they tend to have sons rather than daughters. Such 
facts are of importance for health and welfare services. Increased geographical mobility by 
separating the generations is likely to institutionalize a proportion of that marginal group of 
old people who, with the help of their relatives maintain a precarious adjustment in the 
community, and thus through time cause serious embarrassment to these services. The need 
to anticipate this situation by means of integrated provision for the elderly that places strong 
emphasis on domiciliary care and support is becoming increasingly appreciated. 

BEREAVEMENT. The Newcastle study showed bereavement to have little correlation 
with psychiatric illness as a whole. This may have arisen partly from a definition of bereave- 
ment which did not concentrate on very close ties or because the subjects who had lost a 
key relative had swiftly been moved to institutional care. However, in a large sample of 
483 San Franciscans aged 60 and over who were admitted to psychiatric hospital for the 
first time at this age, Lowenthal (1965) found that, while 38 per cent, of the sample "were 
widowed, only 5 per cent, xmderwent this stress in the year preceding the onset of their 
first psychiatric illness and only 8 per cent, in the five-year period prior to onset. Loss 
of spouse did not differentiate between the psychogenic and the organic groups into which 
the subjects were divided. The connexion found to exist between bereavement and 
psychiatric illness in earlier age groups (Parkes, 1964) may not be equally operative among 
the aged. The subject deserves further study. 

RETIREMENT. Circumstances connected with retirement have often been cited as 
causes of unhappiness and emotional breakdown in old people. The elderly man in particu- 
lar is left with unlimited time on his hands and his diminished earnings restrict his activities. 
Whereas the elderly woman, particularly in working-class families, remains the centre of the 
household, the elderly man after retirement loses prestige when he relinquishes his role as 
breadwinner. In 'few parts of the world does the old age pension suffice for adequate 
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nutrition, comfort and security nor does it cover tlie whole of the aged populadon. How- 
ever, recent enquiries have sho^vn that retirement has been pre^ously exaggerated as a 
cause of ill-health; this frequently precedes and is often the cause of cessation of work in 
old age. When elderly men who are still working and those who have retired for non-health 
reasons are compared there is little or no difference in respect of medical attention and 
mobility (Richardson, 1964). Kay, Beamish and Roth (1964&) found that being unemployed 
for at least 5 years before interview distinguished between those who were normal and 
those who were psychiatrically ill at a high level of sigruficance. However, as it did not 
differentiate between the functional and organic groups the connexion with psychiatric 
disability is more likely to be consequential than causal. 

However, the increasing proportion of old people surviving 15 years or more beyond the 
age of retirement raises important questions about the role of the aged in modem society. In 
many civilizations and tribal societies of the past, as Sir James Fraser among others has 
taught us, the aged were the law-givers, the counsellors, governors and spiritual guides of 
the community. Such gerontocracies were, on the whole, slow-moving, rigid and resistant 
to change. However, the aphorism in which Kant attributed ‘cleverness’, ‘sagacity’, and 
‘wisdom’ to the three ages of man ushered in by the twentieth, fortieth and sixtieth 'years 
appears in the light of psychological research to have some substance. Some judicious 
balance between the influence of young and old in society is required so that old age can 
become more than an eventless interregnum between retirement and death (Roth, 1966 
1967). 

POVERTY. This is a widespread cause of distress among the aged. Fifty-two percent of 
old people in Great Britain have been found to be either wholly dependent on the state or 
to have less than per week of non-state income (Townsend and Wedderburn, 1965I Tjv 
a city sample in Edinburgh 22 per cent, were found in such straits that their basic financial 
needs were not being met (Williamson, 1964). Yet clear evidence that either social class or 
poverty affect the incidence of mental disorder in the aged was lacking in the Newcastle 
community survey and in those of other workers. 

It is possible that, where social adversity is present in old people who become mentall 
ill, it acts along with predisposition to illness rather than being itself the cause of it. That it 
produces unhappiness and distress is not in question. 

Predisposition 

The feelings of loneliness of which many old persons with functional disorder compUiiv 
and the narrowness of their social life have been shown to be associated with long-standin? 
difficulties in human relationships. It has been shown that such individuals have in the past 
been more moody, more prone to anxiety and to worry about their health and to have had 
narrower interests than normal subjects. Vispo (1962) found similar differences between the 
pre-morbid personalities of a group of elderly subjects with functional disorders and those 
of a group of normal controls. This predisposition may be presumed to originate in early 
environmental and genetical factors. 

Two other aspects of their earlier life distinguished the functionally disabled from the 
normal subjects in the Newcastle study. These were a previous history of psychiatric ill, 
ness and the loss of a parent before the age of 15. The difference from normal subjects in 
the latter respect was, however, barely significant statistically and the suggestion that 
insecurity in childhood may predispose to a neurosis in late life needs further evaluation. 
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In the organic group of subjects reduced inohility and capacity for self-care stand highest 
among the features distinguishing them both from normal subjects and from the group 
with functional disorder. Moderate or even severe physical disability is usually cither a direct 
consequence of focal brain damage or due io peripheral sensory defects, which are significantly 
more common in this group. Sixty-Uvo per cent. sulTcr some degree of deafness (21 per cent, 
moderate or severe) and 42 per cent, from defective eyesight (28 per cent, moderate or 
severe). It is possible that these defects of sight and hearing play a part in the production of 
mental symptoms by reducing contact with the outside world ; for the association of sensory 
defects with organic mental states seems to be too strong to be wholly explained by the 
advanced age of the subjects. 

The importance of the connexion between psychiatric and physical illness in the aged 
(see p. 586), along with the more equivocal role which is now emerging for factors such as 
‘isolation’ which have previously had prominence, implications for the orientation of the 
services for the aged, which are now being developed. It is at least arguable whether pro- 
grammes directed mainly at socializing isolated old people will have much effect in pre- 
venting psychiatric illness. The medical services should therefore remain firmly at the centre 
of plans for prophylaxis and treatment. To sum up, recent sociological and medical research 
has, on the whole, provided a much more hopeful picture of old age than had been formerly 
prevalent. The majority of aged people are active, and in contact with their families. The 
commonest forms of illness are associated less with current adversities such as isolation and 
bereavement than with long-standing predispositions to emotional instability and difficulties 
in human relationships in the moulding of which socio-familial factors may in the remote 
past have had a share. 

The most immediate and pressing need is to apply existing Itnowledge to the ameliora- 
tion of definite psychiatric disorder and to the physical illnesses which are frequently 
associated with it. There is much evidence to suggest that a great deal of psychiatric dis- 
order and of functional illness in particular goes unrecognized at the present time. This 
happens in the community and in medical and surgical wards of hospitals alike. 

CLASSIFICATION AND DIAGNOSIS OF MENTAL DISORDER 

IN THE AGED 

Special Problems in Classification 

During the past two or three decades our views on the aetiology and classification of 
mental disorder in old age have undergone fundamental revision. The modern era in 
geriatric psychiatry began at the beginning of this century with the differentiation of senile 
dementia, arteriosclerotic dementia and the presenile psychoses from one another and from 
other organic psychoses, such as neurosyphilis. The early clinical accounts of the psychiatry 
of old age were largely confined to these disorders and, until recent years, psychoses with 
dementia formed the only subject to which text-books directed attention when dealing with 
mental disorder in old age. The fact that psychoses of a relatively benign nature do occur 
among the elderly has been recognized for a considerable time although the nosological 
position of these conditions was left in uncertainty. Clouston (1904) referred to simple 
melancholia as differing in no way from the corresponding disorder in early life. Kraepelin 
(1909-13) found that 7 per cent, of cases of manic-depressive disorder began after the age of 
60 years and Bleuler (1916) referred to the depressive form of senile psychosis. 

However, affective and paranoid disorders were regarded for the most part as forms of 
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senile psychosis svhich led eventnally to detenoration o personahty mteUect. and Ac 
precL relationship of these conditions to the fut^ionil psychoses of ^ly hfe teas hardly 
considered Differences in attitude to Ae classification and diagnosis of Aese illnesses 
nmlst and the wide disparity in the rate of first admission for senile and arteriosclerotic 
Lvchoses in the U,K. and the U,S-A. (Roth, 19596) is very lihely due to Aefact Aat a wider 
raLc of mental disorders of senescence are diagnosed as organic psychoses m Ae United 
States than in Ais country. When the introduction of electroconvulsive Aerapy (E.C.T.) for 
elderly patients (Mayer-Gross. 1945) began to make it plain that some depressive and, to a 
lesser extent paranoid syndromes responded to this treatment, Ac practical importance of 
the distinction bettveen clinical varieties of menul illness in Ae aged became clear. The 
view that irreversible pathological changes of senile degenerative and arteriosclerotic nature 
provided the whole explanation for such disorders began to be called into question. 

^ Follow-up studies soon provided fur Aer evidence Ilut a fresh approach to Ac aefiologi- 
cal basis of S' ^ ^ ^ ...■•• 

enqumesin'i . ‘ ' 

mmpashowingpredomtnantly functional and predominantly organicpsychiatrics^ptoiii 

The hypothesis that the mental disorders in old age comprise a number of distinct noso- 
logical entities with relatively little overlap was tested explicitly by Roth and Morrissey 


another was further supported by the result of formal psychological testing (HopUns ant 
Roth 1953 ; RoA and Hopkins, 1953) and by studies of the prevalence of physical illnes 
(Kay and UoA. t95s). The causes of death were also found to differ in the different group. 
kVherea ■ 

‘old age' , ■ , ' ' " _ ■ ' , . 

affective ' ' ' ' '• . . 

physical illnesses such as cariliac uisease, cancel, pepiic uicei, aim Hypertension in a f 
higher proportion of subjects (Kay, 1962). 

Affective disorders in Aese early enquiries covered a broad spectrum. It had he 
thought initially that moat subjects presenting with a depressive illness m old age wor 
suffer from an endogenous depression. It has, however, become mcreas'mgly plain th 
even in mental hospital practice, at least half of the patients suffer from depressions 0 
neurotic kind, reactive to a considerable extent to environmental stress and to physi 
illness. Population studies have revealed the subject of neurosis in old age to be of ei 
greater importance. The majority of cases fall into the categories of neurotic depression 1 
anxiety neurosis which overlap to a marked c.xtent. Observations in coming years . 
doubtless serve to establish a valid classification of these important disorders in 

In an investigation into outcome in 236 patients admitted with mental disorder after 
age of 60 years, an almost complete follow-up was achieved in Aat the subjects were tri 
without exception (Kay, 1962). The relative independence of depressive and parai 
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groups from dementias of late life was confirmed. While the duration of life among patients 
with senile dementia and arteriosclerotic psychoses was only one-fifth of that predicte d for 
the average population of Stockholm of corresponding age, the late paraphrenic cases were 
found to have had an almost normal life-span. The affective cases with onset late in life had 
survived for about seven-tenths of the normal life-span but the increased mortality was due 
in the main to various kinds of somatic disease; dementia and signs of cerebral disease very 
rarely developed. In the paranoid cases also the final clinical picture had as much in common 
with schizophrenic personality change as with organic dementia, which was observed as a 
rule only at a very advanced age after many years* illness. 

The higher mortality of patients with affective disorder of late onset is of clinical impor- 
tance. A number of these subjects do in fact show mild memory impairment or transient 
confusion in the course of their illness but this is due to the associated physical illness and 
not to the development of focal or diffuse brain disease. Cerebrovascular infarction may 
play a part in the onset of illness in up to lo per cent, of cases of late affective disorder and it 
may also provoke a further attack in many depressive subjects with a history of illness in 
earlier life. However, the risk of developing cerebrovascular disease after an interval of 
many years following the onset of a depressive illness in old age is probably no greater than 
in the population at large. Furthermore, part of the deaths that occur in elderly subjects in 
the first two or three years after developing a depressive illness are probably due to causes 
other than cerebrovascular disease. 



Fig. 19- Pattern of outcome in i9S5 of 3^2 cases admitted at 6o years of age and over with mental disease in 
1948 and 1949; TTie status of the patients is show-nm terms of discharged (dotted column), in-patients (black 
column) and dead (hatched column). (For senile psychosis read senile dementia’,) 

In patients with late paraphrenia, cerebral disease accounts for the onset of illness in no 
more than 5 per cent, of cases. However, in approximately 6-8 per cent, with organic 
psychoses, depressive or persecutory delusional symptoms are prominent and long-sus- 
tained in the early stages. In a proportion of these patients there is strong evidence of a 
predisposition to functional symptoms which is caricatured with the advent of organic 
change in the brain. Long-term observations suggest that we deal here with two reUtively 
distinct groups of symptoms due to different processes. For, while the affective or paranoid 
features tend gradually to die away, the organic qrmptotus continue to advance. Treatment 
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of the functional symptoms may also prove effective while the organic symptoms are un- 
changed. 


General Principles of Diagnosis 

The facts outlined in the preceding section have important implications for the clinical 
assessment and diagnosis of mental disorder in old age. It is clear that the overlap between 
organic and functional mental disorder in old age is relatively small. It has probably been 
underestimated in early life and exaggerated among the aged. Painstaking history-taking and 
detailed psychiatric examination are all the more important in that it is on these findings 
that the treatment adopted as well as the prognosis will be largely based. Minor neurological 
signs abound in the elderly and may include rigidity, diminished reflexes, doubtful plantar 
responses, nystagmus, minor irregularities of the pupils, and impaired vibration sense. Unless 
such findings can be indubitably related to some episode suggesting a cerebrovascular acci- 
dent, they should have little bearing on the prognosis of illness and should not be allowed to 
influence the choice of treatment. Minor defects of memory and retention and disorientation 
for time and place are commonly found also in healthy old subjects. A careful history will 
reveal inmost such cases that the patient has suffered from a limited non-progressive cognitive 
defect over a considerable time. The advent of a severe emotional disturbance can be 
expected to aggravate such benign deficits but the change will prove reversible in the 
majority of instances. The weight that is given to any unequivocal evidence of cerebral 
damage that may be present will depend upon the psychiatric picture and the result of care- 
ful physical examination and history-taking. A long-established neurological lesion, due 
perhaps to an old head injury or meningitis, need not place limitations on the choice of 
treatment and will not detract from an excellent result in cases with depressive or paranoid 
symptoms. When there is hemiparesis due to a recent cerebrovascular infarction, the prog- 
nosis will of course be far less favourable. But if organic features are absent from the psychi- 
atric picture, depressive symptoms should respond well. Some amelioration will occur for a 
limited period also in patients w^ho are showing signs of dementia. 

In old age, in other words, it is particularly important to formulate a separate sympto- 
matological and aetiological diagnosis in every case. In the majority of instances they will 
show concordance but in an important minority of cases, discrepancies will be found. 
Cerebral disease may be discovered in association with a ‘functional’ psychiatric picture 
and the association may not be wholly fortuitous. In these patients the neurotic, depressive 
or paranoid symptoms will often respond to treatment, at any rate for a period, while tlie 
organic disorder progresses. 

In other instances a depressive illness with some degree of clouding of consciousness 
proves to have no organic basis. Alternatively the clinical picture of dementia will in rare 
instances be simulated (p. 569). The outcome in such cases is favourable. 

Although there is little overlap between affective disorder and cerebral disease in 
old age, the connexion between extra-cerebral somatic disease and affective and neurotic 
disorders in old age is a close and important one. Thus male subjects with affective distur- 
bance have a relatively high mortality and this may be Avholly explicable in terms of the 
chronic physical illnesses they often manifest. On the other hand depressive or anxiety symp- 
toms will usually respond to some extent to treatment and it should be begun as early as 
possible. It is not known whether treatment of the commonly associated emotional distur- 
bance affects the mortality in these cases. 
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A psychiatric disturbance may be the most prominent feature where the physical dis- 
order evolves in a ‘silent’ and insidious manner. Thus myocardial irfarction may ocimr 
painlessly and give rise to an acute confusion: bmncho-pneumoniamay be apyremd and give 
rise to the same picture of extreme apathy and inertia with less marked cogmtive defect. 
Silent ‘coronaries’, silent pneumonias, urinary infections, mild uraemia due to prostatic 
obstruction myxoedema, pernicious anaemia and diabetes are perhaps the most commonly 
missed physical disabilities. None of these is a rarity in psycWatric practice and a careful 
physical examination is essential in every case. It is probably advisable to carry out haemo- 
globin estimation, total red and white cell count, sedimentation rate and an examination of 
the urine as a routine. When there is pyrexia of unknown origin or obvious physical illness 
for which the reason cannot be defined, an x-ray of the chest, an electrocardiogram and an 


E.E.G. are advisable. 

The development of psychiatric illness can be equally silent. Depression may be mani- 
fest as apathy and inertia or may grow insensibly out of the feeling of general debility and 
malaise that physical illness brings. Physical discomfort may be complained of and depres- 
sion may be denied. The emotional state of the patient has to be judged from his facial 
expression, motility, and general behaviour. The content of thought should be examined in 
detail if the findings suggest affective disorder, and suicidal ideas should always be carefully 
enquired after. Chronic physical disease with associated depression carries a risk of suicide 
but 80 docs an anxiety-laden and obsessive preoccupation with some somatic symptom that 
lacks a definable organic basis. 

Careful history-taking often yields the most valuable information elicited during 
enquiry. However, many old people are slow and reticent and great patience is required ii 
an accurate account of the illness is to be obtained. It is essential whenever possible to 
secure an objective witness. The duration and the rate of development of symptoms provide 
valuable clues. The dementias of old age evolve over a period of years and, with organic 


carcinoma. I’or even cereorovascuiar uiscasc wiu umy rarcj/, aiier a nrsr imarction, prove tc 
be the explanation for a rapidly progressive dementia. This will more usually arise after th< 
reserve capacity of the cerebrum has been encroached upon by several cerebrovascula 
accidents. Closer examination of an apparent organic dementia of very short duration wil 
often reveal it to be a subacute delirious state or perhaps an affective disorder presenting a 
a pseudo-dementia. The dementing process is sometimes claimed by the relations to dat 
from some dramatic event such as a surgical emergency or a bereavement; on closer in 
vestigation, a slowly progressive decline in memory, grasp and practical competence will b 
found to have preceded this event by some years. 

Any emotional disturbance developing for the first time in senescence is often regarde 
as being of endogenous origin on the assumption that an unstable personality would near! 
always have revealed itself in some form of breakdo^vn long before senescence. In recer 
years it has become clear, however, that depressive anxiety and phobic neuroses are commo 
among the aged and, in a small proportion of cases, the stresses of old age usher in tl 
first illness. In the affective disordcre of old age systematic enquiry into the pre-morbi 
personalitj* is of the greatest importance for accurate diagnosis. An attempt has to be mac 
to define the \Tilnerable spots in the personality that may have been impinged upon by tl 
stress of decline in phj’sical health, bereavement or isolation. In an elderly person tl 
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vulnerable area will often be of limited extent and difficult to define. These patients prove 
to be relatively stable when compared with those wffio have succumbed to illness in the 
earlier stages of life. They dffier, however, from those who have resisted even the vicissitudes 
of old age in having certain deficiencies of personality (perhaps well-compensated for in 
earlier years) or by having suffered greater tribulations than the general run of old people. 


Special Methods of Investigation 

PSYCHOLOGICAL TESTS. A history of progressive impairment in the ability to cope 
with everyday tasks, of declining memory for recent events and of failure in intellectual 
powers in general will betray cerebral disease in most cases. Any suspicions thus raised can 
be further evaluated with the aid of simple psychological tests. However, in some cases of 
acute or recently developing cerebral disease, the disturbances of consciousness and of 
intellectual functioning may be intermittent. If any suggestion of possible cerebral disease 
arises during clinical examination, admission to hospital for observation over a period is 
imperative. Here it may be observed that the patient is prone from time to time to lose his 
way in the building, to show intermittent disorientation or perhaps to become restless, 
confused or hallucinated at night. If the history in such cases is of short duration, investiga- 
tion should be pressed ahead until an aetiological diagnosis can be arrived at; there is always 
a specific cause in these patients and it may be treatable. In patients with organic deficits of 
recent and rapid onset, disturbance of consciousness may be mild and short-lived. A careful 
search for focal deficits such as aphasia, agnosia and apraxia should be carried out, making 
use of the techniques of examination described in Chapter II. Such tests have of course 
little or no value for subjects with well-established dementia in whom focal deficits are 
submerged ‘in a sea of mindlessness’. The early stages of an organic process will sometimes 
betray themselves in the course of examination in the form of mild nominal dysphasia or 
perseveration, a fleeting show of perplexity or an unexpected and inappropriate euphoria. 

For a full investigation of possible intellectual deterioration the help of a clinical psy- 
chologist should be sought. However, a number of relatively simple tests have proved 
of great value in recent years and are applicable in the clinical situation. Questionnaires 
seeking information about important dates in the patient’s earlier life, the names of leading 
figures and the dates of historic events have been found in a number of enquiries to differ- 
entiate with some measure of reliability between patients with cerebral disease and those 
who are suffering from functional disorder (Hopkins and Roth, 1953; Shapiro et al, 1956). 
One such questionnaire has been reproduced in full on page 556. Such tests can of course 
be further elaborated and have been shown (Cosin et al., 1957) to discriminate fairly success- 
fully between demented and non-demented subjects. They provide an index of impaired 
orientation and memory for recent events and are useful as a screening tool. However, they 
do not discriminate reliably between different types of organic disturbance. Subjects with a 
very mild or fluctuating confusional state will often score highly while patients with an 
amnesic syndrome, whose intelligence may be relatively well-preserved, will do badly. 

There are a number of better validated tests, whose effectiveness has been established in 
recent years and which can be readily applied in clinical practice, 

(i) THE PAIRED ASSOCIATE LEARNING TEST (Inglis, 1957). This has been shown to be sensitive 
to memory impairment but to be largely independent of intellectual functioning. It is 
therefore particularly useful for the further investigation of those patients in whom a 
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Form A 1 

Form B 

Stimulus 

Response 

Stimulus 

Response 

fal Cabbace 

Pen I 

Flower 

Spark 

(b) Knife 

Chimney | 

Table 

1 River 

(c) Sponge 

Trumpet | 

Bottle 

Comb 


specific defect of memory is suspected. The test consists of two alternative sets of three 
stimulus words that are paired with response words which have to be learnt by the patient. 

The patient is given instructions similar to those for the paired associate items of the 
Wechsler memory scale. The three pairs of words are then presented to the patient, leaving 
an interval of about 5 seconds beUveen pairs of words. After a further interval the patient is 
given a stimulus word, 'What went with flower?’. If the reply is wrong the examiner supplies 
the correct association. The stimulus words are presented in this manner until the patient 
gets three consecutive correct responses for each stimulus word or until each stimulus 
word has been presented thirty times. The score consists of the total number of repetitions 
carried out to achieve learning and ranges from the highest score of 3 points for learning at 
the first presentation to the lowest of 93 points for failure to learn after 3 times 30 additional 
trials. Although it tests memory defect alone, grossly demented patients can be identified 
by their very poor performance on account of the very severe defect of memory that is 
almost invariably associated. 

(2) THE MODIFIED WORD LEARNING TEST (Walton and Black, 1957; Walton, 1958). In this 
test the patient is given the vocabulary part of the Tcrman-Merrill {Form L) test until the 
subject is unable to give the meaning of ten consecutive words. The subject is then told the 
meanings of these ten words. Thereafter each of the ten words is read in turn to the subject 
who is asked to provide meanings for each of the words so far as he is able to remember 
them. The criterion of successful performance is the correct definition of any six of the ten 
words. If the subject fails to reach this criterion the meanings of all ten words are repeated 
although the wording is changed to avoid rote learning. The final score is obtained by 
subtracting from i x the number of times that the list of ten words and their definitions have 
to be repeated. Thus success after the first presentation secures 10 points while a further 
repetition secures nine points. 

In a recent enquiry (Bolton et ah, X967) the Walton-Black test w’as found to be effective 
in discriminating between organic subjects on the one hand and normal subjects and patients 
with functional disorderson the other. However, only 80 per cent, of organic cases and about 
70 per cent, of cases of schizophrenia and affective disorders were correctly identified so that 
the test provides only one aid to diagnosb. 

OTHER ANCILLARY AIDS IN DIAGNOSIS. Improved techniques of neurological 
investigation in recent years have included more refined interpretations of pneumoencephalo- 
graphic records. Moderate and severe cerebral atrophy can usually be identified by radio- 
logical means. However, the earlier stages of cerebral degenerative disease may be associated 
with little change in the angiographic or air-encephalographic pictures. Moreover, since 
enlargement of the ventricles and of the subarachnoid space occurs in the course of ordinary 
senescence suggestive or even more pronounced changes will at times be found in healthy 
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PSYCHOLOGICAL TEST PROFORMA 

Orteniation Test 

Name 

1 


Age 

1 


Time (hour) 

1 


Time of clay 

1 


Day of week 

1 


Date 

1 


Month 

1 


Season 

1 


Year _ .. 

1 


Place — Name 

1 


Street 

I 


Town 

1 


Type of place (e.g. home, hospital etc.) 
Recognition of persons . . 

2 


(cleaner, doctor, nurse, patient, relative; any 
tcvo available) 

— 


Memory Test 

— 


(1) Personal 

Date of birth 

1 


Place of birth 

1 


School attended . . 

1 


Occupation 

1 


Name of sibs orl 

Name of wife J 

1 


Name of any town where patient had worked. . 

1 


Name of employers 

1 


(2) Non-personal 

Date of World War I 

1* 


Date of World War II 

1* 


Monarch 

1 


Prime Minister . . 

1 


(3) Name and address (5 minute recall) 

Mr John Brown 

42 West Street, Gateshead 

5 


Concentration Test 

— 


Months of year backwards . . . . 2 

1 

0 

Counting 1-20 forwards . . . . 2 

1 

0 

Counting 20-1 backwards , . . . 2 

1 

0 

* ^ for approximation within three years. 
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old people. Hence in those aged 65 and over the radiographic investigation will only rarely 
add anything of importance to the information derived from an all-round clinical appraisal. 
In the aged this technique should therefore be employed mainly to exclude a space-occupy- 
ing lesion and not to confirm the presence of a cerebral atrophy which already appears highly 
probable from history-taking, clinical examination and simple diagnostic aids. 

In the investigation presenile dementia, however, air-encephalography plays a more 
important part in that the presumption must always be in favour of some specific and 
possibly eradicable cerebral or other organic cause when dementia develops in middle age. 
There is also a limited place for air-encephalography in the patient of more than 65-70 years 
in whom dementia comes on rapidly and in whom focal symptoms, in a setting of mild to 
moderate intellectual deterioration, are present but cannot be attributed with certainty to 
cerebrovascular disease. 

Certain radiological findings would make cerebral atrophy a probable diagnosis. 
Gross enlargement of the lateral ventricles associated with increased size of the third 
ventricle, pools of air on the conve.\ity or over the insula without distortion or displacement 
of the ventricular system indicate atrophy with a high degree of probability. A phenomenon 
that is of some limited value in diagnosis is that, whereas in most patients the introduction 
of air during air-encephalography is followed by a severe headache, those with marked 
cerebral atrophy often experience little or no discomfort during or after the procedure. 
Whatever the findings of radiological examination they should not too readily be allowed to 
override the results of overall clinical assessment (Plate XII). 

THE E.E.G. IN OLD AGE MENTAL DISORDER. Although the E.E.G. in old age 
mental disorder shows no high degree of specificity, there are certain broad differences 
between the various types of illness which make it a valuable adjunct in the differential 
diagnosis of mental Illness. As at other ages, abnormalities are far commoner among the 
'organic' than among the ‘functional’ psychoses (McAdam and McClatchley, 1952; Obrist, 
1954 and the degree of overlap with respect Xq gross anomalies is relatively small. 

The dominant rhythm is within the alpha range in the majority of functional cases, 
but below it in a substantial proportion of organic psychoses. But a considerable minority 
of affective and paraphrenic cases share this feature with the organic group and its dis- 
criminating value is therefore low. On the other hand, delta activity of moderate or high 
voltage is almost invariably indicative of an organic psychosis, being found only in a very 
small minority of functional cases. Although a relatively high proportion of organic patients 
show little or none, delta activity when present has an almost unequivocal significance and 
is an objective sign of value, particularly in acute florid psychoses, or when the patient is 
mute and inaccessible. Moreover, in some organic patients in w’hom delta activity is absent 
or of low voltage the dominant rhythm is in the theta range. 

It is, however, probably in relation to differential diagnosis within the organic group 
that the E.E.G. finds its most useful application. In senile dementia the appearance of the 
E.E.G. tends to be normal although the dominant rhythm is often a slow alpha or even in the 
theta range (Fig. 20). The presence of any more conspicuous abnormality speaks against a 
diagnosis of senile dementia. Prominent delta activity is relatively common in both arterio- 
sclerotic psychosis and delirious states, and during the acute stage of delirium high voltage 
rhjthmic delta activity, often most prominent in the frontal regions, is to be found in the 
great majority of cases. This tends to prove transient in arteriosclerotic psychosis, subsiding 
quickly to a pattern with slow dominant rhythm with or without minor asymmetries. In 
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delirious states associated with extra-cerebral disease, however, it tends to persist longer 
as well as occurring rather more often, and is, therefore, particularly characteristic of this 
group. In reversible deliria, it eventually subsides leaving a relatively normal record. When 
high voltage rhythmic bilaterally synchronous delta activity is present, an intensive search 
must be carried out for some specific illness of relatively recent development. Figures 21 
and 22 illustrate this particular point. 

The only chronic progressive cerebral degenerative disorders which sometimes show 
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Fig. 20. E.E.G.s from three cases of advanced senile dementia. The E.E.G. shows a regular slowish alpha 
rhythm, frequency 7-8 c/s in the upper record and 8 c/s in each of the two lower records. All three patients 
were over 80. A similar pattern is found in advanced arteriosclerotic psychosis. 
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Fig. 21. E.E.G. from a man of 73 with a seven-week history of confusion beginning with an attack of lohar 
pneumonia.^ Restless, disorientated, deluded and doubly incontinent. TTie E.E.G. shows paroxj'smal bursts 
of slow activity most prominent in the anterior parts of the head. 
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high voltage slow activity are a number of cases of specific presence demenUas, particularly 
Alzheimer’s disease (Liddell, i958)(Fig. 23). The slow activity shows a poor response to 
sensory stimuli, diminishes during drowsiness and the fast activity response to barbiturates 
is poor (Letemendia and Pampiglione, 1958). It is of considerable interest that the E.E.G. of 
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Fio. 32 . E.E.G. Irom » woman *'■' '<• 
of weight, excessive (hint and hu 
attacks of delirium, later with mei 
neurological signs. Ventriculogra 
ventricular c.8 f. had only 50 mg. 
occupying lesion was thought u 
but indenting the third ventti • 
frontally predominant, bilaterally ........ 



Sr “t Alzheimtt’. di.Mjr. Male .yed 59 ywrs. Irrtgular theta and delta activity in 

all areas. Note complete asynchrony bettveen righu and left.^ed channels. ^ 
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these specific eases provides a contrast to that found in cases of non-specific, simple 
prcscnilc dementias without any foeal signs. In one study (Roth, Green and Osselton, 
i960) nine eases of simple presenile dementia all showed a relatively normal E.E.G; where- 
as in ten of twelve cases of Pick’s disease, Alzheimer’s disease and Jakob-Creutzfeldt’s 
syndrome, the E.E.G. contained a great deal of medium or high voltage delta activity 
without any specific features. The first group are thus in this respect similar to senile 
dementia, the latter distinct from it. A grossly abnormal E.E.G. calls for revision of a 
diagnosis of senile dementia. In some of these cerebrovascular lesions contribute; others are 
specific prcscnilc dementias of late onset. 

GENERAL MANAGEMENT AND AFTERCARE OF OLD PATIENTS 

PROPHYLAXIS. Research is showing more and more clearly which are the vulnerable 
amongst the ageing — the bereaved, those with sensory defects, those with physical illness or 
disability which makes movement difficult, those who live alone, those who have had earlier 
phases of psychiatric illness, those who are over 70 and those with the faint prodromal signs 
such as memory defect which may be pointers to later psychiatric disorder. The advantages 
of these vulnerable persons being known and visited regularly are obvious. 

ASCERTAINMENT. Ascertainment and intervention at an early stage before a crisis 
situation arises is the best form of prophylaxis. The compiling of registers of those of 
pensionable age combined with screening for vulnerability and the use of health visitors 
attached to practices to do routine visiting have been strongly recommended. 

The Royal College of Physicians of Edinburgh (1963) advocates among other provisions 
the setting up of consultative clinics to which cases can be referred. Experience in Oslo, 
where, of those informed by letter of the services available at Old Age Welfare Centres, 
only 26 per cent, used them, shows that the existence of clinics and centres, however much 
publicized, is not a complete solution. The Oslo study of a sample of non-attenders showed 
that many preferred their known family doctor to any other service and that ‘one of the 
main problems was lack of insight on the part of these old people into their situation, and 
inability to come to decisions’ (Beverfelt, 1962). This writer came to the conclusion that 
visiting by social workers was necessary. 

‘Self-reporting’ even to the family doctor is also unreliable. Various studies (Parsons, 
1965 ; Williamson etal., 1964) show the large proportion, particularly of psychiatric illness, 
which does not come to the attention of the family doctor and the frequency of ‘crisis’ 
admission to institution or hospital, with all its attendant disadvantages, is another index 
of unascertained disorder. 

The early ascertainment of senile dementia could possibly result in delaying the grosser 
manifestations. Cosin et al. (1958) have shown that occupation and social stimulation would 
improve the behaviour of senile dements. The effects were short-lived but better results 
might have been achieved had the subjects’ deterioration been less advanced. 

RETIREMENT AND THE USE OF LEISURE. In spite of the evidence (see p. 537 ) 
that the elderly are capable to some extent of being retrained and capable of adaptation to 
change in working conditions (Welford, 1962) they tend to be passed over, because re- 
training has to be arranged for them at a special pace. Any quickening of the process by 
which production processes become obsolescent is lilrely to have a detrimental effect on 
the older workman. Heron and Chown (1961) conunent in their study of the ageing 
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semi-skilled Avorkman engaged in the manufacturing industry that the administration of 
business at present favours a compulsory retirement age at 65 and will probably continue 
to do so, even though those who work close to the older man are aware of the difference 
between one elderly person and another in skill and ability and of the special qualities of 
conscientiousness, and responsibility characteristic of the older workman. If these two 
trends continue, working people should be helped to approach retirement with an under- 
standing of what it involves and with a degree of preparation for it. 

The part played by retirement in precipitating psychiatric illness is difficult to assess. 
Ceasing to work, with the loss of social contacts and a feeling of no longer making a signifi- 
cant contribution, is inextricably bound up with other factors such as declining energy and 
fitness and loss of income. Lowenthal (1965) and Kay, Beamish and Roth (1964&) found no 
clearly causal relationship between the length of time the elderly person had been retired and 
the onset or e.xistence of psychiatric symptoms. On the other hand Sainsbury (1962) found 
that lack of employment was a factor contributing to 21 per cent, of suicides in a group aged 
60 and over and for 15 per cent, economic stress had been operative. Neither was as impor- 
tant a precipitant as living alone or physical Illness. When suicide figures for all age groups 
are examined it is found that whereas male suicides reach their peak at the post-retirement 
age 65 to 70 years, women, whose working life Is not so abruptly changed at this age, do not 
show the same marked increase. If social class is taken into account another difference 
emerges. The risk of suicide decreases on retirement in higher socio-economic groups and 
increases in lover ones. Precise interpretation is impossible but the facts may reflect the 
influence of better economic circumstances in the former group and of thcie equipment by 
education and opportunity to have more varied interests. 

Perhaps having some kmd of employment is a more important factor than remaining 
in the accustomed job at the familiar place of work. Investigations have shown no large 
numbers of retired persons expressing a wish to rc-enter the labour market. Tliis is especially 
true where work has been laborious or monotonous. Buckc {1962) tlirows light on the 
subject of the leisure-time acUiities of the elderly. She quotes Townsend (1957) show 
what a small proportion of those of pensionable age take part in group activities such as 
attendance at clubs. Before 1939 onc-quartcrof elderly people were retired but in 1962 only 
one-fifteenth of persons of pensionable age were known to be in full or part-time cmnlov- 
ment. The ‘club’ movement in Great Britain has grown as the actual need has increased vet 
does not attract a large proportion of the elderly. But club attendance is not in itself an 
index of mental health and, in any case, provides only for the fully mobile. Those who arc 
equipped to enjoy activities of their own choice pursued alone or with a few congenial com- 
panions do not need clubs. 

One of the reasons why the present generation of the old have fewer developed leisure- 
time activities is that most of them grew up in a society %vhicli placed emphasis on the moral 
as well as the utilitarian value of work and lived through periods of low-wages and Ion 
working-hours with neither money nor leisure left over after the day’s work 'riic nr ^ 
rapid development of means of recreation used by the young and middle-aged is^^nnt 
familiar to them. There is some evidence to show that those not yet retired have c 
their lives less exclusively on their work and for only a few is the place of work the f f 
the social relationships that mean most to them. The problem of leisure-time act* 
the old is, therefore, possibly one that will diminish In succeeding generations B 
sent need to provide meaningful activity for the aged remains, allied with the nee 1 1 ‘ ^ 
their financial security. Hobbies and social activities arc expensive. ^ otncrcaso 
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The idea that the robust elderly could with reciprocal advantage be employed to some 
extent in the expanding services for the less mobile elderly is in debate, but unquestionably 
some elderly persons feel happier when they arc making some useful contribution to the 
life around them and a few opportunities are available such as the ‘night help’ service in 
Wolverhampton and Birmingham. 

EDUCATION. Efforts have been made in many countries, mainly in the U.S.A., to provide 
education and counselling in an attempt to aid the ageing person to achieve a balanced, 
healthy and well-adjusted life after retirement. A number of leading industrial organizations 
provide counselling services, and, in a number of communities, adult education classes 
or university courses in preparation for retirement have been sponsored. Perhaps ideally 
these educational programmes should be available in earlier stages of life (Roth, 1959^)- 
Dietary habits and attitudes to exercise, for example, have an important bearing on the 
general health of aged people but are difficult to change in late life. 

COMMUNITY PROVISION. Shenfield (1962) makes an interesting comparison between 
the general trends of community provision for the old in U.S.A. and Great Britain. In the 
former it takes the form of ‘creative leisure’ programmes which ‘place emphasis on group 
activities, and high value is given to the capacity to adjust in the group and get on well with 
others. . . Some work habits appear to be being carried over into organized leisure pro- 
grammes, with their set schemes, goals of achievement and demands made upon members... 
The American projects appear to be based on a middle-class concept of ageing’. In Great 
Britain (and in some European countries), on the other hand, interest has spread out to the 
whole field of ageing ‘from an original historical concern with the plight of the elderly poor, 
and a considerable part of welfare services are still directed to the needs of this group’. 

This is especially true of the domiciliary services. A wide range of these is being developed 
though they are not uniformly available. Some have always been the concern of the local 
authorities; others have been the creation of voluntary societies. A very comprehensive 
study of these and other services is given in Tunstall’s Old and Alone (1966) and by Bell 

(1965)- 

District nurses can advise and help relatives in caring for the bed-ridden, and laundering 
services are available in some areas. For the frail the liojjie-lielp service and meals-on-wheels 
can make possible continued life at home. NisiXmg physiotherapists can do much for patients 
with hemiplegia and arthritis where home circumstances are good and there is a medical 
condition capable of improvement (Adams et al., 1958). A visiting chiropody service has 
obvious advantages in helping to maintain mobility. The sphere of both the ‘home-help’ 
and the Health Visitor Sei-vice is progressively being extended to take in the elderly. 
Moreover the community at large is being alerted to a responsibility for friendly visiting, 
shopping services and such minor amenities as bringing library books to the elderly at home 
and making holidays and excursions available and cheap. The contribution of all such 
services to the continued mental health of the elderly is clear, as also their usefulness in 
maintaining at home the large numbers with subacute psychiatric disabilities. 

Residential homes provided by the voluntary societies and local authorities are surveyed 
in Townsend’s The Last Refuge (1962). They are intended for patientsstillambulantandalert 
yet too frail to maintain themselves at home and with no relatives available to talie care of 
them, yet investigation of residents of these homes has revealed (Kay et al., 1962) that two- 
thirds were suffering from some degree of psychiatric disorder and 13 per cent, were classed 
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as permanently disabled by physical illness. On the other hand, reports from geriatric units 
reveal that patients remain as long-stay patients for domestic reasons after their acute illness 
is over. Similarly, misplacements occur, as between geriatric wards and mental hospitals 
(Kidd, 19626). In Kay’s study at least half of the patients in geriatric wards showed mental 
symptoms as severe as those of many aged mental hospital patients, while i8 per cent, of 
mental hospital patients suffered from physical disability rated as ‘severe’, and 37 per cent, 
were ‘house-bound’ so that geriatric ward care might equally well have been recommended. 
Obviously, screening procedures and a closer integration of the tripartite services involved 
in the care of the aged are needed but, in the absence of these, a more flexible and efficient 
system for mutual consultation between staffs would facilitate arrangements for transfer of 
patients from hospital wards to residential homes and vice versa so that they might be under 
the care of staffs specially trained to give them the kind of treatment which they most need. 

Unsuitable housing stands high among social conditions which may have an adverse 
effect on mental and physical health (Edge and Nelson, 1964). The old, because of financial 
stringency and a propensity to cling to the familiar, tend to remain in or gravitate to housing 
with low rentals and therefore lacking in basic amenities or, at least, inconvenient for the 
frail or disabled, A circular issued jointly by the Ministries of Health and Housing (1961) 
advises local authorities on the provision of a variety of types of housing for the aged. In 
particular, partial-dependency housing is of value in maintaining elderly people in normal 
living conditions where they can retain self-respect, independence of action and some of 
their o^vn possessions — all essential to their morale. The whole situation of an old person 
can be improved by modifications in his home such as, for example, the addition of indoor 
sanitation, hand-rails, ramps and adapted gas-cookers, and an approach can be made to 
the housing authority with this in view. So much of disability is chronic in the elderly that 
the more hopeful therapeutic approach is often to try to modify hts environment. 

From whatever angle community services for the elderly are approached, whether 
providing for their leisure or giving supportive services, it should be remembered that the 
old are not an undifferentiated mass of the population or, with the best of intentions, they 
may come to be treated as a minority problem group. Indeed, services should be to some 
extent organized with them and not just for them so that their contribution may be used and 
their own wishes understood and respected. 

THE w'ORTHiNG EXPERIMENT. The term ‘community service’ is used in a different sense 
by Sainsbury, Costain and Grad in their studies of the psychiatric services of Wor- 
thing and district, initiated in 1957. These services were designed in the first place to reduce 
the previously high rate of admission to mental hospital. They are based on a day-hospital 
centre with out-patient clinics and domiciliary visiting by psychiatrists. The resources of the 
local public health authorities are scarcely exploited at all. A psychiatrist at the centre 
deals with all requests for patients to be seen and sees them all outside the hospital before 
deciding whether to treat them by admission to mental hospital or at home. Grad and Sains- 
bury (1963, 1966) made a number of studies of the effects of this service using a hospital- 
based service of traditional type in a similar area as control. They have shown that with the 
use of these relatively limited resources the proportion of patients admitted to hospital was 
lower in the community-based service, and that the total amount of time spent in hospital 
by those admitted was reduced. In the Worthing service the mean number of weeks spent 
in hospital by patients aged 65 and over was only 7 as compared with ii weeb in the 
traditional ser^’ice. 
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Desirable as it is for patients, especially elderly ones, to be maintained in their familia 
surroundings, the extent to which their families suffer as a consequence is an importar 
consideration. The circumstances of 410 families were examined and it was found, at firs 
assessment, before referral to mental hospital or ‘community’ service had been made, tha 
nearly two-thirds of these families had well-marked problems and it was the elderly patient 
and those with organic psychoses who restricted other family members in numerous way 
and caused the most severe burden. At follow-up two years after referral (Grad and Sains 
bury, 1968) the traditional service was found to have provided greater relief to the familie 
of patients treated within and outside hospital alike. However, neither in the case of the sev 
crely burdened group generally nor in the families of the aged in particular was there : 
significant difference in the relief afforded. It was in the 15-64 age group, comprising mainl; 
neurotic patients, that the 49 per cent, of Worthing families whose burden had been ease( 
contrasted with 90 per cent, in the traditional service. Many families prefer to bear the cos 
in hardship entailed by keeping patients at home and there was evidence that more intensiv 
social work in Worthing could have mitigated it. Domiciliary visiting by the psychiatrist 
close contact with general practitioners and more intensive follow-up and social case worl 
would greatly enliance the possibilities of community care for the elderly and other psychi 
atric patients. 

NURSING AND REHABILITATING GERIATRIC PATIENTS. Geriatric nursinj 
has, at first sight, the appearance of being unrewarding as full recovery is less often achievec 
than in other groups of patients. As Kidd and Smith (1966) point out, a large part of the 30- 
40 per cent, load of geriatric patients to be found in most psychiatric hospitals is made up 0 
ageing chronic patients. Fifty-six per cent, of their elderly patients had been in hospital foi 
over five years and 28 per cent, for over twenty years. The fact that these patients’ ties witl 
home are so often irreparably broken and that more than half are aged 75 and over mean; 
that they must be accepted as a permanent load on the hospital. A large number are frai 
and suffer from a wide range of disabilities often severe and multiple. This places heav] 
demands on both medical and nursing staff and such nursing calls for very special gifts 
At one time, when hospital wards were often situated in work-house buildings, the old anc 
infirm lay in bed year after year without proper examination, let alone treatment. Th< 
pioneer work done by Marjory Warren, Cosin and Howell showed what cheerful surround- 
ings, active treatment and planned rehabilitation could do in preventing patients from bein^ 
bed-ridden and in making them ready for discharge. During the past twenty years theii 
ideas have been widely accepted and put into practice. 

In mental hospitals, too, patients were formerly allocated to wards according to ag< 
and irrespective of diagnosis. Overcrowding, understaffing and the absence of occupationa 
facilities frequently led to these patients being confined to bed. Even those suffering fronc 
recoverable diseases were reduced to misery and apathy. 

Nursing the elderly psychiatric patient should have the positive aim of restoring 
activity and ability for self-care. Prolonged bedrest spells the loss, possibly forever, oi 
muscle tone, co-ordination and confidence to stand upright. It also spells stiff joints 
pressure sores and hypostatic pneumonia. Therefore the kind of care which is needed b) 
the acutely ill patient should be continued no longer than is necessary, and the tendenej 
to become dependent should be gently corrected so that rehabilitation can be begun tc 
restore fully the measure of self-reliance of which the patient is capable. 

As physical disability is so often present in conjunction with residual mental symptoms 
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when the time for rehabilitation is reached, close co-operation between physiotherapy and 
occupational therapy staff is needed (Macdonald. *960). It is advisable that these treatments 
should he specifically prescribed by the doctor for each patient, taking his particular state 
into account so that harm is not done by giving exercise indiscriminately. The programme 
of activity should be reviewed at frequent intervals to fit it to the patient’s gradually restored 
capacity and ensure that it is varied enough to keep hun interested. Patients with functional 
and ‘organic’ disorders naturally require different regimes and the first introduction of each 
patient to rehabilitation procedures should be carried out with patience and a permissive 
attitude so that his natural diffidence ia overcome and he is not frightened by too much 
too early. Beresford-Cooke (1964) outlines an excellent scheme of occupational therapy and 
show’s how it can be closely related to what the patient will most need on return home. For ex- 
ample, the patient can be shown how to plan and cook nourishing meals and how to layout a 
limvtedbudget. Training in the use of disability aids can be given while the patient is working. 
For men for whom discharge is not envisaged or for patients having day-care, it is 
sometimes possible to arrange paid work of a simple kind. This is not suitable for short-stay 
patients in hospital as it might tend to prolong their stay. Where this is successfully practised 
the staff are enthusiastic about its results. Financial incentives produce a greater interest 
in fife, incontinence diminishes and appearance and personal habits improve. 


SPEECH THERAPY fof aphasic patients is a form of psychotherapy; to restore the possibility 
of communication relieves their sense of isolation and their fear of death and may give them 
energy to tackle the heaty task of physical rehabilitation. This form of therapy is perhaps 
best undertaken in a combination of group and personal sessions. 


AFTERCARE is an important component of all psychiatric treatment and particularly 
so in geriatric medicine. On account of general frailty and chronic disability elderly patients 
are socially more dependent. Weeks of expert hospital care may be wasted if they are 
discharged into conditions which are not conducive to their continued well-being.. The 
resettlement of partly recovered patients is not an easy procedure. They are not always 
eager for discharge even after rehabilitation designed to prepare them for it. Dependence 
develops quickly. Regular pre-discharge conferences for older patients where doctor ward 
sister, psychiatric social worker and health visitor can plan aftercare have been found 
helpful by Woodside (1965). Some person attached to the geriatric unit, who has seen the 
patient in hospital and discussed his case with the hospital doctor, can help him and the 

mcdicaUocial worker , , him up. She 

eau rally relat™ and ■ : • ■ ■ the medical 

social worker have beui mouiuzeu ana act as liaison with the patient’s family doctor 
Adverse changes which have occurred during the patient's absence in hospiti can be 
reported and rectified. A visit during the first few days after discharge, which are critical 
for the patient's adjustment, will often prevent failure, and during subsequent visits the 
visitor can watch progress and arrange rcadmission if conditions have deteriorated Nisbet 
et al. {1966) have found in a city area that a district nurse who is one of the geriatric unit 
team most adequately performs this function. In more dispersed hospital catchment areas 
health visitors attached to practices could make a prompt visit part of their routine ’ 

"Two more ^pes of Mlow-up care are increasing in urban areas: attendance at 

day-;, MAlmfeoadduy.cCTr«^.Forat^enda^ceatbot^ adequate ambulance services are neces 

sary as, apart from those who live alone, it is the house-bound who will benefit most from 
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these services. Patients attending day-hospitals arc closely followed up by the psychogerial 
physician and rehabilitation by physiotherapy, for example, begun in hospital can 
continued. At the same time tlic patient continues under the general care of his lo 
practitioner. The day-hospital is an excellent meeting ground for the three sources 
service which cater for the old — hospital, family doctor and local authority services. 

Attendance at the day-hospital can begin towards the end of an in-patient period a 
can be continued after the patient returns home. It is of particular value for the pati( 
suffering from a chronic emotional disturbance who improves on admission to hospi 
but deteriorates on each return home (Macmillan, i960). Equally, demented patients ( 
be maintained until hospital beds are available for them. If the day-hospital is part 0 
general or psychiatric hospital, continuity of care is easier (Whitehead, 1965) and 1 
undesirable segregation of the elderly is avoided if the day-hospital is not specifically : 
geriatric cases. Woodford-Williams (1962) describes the effect of attendance on a ‘di 
hospital’ group of physically ill patients as compared with a group remaining at hor 
They were less depressed, of higher morale, less reserved and more self-confident. Th 
physical deterioration was noted earlier yet their independence was not undermined. 

Old people referred to day-centres, which have been increasing in numbers during 1 
past ten years, benefit from regular meals, recreational facilities and company. Th 
progress can be watched and reported and other forms of help they need can usually 
readily arranged. Regular visits by a geriatrician and good liaison with the hospitals increai 
the usefulness of centres. Macmillan (i960) has found that paranoid patients, whe 
symptoms are often a reaction to loneliness, can remain at home if they are persuaded 
attend a day-centre where they are resocialized and can be put in touch with other soc 
services they may need. The day-centre provides old people living alone with a regu! 
routine and with the sense of belonging to a group (Macmillan, 1963). Indeed it is necessj 
to form small groups within day-centres to encourage old people to get over their apathy. 

These three forms of care — at home, in day-hospitals and in day-centres — not 01 
benefit the patients and particularly those who live alone, and obviate unnecessary i 
admission to hospital, but they also relieve the families who have undertaken to look afl 
their elderly relatives. The evidence of continued interest in the patient on the part of t 
hospital and the knowledge of where they may turn for help in domestic crises or difficult 
provide relatives with much needed support. Relief during the day frees households 
function more normally, especially where there are children or where all the adults go out 
work. Ten to eleven per cent, of relatives in Kidd’s Belfast study (1962a) had had to give 1 
employment to look after their elderly and 22 per cent, complained of the financial burd 
involved before they asked for the patients’ admission to hospital. 

Temporary admission to hospital can also relieve relatives. For bed-ridden patients w 
severely drain the emotional and physical resources of relatives, a periodic form of admissi' 
can be used. For less severe cases, shorter periods of admission at longer intervals or tim 
to coincide with the family’s holiday arrangements will be enough. This ensures reguj 
treatment for the patient and keeps him securely based at home. In this way the source 
the mounting feeling of rejection and guilt in relatives described by Macmillan (196 
can be avoided. Once incontinence and nocturnal wanderings, which may be aggravated 1 
emotional disturbance, have arisen they may lead to increasingly strained relationslu 
with the family. Indeed, once the family have made their rejection explicit, it is almc 
impossible to change their attitude and the patient becomes a permanent hospital ca 
instead of a temporary one. A visit by the social worker to explain that the period in hospii 
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is a temporary one and to arrange a discharge date often proves essential to ensure thepatient s 

return home. . . . , f -i- j- 

The elderly almost without exception are happiest remaining m the famihar surroundings 
of their homes and among their families and chosen companions, so that every effort that 
can be made to look after them there in spite of subacute disability is beneficial. But to 
maintain elderly people at home, when their psychiatric disability allows, must depend in 
the long run on a service ranging from an occasional supervisory visit to home-help and 
nursing care. Domiciliary services are described at greater length on p. 56a. The situation 
of the frail old person can change overnight from being quite manageable to being critically 
overstrained if there is an accident or sudden illness or if some key relative or neighbour is 
removed by mishap or illness. Before the elderly in-patient is discharged it is therefore 
advisable for the psychiatrist, through his social worker and with the consent of the prac- 
titioner, to call in the appropriate service provided by the local authority or voluntary 
agencies. In spite of treatment in hospital followed by aftercare, psychiatric disorders like 
other illnesses in old age tend to become chronic and recurrent. Colwell and Post (1959)1 m 
a follow-up study of one year’s discharges from a geriatric unit devoted to recoverable illness, 
showed that only 29 per cent, of discharged patients did not receive any further psychiatric 
attention apart from checks during the following two years. Twenty per cent, had further 
out-patient support and 31 per cent, had further in- as well as out-patient treatment. The 
load on aftercare services is therefore likely to be heavy. That the available community 
care is not always adequate is also shown in this study. One-third of all the patients went 
through periods during which community action would have benefited them or should have 
brought them more promptly back into psychiatric treatment. Thirty-seven per cent, of the 
group studied had been continuously disabled after discharge and 42 per cent, of these may 
not have been under supervision or psychiatric treatment for considerable periods while both 
they and their families were in need of help. 


affective disordeb in old age 

Depressive Illness 

Depression has long been recognized as a characteristic mood of senescence and old 
descriptions have often referred to the melancholy, dolorous, crabbed mood of the aged 
Cicero described old men as ‘morose, troubled, fretful and hard to please', althouch he 
was before his time in attributing these features to ‘faults of character’ rather than to ajje 
Burton’s celebrated treatise abounds with references to the melancholy of the need and 
depressive illness is clearly recognizable in the picture dratvn of some of those burnt at 
the stake for witchcraft in the Middle Ages. Thus North observed of women tried at 
Exeter that ‘the evidence against them was very Ml but their own confessions exceeded 
It. They appeared not only weary of their lives but seemed to have a great deal of sklU 
to convict themselves -an apt vignette of psychotic depressives and their miilt-lad^ 
self-accusations. ^ 

The medical importance of depressive illness in old ace and the va.r 
of the problem both in hospital practice and in the community at large Ls come to he 
appreciated only m the past zo years. Current psychogeriatric practice nreseniT e , -a 
ranging variety of affective disorders in addition to the classical endogenous depSsioi^I ° 
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these services. Patients attending day-hospitals arc closely followed up by the psychogcriatric 
physician and rehabilitation by physiotherapy, for example, begun in hospital can be 
continued. At the same time tlic patient continues under the general care of his local 
practitioner. The day-hospital is an excellent meeting ground for the three sources of 
service which eater for the old — hospital, family doctor and local authority services. 

Attendance at the day-hospital can begin towards the end of an in-patient period and 
can be continued after the patient returns home. It is of particular value for the patient 
suffering from a chronic emotional disturbance who improves on admission to hospital 
but deteriorates on each return home (Macmillan, i960). Equally, demented patients can 
be maintained until hospital beds are available for them. If the day-hospital is part of a 
general or psychiatric hospital, continuity of care is easier (Whitehead, 1965) and the 
undesirable segregation of the elderly is avoided if the day-hospital is not specifically for 
geriatric cases. Woodford-Williams (1962) describes the effect of attendance on a ‘day- 
hospital’ group of physically ill patients as compared with a group remaining at home. 
They were less depressed, of higher morale, less reserved and more self-confident. Their 
physical deterioration was noted earlier yet their independence was not undermined. 

Old people referred to day-centres, which have been increasing in numbers during the 
past ten years, benefit from regular meals, recreational facilities and company. Their 
progress can be watched and reported and other forms of help they need can usually be 
readily arranged. Regular visits by a geriatrician and good liaison with the hospitals increases 
the usefulness of centres. Macmillan (i960) has found that paranoid patients, whose 
symptoms are often a reaction to loneliness, can remain at home if they are persuaded to 
attend a day-centre where they are resocialized and can be put in touch with other social 
services they may need. The day-centre provides old people living alone with a regular 
routine and with the sense of belonging to a group (Macmillan, 1963). Indeed it is necessary 
to form small groups within day-centres to encourage old people to get over their apathy. 

These three forms of care — at home, in day-hospitals and in day-centres — not only 
benefit the patients and particularly those who live alone, and obviate unnecessary re- 
admission to hospital, but they also relieve the fai 7 iilies who have undertaken to look after 
their elderly relatives. The evidence of continued interest in the patient on the part of the 
hospital and the knowledge of where they may turn for help in domestic crises or difficulties 
provide relatives with much needed support. Relief during the day frees households to 
function more normally, especially where there are children or where all the adults go out to 
work. Ten to eleven per cent, of relatives in Kidd’s Belfast study (1962a) had had to give up 
employment to look after their elderly and 22 per cent, complained of the financial burden 
involved before they asked for the patients’ admission to hospital. 

Temporary admission to hospital can also relieve relatives. For bed-ridden patients who 
severely drain the emotional and physical resources of relatives, a periodic form of admission 
can be used. For less severe cases, shorter periods of admission at longer intervals or timed 
to coincide with the family’s holiday arrangements will be enough. This ensures regular 
treatment for the patient and keeps him securely based at home. In this way the source of 
the mounting feeling of rejection and guilt in relatives described by Macmillan (i960) 
can be avoided. Once incontinence and nocturnal wanderings, which may be aggravated by 
emotional disturbance, have arisen they may lead to increasingly strained relationships 
with the family. Indeed, once the family have made their rejection explicit, it is almost 
impossible to change their attitude and the patient becomes a permanent hospital case 
instead of a temporary one. A visit by the social worker to explain that the period in hospital 
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is a temporary one and to arrange a discharge date often proves essential to ensure thepatient s 
return home. 

The elderly almost without exception are happiest remaining in the familiar surroundmgs 
of their homes and among their families and chosen companions, so that every effort that 
can be made to look after them there in spite of subacute disability is beneficial. But to 
maintain elderly people at home, when their psychiatric disability allows, must depend in 
the long run on a service ranging from an occasional supervisory visit to home-help and 
nursing care. Domiciliary sen'ices are described at greater length on p. 562. The situation 
of the frail old person can change overnight from being quite manageable to being critically 
overstrained if there is an accident or sudden illness or if some key relative or neighbour is 
removed by mishap or illness. Before the elderly in-patient is discharged it is therefore 
advisable for the psychiatrist, through his social worker and with the consent of the prac- 
titioner, to call in the appropriate service provided by the local authority or voluntary 
agencies. In spite of treatment in hospital followed by aftercare, psychiatric disorders like 
other illnesses in old age tend to become chronic and recurrent. Colwell and Post (1959), in 
a follow-up study of one year's discharges from a geriatric unit devoted to recoverable illness, 
showed that only 29 per cent, of discharged patients did not receive any further psychiatric 
attention apart from checks during the following two years. Twenty per cent, had further 
out-patient support and 31 per cent, had further In- as well as out-patient treatment. The 
load on aftercare services is therefore likely to be heavy. That the available community 
care is not always adequate is also shown in this study. One-third of all the patients went 
through periods during which community action would have benefited them or should have 
brought them more promptly back into psychiatric treatment. Thirty-seven per cent, of the 
group studied had been continuously disabled after discharge and 42 per cent, of these may 
not have been under superr-ision or psychiatric treatment for considerable periods while both 
they and their families were in need of help. 


AFFECTIVE DISORDER IN OLD AGE 
Depressive Illness 

Depression has long been recognized as a characteristic mood of senescence and old 
descriptions have often referred to the melancholy, dolorous, crabbed mood of the aged 
Cicero described old men as ‘morose, troubled, fretful and hard to please’ althouch he 
was before his time in attributing these features to ‘faults of character’ rather than to aee 
Burton’s celebrated treatise abounds with references to the melancholy of the aged and 
depressive illness is clearly recognizable in the picture drawn of some of those hiimr 
the stake for witchcraft in the Middle Ages. Thus North observed of women tried a 
Exeter that the evidence against them was very full but their otvn confessions exceeded 
It. They appeared not only weary of their lives but seemed to have a great dearoTskill 
to convict ftemselvcs-an apt vignette of psychotic depressives and their m k-Iaden 
self-accusations. guu>iaaen 

The medical importance of depressive illness in old ace and th? vn * 
of the problem both in hospital practice and in the community at large has ToL m b 
appreciated only m the past 20 years. Current psychogeriatric practice nresenr?. w’n 
ranging variety of affective disorders in addition to die classical enlgenous depSsionT 
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At the present time it is probably unprofitable to attempt more than a broad sub- 
division into tAVo main types of depressive illness in old age. The first conforms to the 
classical picture of endogenous depression and its affinities are with the manic-depressive 
psychoses. The clinical features comprise the usual profile of retardation, guilt and self- 
dcprcciation, hypochondriacal ideas or somatic delusions. The depression is at its worst 
in the morning and the sleep disturbance is characterized by early morning wakening. 
In the other group, the neurotic depressions, the emotional disturbance is generally less 
profound. It is often reactive to physical illness, social hardship and vicissitude. A clear 
diurnal variation of mood is absent, and there is initial insomnia or fitful sleep throughout 
the night. The prevalence of physical illness is greater in the latter group. 

Among depressions of the aged those who have also had attacks of affective disorder 
before the age of 60, have been shown to have a hereditary loading for affective disorder 
among their first-degree relatives similar to that recorded in the case of manic-depressive 
psychosis, that is, approximately 10 to 12 per cent. On the other hand, among depressions 
of late onset gcnetical factors have proved to be of lesser importance and morbid risks of 
approximately 4 to 4'5 per cent, have been recorded in relatives (Stenstedt, 1959; Kay> 
1959). This latter figure reflects the greater importance of extrinsic factors. It has been known 
for some time that approximately 6 to 7 per cent, of manic-depressives fall ill for the first 
time after the age of 60. However, three-quarters of late cases have been found to have 
experienced clear physical or social stress prior to onset, as compared with one-half among 
early onset affectives and only one-quarter of paranoid cases (Kay, 1959). 

In the sections that follow we shall not deal with the detailed features of these types of 
affective disorder which have already been fully discussed in Chapter IV. We shall describe 
instead the special colouring that is given to depressive illness by senescence and the differ- 
ing physical and psychological settings in which it may occur. The sub-headings that 
follow do not refer to distinct but to overlapping varieties of illness and represent in effect 
a summary of the reasons that frequently cause the depressive illness to be overlooked. 
The distinction between endogenous and neurotic depression will therefore be ignored. 
However, the cases to be described under the first three headings would, in fact, mainly 
conform in their detailed clinical profile with the picture of endogenous depression; those 
in the fourth and fifth (accounting for the majority of cases) with that of neurotic depression. 
‘Organic’ depressions are very variable in picture. 

(i) ATYPICAL DEPRESSION. The clinical picture described xmder the heading 
of involutional depression with extravagant and bizarre ideas of guilt, self-denigration 
and marked retardation or agitated and importunate behaviour is not uncommon in old 
age. It may be associated with the Cotard syndrome of nihilistic ideas about tlie body in 
which the patient believes it to be decaying or disappearing as a result of disease. How- 
ever, a less dramatic picture comprising apathy, inertia, withdrawal into solitude and 
quieter self- depreciation is rather more common. The patient’s passive appearance, 
emotional unresponsiveness and the laconic replies to questions are prone to be attributed 
to old age rather tlian to illness ; careful history-taking combined with painstaking clinical 
analysis may be needed to lay bare the nature of the condition. 

Among depressed old patients presenting with a picture of marked apathy there are 
some in whom subnutrition is a factor in the situation. Fowlie et al. (1963) found 20 per 
cent, of elderly subjects with undernutrition to be suffering from a depressive psychosis; 
the incidence being well beyond chance expectation. Anorexia is of course a common 
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symptom of depressive illness but the under-nutrition that results can itself cause further 
apathy and inertia and a vicious circle is prone to be created in this manner. 

Although suicidal attempts are not made so frequently by patients with atypical 
depression as they are by those with associated physical disease or pain and discomfort, 
some of the former are to be found among consummated suicides because the nature of the 
underlying illness is prone to be overlooked. 

(2) PSEUDO-DEMENTED DEPRESSION. The illness is specially prone to be mis- 
taken for a progressive dementing process in those cases in which the patient is markedly 
retarded and where memory-defect and cognitive impairment appear to be present. In 
a number of these patients both clinical observation and careful psychometric investigation 
may suggest marked intellectual deterioration. For these and other reasons, the simulation 
of dementia can be very close as Kiloh (1961) has pointed out. The correct diagnosis will 
be revealed by the relatively short history of presenting symptoms, the occurrence in 
some cases of previous depressive attacks, the presence of a family history of depressive 
or manic-depressive illness and the patchy character of the intellectual impairment. The 
majority of these cases also make a prompt and striking response to electroconvulsive 
treatment. 

(3) DEPRESSION WITH CLOUDING OF CONSCIOUSNESS. Approximately 
10 per cent, of cases of depression in old age have a short-lived confusional phase which 
subsides within a relatively short time to reveal the underlying affective disorder. The 
stage of clouding of consciousness is associated with a considerable risk of determined 
suicidal attempts. These patients are liable to be diagnosed as suffering from cerebrovascular 
disease. The explanation for the clouding may be found in some associated febrile or 
metabolic disturbance, but physical illness is not present in all cases and when it is found it 
is often chronic and seemingly quiescent and its association with the clouding unclear. 
Under-nutrition can also become one of the factors contributing to confusional symptoms 
in the early stages of depressive illness and the nutritional status should be carefully investi- 
gated in such patients. 

(4) PHYSICAL ILLNESS AND DEPRESSION. A depressive illness may fail to be 
identified as such because of associated physical illness for which the mood disturbance may 
be regarded as appropriate. The physical illness is often chronic and disabling and for this 
reason attempts at treating the psychiatric tymptoms may be regarded as fruitless. However, 
the emotional disturbance often remits despite chronicity of the physical disorder and there 
is, therefore, a strong indication for treating it. 

The majority of patients discussed in this section show the neurotic type of illness, the 
clinical features being dominated by a variable blend of depression and anxiety, irritability, 
attention-seeking behaviour and an abundance of somatic complaints with a history of 
previous neurotic personality traits. However, a small proportion of cases are indubitably 
endogenous or manic-depressive and the need to treat the psychiatric disorder, whatever 
the nature or progress of the physical condition, applies particularly in these cases. 

Hj^ochondriasts may seem to be a misnomer tvhen applied to patients suffering from 
some physical disease. However it is frequently verj' difficult in elderly subjects to 
judge \^hethe^ complaints of somatic pain or discomfort arise from physical or psychiatric 
disorder or both. Physical illness is prone to creep on in a silent and insidious manner in old 
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age and what may appear to be hypochondriacal symptoms in a setting of mood disturbance 
may conceal underlying physical disability. On the other hand true hypochondriacal com- 
plaints may simulate angina pectoris, cardiac 'dyspnoea, gastrointestinal disease, cerebro- 
vascular or intracranial disease, and the patient may be submitted to prolonged and fruitless 
investigation. Dc Alar^dn (1964) found hypochondriacal symptoms in the sense of ‘physically 
unjustified body complaints’ in 64 per cent, of 152 consecutive admissions with depression 
in patients over the age of 60. Complaints referred to the alimentary tract were by far the 
most frequent; 32 per cent, complaining of constipation, the symptoms often having 
a delusional, nihilistic colouring; ig per cent, had head symptoms and 8 per cent, cardio- 
vascular symptoms. Twenty-five per cent, of the patients with hypoehondriacal symptoms 
had made serious suicidal attempts, a much higher proportion than in the remaining cases. 
Suicidal tendencies had been particularly common among those in whom hypoehondriasis 
was the dominant symptom. It is evident, therefore, that a high suicidal risk attaches to 
persistent physical complaints whether these are truly hypoehondriacal or associated with 
actual physical disease (p. 542). 

(5) ‘REACTIVE’ DEPRESSIONS. This group overlaps to a considerable extent with 
that described in the preceding section. In both a high proportion have long-standing 
neurotic personality traits although in those who break down de novo in old age these are 
limited and have been well-compensated over the greater part of the life-span. The pre- 
senting features are similar, a variable depression strongly coloured with anxiety, irritability, 
some fluctuations in response to environmental change and initial insomnia. Physical stress 
does not separate out a distinct group for it frequently constitutes an emotional burden and 
potentiates the effects of adverse environmental circumstances. 

Depressions reactive to environmental hardships, physical illness or both make up the 
greater part of functional disorders of old age seen both in psychiatric and general practice. 
The environmental and personality setting may obscure the illness in a number of ways. 
As it often follows closely upon one of the many hardships from which old people suffer, 
the depression may be regarded as merely one facet of the hard fate the patient shares with 
many other old people rather than an illness. Yet these conditions often respond, and at 
times to a surprising degree, to appropriate treatment. The presence of some long-standing 
personality problems and a history tending to react with dejection to life’s defeats and 
disappointments may lead to the depression being regarded as one chapter in a long, 
long story and to neglect of that part of it which may be treatable. Old age is prone to 
uncover, in some persons, Achilles’ heels successfully concealed during the ascendant 
part of the life cycle. Some men retain their emotional equanimity only so long as 
authority, prestige, physical health and vigour are theirs. The hypochondriasis of men who 
have invested a great deal of effort in physical fitness and have to adjust to physical limita- 
tion or illness for the first time in old age is particularly prone to be overlooked. These are 
men who have often been outgoing, energetic, assertive and successful during the greater 
part of life. Women on the other hand, may achieve superficially satisfactory adjustment so 
long as sexual attractiveness and the social domination it permits are theirs. When it 
wanes there is often a flight into neurotic symptoms with a colouring of depression. 

(6) ORGANIC DEPRESSION. In these cases depressive symptoms occur as episodes 
in the course of a progressive cerebral degenerative process or as part of a well-advanced 
metabolic disease such as myxoedema or pernicious anaemia. In their most characteristic 
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form the depressive symptoms are of a fluctuating, fragmentary kind. Organic psychiatric 
features, in the form of some degree of clouding of consciousness or memory defect, may 
be prominent but in some cases they are present in subtle form or wholly absent. An 
irregular alternation with a euphoric mood may be present. The depressive bouts are 
dangerous in that they are prone to be associated with determined suicidal attempts. The 
presence of indubitable signs of cerebral infarction should not be regarded as a contra- 
indication to treatment of the depressive symptoms which may respond temporarily at 
any rate in a dramatic manner. In cases where nothing can be done to alter the course 
of the cerebral disease, relapse is frequent until dementia becomes far advanced and 
careful follow-up is indicated. 

Mania 

Attacks of mania or hypomania constitute about 5-10 per cent, of cases of affective 
disorder in old age. In approximately half the cases this b a recrudescence of illness that 
had already been manifest in early life; in the other half the first attack occurs in the 
senium. The onset is often abrupt and there are the usual features of hyper-activity, over- 
talkativeness and flight of ideas. However, comparison with the clinical picture in younger 
manic patients reveals certain differences in the elderly subjects. Instead of the usual 
infectious gaiety there is more often an empty, euphoric and insouciant quality which is 
prone to suggest the permanently damaged affect of a psychosis of organic origin. Speech 
and thought lack the spontaneous sparkle and versatility found in younger patients and 
are commonly threadbare and repetitive. Hostility and resentment at being hampered 
in carrying grandiose and extravagant intentions into effect are often marked. The paranoid 
colouring is often sufficiently prominent to raise the suspicion of a schizophrenic illness 
and sometimes a firmly knit and consistent delusional system takes shape. However, 
hallucinations are rare and the over-activity and talkativeness and the quality of the affect 
of the pre-morbid personality should help to establish the correct diagnosis. The patients 
are quickly exhausted by their illness and arc frequently admitted in a frail and debilitated 
state. As a mild intellectual impairment is commonly present, the possibility that the 
condition is symptomatic of an underlying senile or arteriosclerotic process has to be 
carefully examined. Most manic syndromes of fairly rapid onset in old age are functional 
in character and, although the illness quite commonly pursues a chronic course, in our 
experience progressive intellectual deterioration is rare. 

TREATMENT OF MANIA. Many attacks of mania in old age are relatively mild and 
chlorpromazme m doses of 200-300 mg. daily together with skilful nursing may suffice 
to bring an attack under control. A recent advance in the pharmacological treatment of 
mania in old age is the introduction of the butyrophenone haloperidol (Serenace) which 
brings some othe^^vise refractory cases under control rapidly. It can be given in a dosage 
of 5 mg. mtramuscularly or in exceedingly restless and disturbed patients, intravenously 
and a total of 20-25 mg. can be administered in the course of 24 hours. Within four to 
five days this can generally be reduced and maintenance dosage can ultimately be brought 
down to 3-4 mg. daily. The disadvantage of the drug in some subjects, particularly those with 
some measure of cerebral damage, is that they are prone to develop severe extrapyramidal 
sj-mptoms. In patients with chronic manic illness lithium carbonate now has an established 
place. Provided that cardiac and renal failure and hepatic disease have been excluded a trial 
with this preparation is well worthwhile where other treatments have failed. Patients should 
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be kept under close supervision and vigilance should be maintained for toxic effects such as 
abdominal pain, nausea, vomiting, headache, giddiness and ataxia. 

Prognosis of Affective Disorder in Old Age 

In a six-year follow-up of 100 consecutive cases of depressive symptoms Post (19620) 
found only 19 who had achieved a recovery both of satisfactory quality and sustained for 
long periods. In 35 patients the illness had been longer, recovery was at times incomplete 
but on the whole the previous level of social adaptation had been retained or recovered. In 
28, although the recovery was incomplete, there was little decline in social status while in 18 
the illness had never mitigated and the patients’ social predicament had undergone a steady 
deterioration. Yet the majority of elderly depressives derive some temporary or lasting 
benefit from treatment. A programme of social aftercare and maintenance treatment with 
antidepressive remedies enhances the degree of relief and the quality of the adaptation 
achieved by the patient. The chronicity of residual disability in about half of Post’s cases 
sounds a gloomy note. However, even in early and middle life, the degree of success achieved 
in a broadly defined group of depressions when results are assessed some months after 
treatment is disappointing, relapses being relatively common (Kiloh, Ball and Garside, 1962; 
Carney et al., 1965). It has to be borne in mind also that the significant part of the invalidism 
of the elderly depressed patient often arises from underlying chronic physical illness which 
frequently shows little change for the better. 

Treatment 

The majority of elderly subjects with a depressive illness can be treated nowadays 
on an out-patient basis or in a day-hospital setting. However, the undernourished, neglected, 
markedly apathetic, retarded and inert cannot be relied on to take medication. For such 
patients and those who are largely isolated or potentially suicidal admission to hospital 
should be arranged. As physical illness is such a frequent contributory factor, a detailed 
physical examination should be made in every case and, in patients who complain of 
feeling frail or physically ill, x-ray of the chest, full blood count and E.S.R. should be 
carried out and careful temperature and pulse counts should be kept after admission to 
hospital. Undernourished and emaciated patients should be given two or three days 
rest in bed and 10-14 days’ course of modified insulin to stimulate appetite. The addition 
of vitamin preparations is beneficial. It is undesirable in the milder cases to embark 
immediately upon pharmacological or other antidepressive treatment. Removal from a 
home environment that may have been (as in the case of a bereavement) a source of painful 
association or a constant reminder of the problems and anxieties from which the patient 
has fought to extricate himself may itself mitigate these symptoms to some extent. In a 
hospital environment with nurses and other members of staff wEo are skilled in making 
the old person feel wanted, in rehabilitating their sense of -worth and self-respect and 
arousing their interest, striking improvement may be seen within seven to ten days of 
admission in the milder depressive states. 

ANTIDEPRESSIVE DRUGS. Antidepressive drugs are the first treatment of choice 
in the majority of cases of depression, the exceptions being the patients who present an 
immediate suicidal risk, the severely agitated and others discussed below in relation to 
the use of E.C.T. Imipramine hydrochloride (Tofranil) is the most effective substance 
in indubitably endogenous cases and it can be given in doses of 25 mg. three times daily 
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and be raised within four to five days to 50 t.d.s. and even to a total of 250 mg. daily, 
side-effects permitting. Derivatives of imipramine such as desmethylimipramine appear 
to carry no advantage although opipramol (Ensidon) has been claimed by Kent and 
Weinsaft (1963) to be helpful in the depressions of old age in doses of up to 150 mg. daily. 
In depressions of a neurotic type or where there is a strong colouring of anxiety it is prefer- 
able to use amitriptyline hydrochloride (Tryptizol). This can be started at the same dosage 
and a total dosage of 150 mg. daily usually suffices although on occasion 200 mg. daily 
has to be given. With imipramine the main side-effects are dryness of the mouth, constipa- 
tion, excessive perspiration and sometimes some difficulty in initiating micturition. In the 
case of Tryptizol drowsiness can be troublesome but other side-effects are usually trivial. 

Evidence for the efficacy of imipramine and amitriptyline is available from a number 
of controlled therapeutic trials (Ball and KUoh, 1959; Kiloh, Ball and Garside, 
1962 ; Hordern et ai, 1963). Extensive clinical experience has shown also that these are safe 
preparations for use in old depressed subjects. Special vigilance has, however, to be main- 
tained since these drugs tend to produce hypotension which could have unfortunate con- 
sequences in individuals ^\ith a past myocardial or cerebral infarction or cardiovascular or 
cerebrovascular insufficiency. Sudden changes in posture ought to be avoided as far as 
possible by patients taking these drugs. 

Evidence for the efficacy of monoamine oxidase inhibitors in the treatment of the 
depressions of old age is more uncertain. The most careful and thoroughly controlled 
therapeutic trial of recent years, that conducted under the aegis of the Medical Research 
Council (1965), showed imipramine to be an effective preparation, its efficacy being com- 
parable to that of electroconvulsive treatment. However, one of the most widely used 
monoamine oxidase inhibitor drugs, phenelzine (Nardil), proved less effective than a 
placebo. The trial was designed so as to evaluate the efficacy of antidepressive treatment 
in a precisely defined group of depressive cases. The criteria used were in fact those 
which would have admitted most endogenous cases but excluded a substantial proportion 
of subjects with neurotic and reactive depressions. Hence, although there is little purpose 
in giving monoamine oxidase inhibitors to patients with endogenous depression, in 
neurotic depressions they are worth trying if amitriptyline or one of its derivatives has 
failed to elicit a response. The drugs of choice in old people are isocarboxazid (Marplan) 
10 mg. t.d.s., or phenelzine (Nardil), 50 mg. t.d.s. which can be reduced to one or two 
daily doses after 10-14 days. It is highly preferable to start treatment in elderly subjects 
with amitriptyline or a derivative. If this fails, an interval of seven to eight days should be 
allowed to elapse before embarking upon treatment with a monoamine oxidase inhibitor. 

It is particularly important to warn old people against the dangers of eating cheese, 
yeast extracts, broad beans etc. while taking MAOI substances as an abrupt rise of blood 
pressure could prove catastrophic (see p. 201). 

ELECTROCONVULSIVE THERAPY. In patients who present a grave suicidal 
risk, those becoming exhausted with inanition and in persistently deluded and severely 
psychotic subjects it is undesirable to await the effects of antidepressive drugs over a 
period of weeks ; most such patients should be given a course of E.C.T. as soon as possible. 
In endogenous depression it can be relied on to induce excellent remission in some 85-90 per 
cent, of cases. In neurotic depressions the results are far less satisfactory. However, although 
antidepressive drugs are greatly preferable in these cases and the effects of E.C.T. are 
often temporary, there is a place for this treatment in the minority of neurotic depressions 
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with Strong suicidal risk or in those tormented or becoming exhausted by their s’ 
toms. 

E.C.T. should be administered two to three times during the first week and there 
twice weekly up to a total of six to eight treatments the number being decided bi 
change m the clinical picture. Only rarely should a course of more than lo treatii 
be given and m cases in which even a small measure of relief is not being produced 
four to five treatments a favourable response is unlikely. It is unwise to press ahead 
SIX or seven treatments, particularly where there are signs of mounting anxiety c 
patients who develop marked memory impairment. Some degree of impairment of men 
IS almost invariable but it slowly recovers in the course of a few weeks. In the eld 
convulsions must always be modified by muscle relaxants and an experienced anaesthi 
should always co-operate in treatment. It is a remarkably safe procedure and there 
few contraindications. It is unwise to treat patients with a recent myocardial inf 
or a severe respiratory disease but patients with old infarcts and a history of cardiac far 
or cerebrovascular accident m the past have been treated with safety and success with 
aid ot modern relaxants and anaesthesia. 
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absolute contraindication provided it is not so serious as to carry a markedly decreased life 
expectation. A history of manic attacks precludes operation. Excellent results can however 
be achieved in suitable elderly subjects (Thorpe, i960; Freeman, 1962 ; Sykes and Tredgold, 
1964). The frontal lobe syndrome may be pronounced in the first weeks or months after the 
operation but this tends to prove transient and need give no concern unless there is associated 
evidence of haemorrhage into the leucotomy cut producing a lesion far greater than that 
intended. Modern operations have improved the prognosis in elderly subjects as in other 
groups but in the aged there is much to be said for open operations of the retro-orbital 
undercut or bimedlal leucotomy and particularly the technique of stereotactic placement of 
radioactive yttrium (®°Y) which has been described by Knight (1964). 

PSYCHOTHERAPY. Aims in psychotherapy for the aged have necessarily to be limited. 
It is futile to expect that fundamental changes in attitudes will be achieved. The feelings 
of loneliness of u’hich old pcoplecomplain and thedtfBculties in inter-personal relationships 
e.\perienced arc frequently found to have been rooted in the past and to be derived from 
lifelong personality traits. A study of the neurotic disorders of elderly people brings 
home the element of truth in the statement Dostoevsky puts into the mouth of Stavrogin, 
'One sees yet again that the whole of the second half of human life generally consists of 
the habits acquired in the first half’. H''**'e*'*- — ,f .1. . 

tion can improve it. Isolation, even if 
pessimism, intolerance, and feelings o * . 

tIon can be begun in hospital and continued aftenvards with the aid of day hospitals, 
day centres or clubs, or, if these measures are inappropriate, by the friendly interest of a 
member of the voluntary or local authority services. 

The preference for the past and a tendency to reminiscence should be combated by 
engaging the patients’ interest in out-going hobbies, social activities and the assumption 
of some limited responsibility for others where opportunity for this offers. The more 
vigorous of the elderly are admirably suited for providing help and support, whether on a 
voluntary or paid basis, for their less fortunate contemporaries. Engaging positively in such 
activities is one way of countering that tendency to ‘undue absorption in the past’, stressed 
as one of the dangers of old age by a man whose life well Into advanced old age has been 
marked by quite exceptional vigour, activity and dedication to future generations (Bertrand 
Russell, 1956). ‘It does not do to live in memories, in regrets for the good old days, or in 
sadness for friends who are dead. One’s thoughts must be directed to the future and to 
things about which there is something to be done. This is not always easy; one’s past is a 
gradually increasing weight. It is easy to think to oneself that one’s emotions used to be more 
vivid than thej* are and one’s mind more keen. If this is true it should be forgotten, and if it 
is forgotten it tvill probably not be true*. 

The objectives of treatment can be defined in the course of preliminary exploration. 
In the general run of cases they will be concerned with social and economic difficulties* 
declining social contact, adjustment to physical handicaps, conflict within the family such 
as rejection by children and failure to gain satisfacUon from available activities and pastimes. 
The only possible means of accommodating some of the vicissitudes that the old person 
faces is through an attitude of acceptance and resignation. Some anxiety-laden issues 
such as the problem of increasing physical decrepitude and death are faced by the more 
intrepid with remarkable stoicism and fortitude. In others such issues are clearly dissociated 
and it is often best to leave them so. 
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Though in many cases complaints will arise from hardships which are difficult to 
alter, such as chronic physical illness, bereavement, and financial hardship, careful history- 
taking will often reveal that some difficulties and dissatisfactions originated at a definable 
time in the past. Depression coming on in a relatively silent and unobtrusive manner will 
in fact frequendy accentuate the patient’s real difficulties and treatment to relieve the 
depression will result in the patient viewing his situation in a better light. Such complaints 
may also be the reflection of a long-standing defect of adaptation following an earlier 
depressive disorder. Psychotherapy should be supportive and reassuring and mainly confined 
to current problems and reinforced as far as possible by practical measures aimed at amelior- 
ating the worst features of the patient’s environment. 

Removal to hospital is, for the elderly psychiatric patient particularly, a bewildering 
and frightening experience. This is especially true of the demented whose clouded in- 
telligence cannot grasp what has happened, slows down orientation to new surroundings 
and often prevents his expressing his feelings in comprehensible language. He reacts to 
the new situation with restlessness, anger or aggression which may be misinterpreted. 
Methods which would be effective in establishing rapport with younger patients do not 
apply. The patient’s emotional faculties are often better preserved than his intellect and 
he may feel that by being sent to hospital he has been rejected. What he needs is a new 
sympathetic relationship and it will best be established by approaching him with an 
attitude of interest, concern and tolerant acceptance of his confused, difficult or hostile 
behaviour. His antipathy to his new surroundings will die down and, with the right manage- 
ment, he may begin to identify himself wdth the new group of people amongst whom he 
finds himself. For this reason it is often advisable to induce him at an early stage to join in 
activities with others (Goldfarb, 1962). 

AFTERCARE. As such a high proportion of depressions in old age leave residual symptoms 
of a disabling kind or are followed by some measure of maladjustment over a long period, 
regular and systematic supervision and aftercare are an indispensable component of manage- 
ment. A programme of long-term care has to be worked out in close consultation with the 
psychiatric social worker. As the proportion of patients suffering from depression who come 
tmder observation increases, collaboration between staff in psychiatric hospitals and the 
community health services catering for the aged will become even more essential than it 
is at the present time, to ensure that all those who require support to enable them to 
remain viable in the community receive it. This will ensure also that relapse into depressive 
symptoms is noted and psychiatric treatment instituted at an early stage. 

The general principles of management of mental disorder in the elderly are discussed 
more fully on p. 560. 


NEUROSIS IN OLD AGE 

The neglect of the subject of neurosis in old age probably arises to some degree from 
a number of related and widely held assumptions. It tends to be taken for granted that 
those who suffer from frequent neurotic breakdowns or persistent neurotic symptoms 
first manifest in earlier life continue to manifest their disability in essentially unchanged 
form into senescence. It is also assumed that those who have passed through the full 
range of stresses that the greater part of tire life-span can present are unlikely to succumb 
for the first time in old age. In the absence of a previous history of neurotic illness tliere 
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may, therefore, be a tendency to see a connexion between breakdown in late life and the 
early stages of degenerative change in the brain or to find in it evidence for the presence 
of an endogenous psychosis. Investigations of emotional disturbance among the elderly 
undertaken during the past few years have shown the situation in a new light (Kay et at., 
19640; Bergmann, 1966). 

Too little is as yet known about the natural history of neurotic illness commencing in 
early life which continues during the later phases of the life-span but there is good reason 
to believe that certain anxious, inflexible persons with high levels of aspiration find a 
measure of serenity when they are relieved of some of the more onerous responsibilities 
of adult life. Equally there are those whose Achilles’ heels have been well-concealed for 
the greater part of life but who are incapable of maintaining emotional stability when 
exposed to the hardships that await many in old age. The majority of those who present 
with neurotic breakdown in senescence have in fact had early episodes of illness. How- 
ever, in a number of subjects, emotional breakdown appears in old age as an entirely 
new development. 

In Bergmann’s domiciliary study of neuroses of recent onset in the aged, moderate or 
severe depressive symptoms were the most common, being found in approximately 60 per 
cent, of the 72 patients ; diffuse tension of at least moderate severity came a close second, being 
found in about 54 per cent, of subjects. Phobic and obsessional symptoms were less frequent, 
the proportions being about 18 percent, and ii per cent, respectively. In a report on 1,250 
admissions, Sjogren (1964) described 323 of the patients as suffering from a psycho- 
neurosis. He placed 193 patients in a dysphoric group manifesting predominantly feelings 
of depression, loss of self-esteem and a ‘moderate degree’ of hopelessness. The other 
subjects were classed mto a hypochondriacal sub-group (108 patients) and a sensitive sub- 
group (22 patients) of persons who conformed to the sensitive-delusion syndrome of 
Kretschmer. This was a different population from Bergmann’s in being made up entirely of 
admissions to a psychiatric hospital but here too patients with depressive symptoms pre- 
dominated. Many investigators have emphasized the growing awareness of ageing, social 
and economic difficulties and decline in health as being important factors in the causation of 
breakdown(Dicthelm and Rockwell, 1943 ; Clow and Allen, 1951 ;Busse et ah, i960). As many 
of these patients convey an impression of aebie^'e/nent and stability during much of their 
earlier life, it is perhaps understandable that the mam weight of emphasis in causation has 
been placed on such situational factors 

Howev er, one feature that differentiates such old people from subjects who have retained 
emotional stability in old age is a long-standing predisposition to respond adversely to 
certain kinds of stress. They tend to have been less sociable, to have had fewer contacts and 
to have been more moody, anxious and concerned about their health than normal old people 
(Vispo, i962;Garside etal., 1965). Bergmann found that abnormal personality traits differ- 
entiated betw een neurotic subjects in old age and normal individuals more significantly than 
any other variable. A tendency to react to stresses with marked psychic and autonomic tension 
s>*mptoms was one of their most conspicuous traits and had in most instances been lifelong. 
In old age the response to stress was no longer a passing fear of difficult predicaments but an 
all-pervading sustained and disabling anxiety, often with a strong colouring of depression. 
Other subjects showed a markedly obsessional personality and for them ill-health constitu- 
ted a threat to perfectionist standards of well-being and effectiveness. 

Phj-sical illness and disability', especially among men, emerge clearly from each of the 

Newcastle studies as an important factorincausation. However, as is thecase with bereavement 
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and with reduction of social contacts, physical health does not constitute an adequate 
cause of psychiatric illness. Its effectiveness in the disruption of emotional stability appears 
to depend to a considerable extent on a pre-existing vulnerability. 

Viewed in retrospect, the lives of many of those who breakdown in old age look rather 
like a protracted game of chess in the early stages of which some of the more powerful 
figures have been eliminated from the game thus restricting the possibilities of effective 
action and survival for the remainder. In comparison with healthy old people (Kay et al. 
1964/^) neurotic subjects had more often lost a parent during childhood, and emotional 
disturbances in early life had been commoner for inherent or environmental reasons or 
both. Marriage had often taken place later or not at all and there was a higher incidence of 
divorce or separation. In adult life there had been more restricted participation in social 
activities and among men, more frequent failure to procreate. As life progressed the chances 
of successful adjustment became further narrowed and by middle age a proportion had 
suffered breakdown. 

It is not surprising that in the old age period a higher proportion are found to be living 
alone ; they pay fewer visits to friends and relations and make fewer contacts. They retire 
earlier, have poorer amenities at home and a lower income than healthy old subjects. It 
should be stressed, however, that such indices of early maladjustment emerge only when 
comparison is made with a very stable group of subjects, namely those who have remained 
free from neurotic symptoms even when exposed to the vicissitudes of old age. 

There is some tendency for lifelong personality traits to become caricatured in the course 
of ageing. Those who have been preoccupied with their health are prone to become rather 
hypochondriacal, those who have been suspicious of being isolated become overtly paranoid. 
Anxiety wanes in a proportion of subjects but it tends to fasten upon others in old age 
while those who have been habitually moody and despondent are prone to grow more 
pessimistic and depressed. The markedly egocentric, the coldly psychopathic, the drifters 
and alcoholics and those always dependent or parasitic on others cease to hold their place 
in the community and are found to be over-represented in residential accommodation 
provided by the public authorities. Deviant tendencies successfully held in check over much 
of the life-span may be released for the first time in old age. Exhibitionism and genital play 
with children and occasionally sexual assault on the young comprise over 12 per cent, of the 
offences for which old people are prosecuted, homosexual and heterosexual assaults against 
adults being much less common. The early stages of cerebral degeneration are responsible for 
some of these misdemeanours but, in the majority of cases, psychological deterioration is 
minimal or absent. Hirschmann (1962) has studied some of the factors which contribute to 
this form of sexual deviation. The elderly succeed in establishing relationships which are Ae 
preliminaries to sexual offences because children react to the figure of grandfather with 
confidence, affection and submission. The tendency to seek out children is all the greater 
because the old man is less likely to experience rebuff or humiliation than in encounters with 
adult women. Although few of the patients studied had had a previous record of offences, 
many had been subject to sexual difficulties of an inconspicuous nature in earlier life. Help 
along psychotherapeutic lines proved of value in a proportion of cases. The waning of sexual 
desire or potency is rarely if ever a primary cause of emotional breakdown in elderly people 
and, when it is presented as a symptom of relatively recent onset, functional illness or 
psychosis of recent development should be suspected. In other cases, metabolic, somatic or 
cerebral disease is responsible. 

Typical hysterical conversion symptoms seldom if ever arise de novo in old age and when 
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they appear abruptly they are indicative cither of a functional psychosis or of raindly 
developing organic, most commonly cerebral, disease. One of the authors has seen three 
cases during the past five years in which dissociative phenomena or conversion symptoms 
appeared in this manner out of a relatively clear sky; two of the patients recorded proved 
to have cerebral metatases from a bronchogenic carcinoma and in a third an embolus from 
a recent myocardial infarction was almost certainly responsible. In the first two cases 
several months had passed before the cerebral lesion manifested itself in neurological signs 
and psychiatric organic symptoms. 

The same statement can be made of typical obsessive-compulsive neuroses. Isolated 
obsessional features are not uncommon but are almost invariably symptomatic of an under- 
lying anxietj' state in anxious-anancastic individuals or of an endogenous depressive illness 
in similar personalities. Treatment should accordingly be directed towards the underlying 
affective disorder. 


Treatment 

Although neurotic illness in the elderly person may present an unpromising prospect for 
treatment, long-term observation suggests that symptoms are often relieved even where the 
patient’s physical health is deteriorating. The distress occasioned by bereavement and loiieli- 
ness is not easily mitigated but depressive and anxiety symptoms ivill usually respond to 
psychiatric help in which treatment with simple psychotherapy and drugs each have an 
important part to play (see Psychotherapy on p. 574). 

Antidepressive and tranquillizing drugs havean important place in the treatment of some 
of the more neurotic reactions. Amitriptyline is probably the drug of choice in all subjects 
u ith depressions showing clear endogenous features and those in whom the depression is very 
profound or sustained although there is reason to believe the condition is essentially neurotic 
in character. Small doses of 25 mg. four limes daily frequently suffice and it is very rarely 
necessary to go beyond a total dosage of 150 mg. daily. Monoamine oxidase inhibitors are 
generally successful in the treatment of patients with a depression of unequivocally neurotic 
t>’pe, those in whom the illness is associated with very marked anergia and those whose 
disorder is complicated by physical illness. Despite the sedative tranquillizing properties of 
amitriptyline, some old people complain of symptoms of restlessness, agitation, and insomnia 
while on it. In the presence of such side-effects a diagnosis of endogenous depression 
requires reconsideration as a high proportion have in fact a depression of neurotic type. 
Among monoamine oxidase inhibitors, two that can be used with comparative safety among 
elderly people are phenelzine (Nardil) and isocarboxazid (Marplan), the former in dos^s of 
15 mg. t.d.s., the latter in doses of 10 mg. t.d.s. It is advisable to administer in addition a 
drug with tranquillizing effects such as diazepam (Valium) in a dose of 5 mg. two to three 
times daily. A careful watch needs to be maintained on the blood pressure in elderly subjects 
particularly in individuals who have previously sustained a myocardial infarction or a cerebro- 
vascular accident Insomnia, constipation and difficulty in initiating micturition are other 
side-effects that may prove troublesome where a drug of the imipramine group is being 
given. Jf there is any reason to suspect prostatic enlargement, imipramine and its congeners 
should be avoided as retention of urine may result. 

The opportunity of regular contact is beneficial even if at infrequent intervals of 
four to six weeks when current difficulties can be unburdened and discussed, reassurance 
and kindly support can be given. Opportunities for widened social contact in some type of 
organization appropriate to the patient’s social background and personality can also help to 



580 


CLINICAL PSYCHIATRY 


case distress. Spontaneous remission or recovery occurs in some elderly people when they are 
observed over long periods, although many remain chronically depressed and anxious. 
Skilled psychiatric treatment helps to blunt the edge of distress and to speed improvement on 
its way. Psychotherapy in elderly people is discussed more fully on p. 574. 

LATE PARAPHRENIA 

It has been known for a considerable time that schizophrenia-like illnesses occur in old 
age. In a review article published in 1943, Blculer expressed the view that 15 per cent, 
commenced after the age of 40, some 5 per cent., after 60 years. However, the tendency in 
clinical practice has been to regard these disorders not as schizophrenias but as patho- 
plastic effects released by cerebral disease. Roth (1955) drew attention to a group of patients 
whose first illness occurred in senescence, in whom paranoid delusions and hallucinations 
often with unclear schizophrenic features, were the most prominent features of the iUness, 
and who tended to be diagnosed as suffering from senile or arteriosclerotic psychoses. He 
called this condition hie paraphrenia to draw attention both to the schizophrenic nature of 
the illness on one hand and to certain distinctive aetiological and clinical features on the 
other. In contrast to schizophrenia in early life the disorder is mainly confined to women 
in whom it is by no means rare, accounting for some 8-9 per cent, of all female first 
admissions over the age of 65. 

The term ‘late paraphrenia’ has been the subject of some controversy since it was first 
introduced in 1952. The concept of paraphrenia, introduced by Kraepelin, came to be 
widely abandoned after investigations into the outcome and hereditary basis of para- 
phrenia and paranoia (Mayer ,1921 ; Kolle, 1931) showed that there were no adequate grounds 
for regarding them as distinct from schizophrenia. Yet it is precisely in relation to these 
two criteria of outcome and genetic basis that late paraphrenic cases have failed to conform 
to the pattern now generally accepted as uniform in schizophrenias of early life, paranoia and 
paraphrenia alike. Thus deterioration of personality does not occur in late paraplirenia, 
except after such long periods of observation that senile degenerative change is a more 
likely explanation than a schizophrenic process. As far as heredity is concerned, although 
the psychoses found among the first degree relatives of paraphrenics are mainly 
schizophrenic, the morbid risk for tins disorder is substantially lower than that which 
has been recorded in most enquiries into schizophrenia (Kay, 1959; Kay and Roth, 
1961). 

Hence, in the fight of the two criteria that have been held in the past to invalidate the 
concept of paraphrenia, recent observations have not favoured the critics of Kraepelin. 
In respect of clinical symptomatology however, these cases belong with schizophrenia: 
the frequency of schizoid traits in the pre-morbid personality, the excess of unmarried 
individuals and the low fertility of those who marry, are other points of affinity. Moreover, 
although a number of aetiological factors have been shown to contribute none of them is 
associated with a clinically distinctive group of cases. About a third of late paraphrenics are 
deaf and a proportion are blind; approximately 5 per cent, suffer from cerebral disease but 
lack organic psychiatric features. In some cases severely stressful circumstances are associa- 
ted with the onset of symptoms and in others these have been absent. Yet the course the 
illness follows is uniform in all these groups. The late paraphrenias therefore show in a 
particularly clear manner that symptomatic and idiopathic schizophrenias may be regarded 
as a unity at least from the clinical, therapeutic and prognostic points of view. 
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The observations of Post (1966) lead to essentially similar conclusions. He divided a 
group of paranoid states of late life into the three syndromes of paranoid hallucinosis, 
schizophreniform and schizophrenic p^chosis. However, no clear differences in aetiology 
or response to treatment with phenothiazine drugs emerged between the groups. Post 
concludes that ‘late schizophrenic illnesses should be regarded, to differing degrees, as 
partial or incomplete schizophrenias’. 


Aetiology 

Hereditary factors almost certainly contribute to the causation of late paraphrenia in that, 
in approximately one-fifth of patients, at least one member of the family has suffered from an 
indubitably schizophrenic illness. Late paraphrenia resembles schizophrenia also in the low 
marriage rate and low fertility rate of affected subjects, these features being probably associ- 
ated with the abnormal pre-psychotic personality- However, the full genetic predisposition 
underlying schizophrenia of early onset is apparently lacking since the expectancy of 
schizophrenia among first degree relatives of late paraphrenics is substantially lower than 
among the first degree relatives of ordinary schizophrenics. Exogenous factors play a cor- 
respondingly greater part than in schizophrenia of early life. As many as 40 per cent, of 
paraphrenics suffer from impairment of hearing of marked or moderate degree and over 
half have defects of hearing and/or vision. The view that cerebral degeneration is an impor- 
tant factor in causation is rendered improbable by the finding that these patients have a life- 
span almost identical with that of the comparable age group of the population at large (Kay, 
1962). Moreover admission rates show little change in age groups above 60 years, which also 
argues against any important connexion W'jth cerebral degenerative change. However, in 
about 5 per cent, of cases an indubitable cerebral lesion is present. 

The patients arc often found to be living in a state of extreme isolation from others. 
However, despite their frequently schizoid or bizarre personalities and the effects of this 
on their adjustment, their isolation cannot be regarded as wholly self-induced. They have 
been found to have fewer surviving siblings, smaller families, fewer surviving children and a 
higher incidence of deafness and other sensory defects; and all these may have contributed 
m part to their isolation in old age. In a minority of cases, the domestic upheavals following 
the death of a husband or the loss of a child with whom a special bond existed had been 
followed by a period of emotional disturbance from which the paranoid illness developed. 
Thus, while family ties are relatively fc%v, where they do exist, their disruption may be one 
of the factors that initiates the illness. 

From an aetiological point of view' there are then in the late paraphrenias a number of 

factors — genetic and constitutional, psychological, somatic, cerebral, social in varying 

combinations probably acting additively to produce the same clinical picture. These 
features and the important threads of continuity that can be traced as between pre-morbid 
personality, the circumstances surrounding breakdown and the features of the illness are 
in some ways more reminiscent of the course of events in neurotic illness than of that we 
tend to associate with schizophrenia in early life (Roth, 1963). For these reasons and because 
of the low morbidity risk for mental illness among the relatives of late paraphrenics the 
condition is more suggestive of the effects of polygenes than of the specific monohybrid 
type of inheritance that is generally held to underlie schizophrenia in early life (Kav 
Roth, 1961) This view would be compatible with a substantial contribution to causation bv 
exogenous physical and psychological factors. ^ 
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Pre-morbid Personality 

Abnormalities of personality found in a large proportion of the patients are probably t 
main causes of the failure to marry, the low fertility and social isolation and are also related 
the actual psychosis. Personality traits of a paranoid or schizoid type (jealousy, suspiciou 
ness, arrogance, egocentricity, emotional coldness, extreme solitariness) are characteristic 
many late paraphrenics ; others arc described as explosive or sensitive or found to belong 
obscure religious sects. In comparison with affective groups, paraphrenics have bei 
described more often in terms such as, ‘narrow’, ‘quarrelsome’, ‘religious’, ‘suspicious’ 
‘sensitive’, ‘unsociable’ and ‘cold-hearted’ and less often ‘kind’, ‘thoughtful’, ‘affectionat( 
‘sociable’, ‘even-tempered’, ‘nervous’, ‘worrying’, or ‘dependent’. 

An example which exhibits both the strong and the vulnerable features of personality 
paraphrenic patients is provided by a single woman of 83 who lived with her sister. She w 
strong-willed, independent, energetic, versatile and capable, also kind and fond of childre 
Gifted with a sense of humour, she was never moody or over-anxious. She belonged to 
religious sect called the Brides of Christ, and led a life regulated by its principles by whi( 
marriage and sexual intercourse were absolutely forbidden. Six weeks before admission si 
began to believe that the child living in the upstairs flat was being tortured and calling to h 
for help, and rapidly built up a delusional system in which the child became her adopted so 

Even when a marriage had been contracted, it was often unhappy or barren, or the patien 
were described by their children as cold and unloving mothers. Marriages had often tak« 
place late in life, were unusual in character and marked by difficulties in sexual adjustmei 
and by pronounced jealousy. Of 39 female paraphrenics studied at Graylingwell Hospit 
(Kay and Roth, 1961), 1 1 were married, among them one whose husband had been admitte 
to mental hospital many years previously, and two whose husbands shared their wives’ di 
lusions, and another who lived with her ageing taciturn husband in an isolated rural cottag 
A fifth had remarried shortly before her psychotic breakdown. Four out of these five marriagi 
were childless. The fact that the personality of most of these patients had been unfavourab 
to the formation of close and affectionate attachments even long before illness and was 
major cause of their isolation was confirmed in an additional study (also Kay and Roth, 196: 
carried outin Stockholm. One-quarter of 48 women had had illegitimate children but only t^^ 
had married the father. Among patients with affective disorder, on the other hand, the muc 
smaller number of women with illegitimate children legitimized their union almost withoi 
exception. This reflects the sharp differences in emotional make-up between paraphrenic ar 
affective cases, apparent almost half a century before the patients are burdened with old age. 

Clinical Picture 

The disorders range from one extreme at which an important reactivefactor can be di: 

cerned to the other at which organic factors indubitably contribute in causation. Howeve 
the points of similarity between the different groups are more impressive than the different 
and lines of demarcation are even more difficult to draw than in schizophrenias of early Iff 
There is a small group of disorders that bear some resemblance to paranoid reaction 
The persons affected are lifelong paranoid personalities who become increasingly eir 
broiled in conflict with those in their environment. They are often described by the 
relatives in such terms as ‘not ill but exaggeratedly themselves’ and ‘I always expected tlii: 
(meaning hospital admission) ‘to happen’. The patterns of behaviour characteristic of tf 
pre-morbid personality and those associated with illness do not seem clearly distinct froi 
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one another and hallucinations are rare. Yet observation over a period shows these disorders 
to pursue a chronic course. Hence the term ‘paranoid reaction’, in the sense of a potentially 
reversible response to vicissitudes by an over-sensitive or suspicious personality, hardly 
seems applicable. Moreover, the patients have important features in common \vith the 
remaining cases: many of the basic features of paraphrenic personality, the contribution 
made by physical factors to causation in some cases, the course of the illness prior to the 
introduction of neuroleptics and the favourable response to phenothiazine drugs elicited 
nowadays. While these cases may deser\'e some separate consideration in research, it is 
doubtful whether they should be distinguished from late paraphrenia in practice. 

At the other extreme are cases with some evidence of cerebral disease but again with 
no distinctive features; in particular psycho-organic features are lacking. 

In the majority of cases two stages may be defined in the development of the illness. 
The first takes the form of accentuation of previous personality traits. The patient becomes 
more irritable, suspicious and dejected. Character traits of bad temper, hypochondria or 
hostility may come to the fore. Sleep is restless; the patient becomes tired, weak, loses 
W’eight and the doctor may be visited frequently because of nervousness or vague pains. 
She may seclude herself, refuse callers and develop ideas of reference in relation to those 
living near. A friend, relative or neighbour may come under her suspicions and the police 
may be pestered with complaints, or strangers bombarded with anonymous letters. The 
next stage is initiated in a more abrupt and dramatic manner with the onset of auditory 
hallucinations, consisting of threatening, commanding, accusing or cajoling voices, jeering 
commentaries, screams, or shouts for help. The patient may hear obscene words spoken, 
and songs performed; loud bangs, rappings, shots or explosions may be complained of. 
‘Messages’ are received from a distance and acted upon. Thoughts are repeated aloud. 
God, spirits, distant or deceased relatives or, more often, jealous or hostile neighbours are 
held responsible. At this stage the patient’s disturbed behaviour almost invariably brings 
her under medical observ ation or to the attention of the police, and admission to hospital 
occurs within a matter of hours or days. 

The hallucinosis is often more disturbing at night, particularly in very old patients 
although clear evidence of disturbed consciousness is lacking. Men, boys or animals are 
seen to enter the bedroom walls, faces appear on the ceiling, bad smells, fumes or the 
stench of rotting corpses are described, and ‘electric’ feelings or vibrations in the perineum 
or abdomen arc complained of. Patients complain vehemently that their bodies are being 
cut or stabbed, the ‘backbone split in two’. In other cases intruders are detected on the roof 
or famous personages are seen to pass by outside. In some patients both delusional and 
hallucinatory experiences wax and wane in a conspicuous manner, behaviour being corres- 
pondingly very disturbed or almost normal. Delusions frequently arise in a characteristically 
schizophrenic manner, abruptly and out of a clear sky. The patient may suddenly accuse a 
man who has never sho^Nm the slightest interest in her of interfering with her at night or 
actually entering her bed. Some simple words of greeting exchanged by neighbours mean 
that they plan to rob and murder her. Thereafter life is made intolerable by threats which are 
heard through the walls, there arc rumblings in the cellar where her persecutors are digging a 
tunnel to gain access to the house; she smells foul fumes or a constant odour of burning all of 
hich are stratagems for getting her evicted. On the radio she hears the voices of impersona- 
tors who slander her by oblique remarks. Her enemies communicate with each other by shin- 
ing lights from w indows. The patient locks and barricades the doors and windows of her room 
and tries to shield herself from noxious agencies by the use of newspapers or an umbrella. 
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In tlic place of such systematized persecutory delusions there may be erotic, h 
chondriacal or grandiose delusions in that order of frequency and in varying combinat 
They tend, however, to be relatively restricted to those in daily personal contact witi 
patient. In about one-third of the patients there are feelings of mental or physical influc 
The patient feels drugged or hypnotized, has her thoughts read, ‘her mind and 1 
worked upon’ by ray machines or electricity. She complains that she is spied upon and 
she can get no privacy in thought or act. There are strange sensations in her genitals 
she believes that by occult means she is being raped. Catatonic stupor is rare but impu 
and aggressive behaviour may occur in connexion with auditory hallucinations. 

The grosser forms of affective change as seen in schizophrenia of early life are 
found, but some emotional blunting, mild incongruity or euphoria are fairly commo 
illnesses that have lasted any length of time. In the earlier stages emotional responses 
congruous and consist of fear, anger or depression and, occasionally, excitement. 
there is a marked colouring of depression, the mood is much more variable than in ma 
depressive psychosis, the changes often occurring with rapidity. Retardation and i 
accusation are uncommon. 

Incoherence of talk and neologisms may occur, but only exceptionally and in case 
long duration. The patients are generally lucid; verbosity, circumstantiality, or irrelev£ 
are found in some 30 per cent, of cases and might be put down to senile deterioration, 
for their persistence and lack of change over many years. 

Cognitive defects are uncommon, disorientation is present in occasional cases, amoun 
to no more than uncertainty about the date of the month, or the name of the hosp: 
In a small proportion more marked defects of memory may be present but, provided 
other evidence of cerebral disease is found, they are not necessarily of ill-omen. 


Coxirse and Outcome 

The illness tends to pursue a chronic course and, prior to the introduction of phe 
thiazines, some patients showed increasing affective blunting and incongruity and ma 
particularly the deaf, became withdrawn, mute, incoherent and inaccessible. Neverthel 
pronounced deterioration in personality and habits was unusual and the majority remaii 
clean, tidy and generally well conducted. Since the introduction of phenothiazines, 
psychosis is controlled in a more effective fashion and deterioration is uncomm 
Nevertheless, minor symptoms can frequently be elicited and disturbed spells with abus 
and hostile behaviour may continue at rare intervals, although they can be quickly brou 
under control by an increased dosage of drugs. In about a fifth of the cases changes suggest 
senile dementia or focal signs of cerebral disease eventually develop. However, this does 
occur until many years have elapsed, being, for example, particularly rare within the f 
five years of illness. Whether some part of the deterioration after many years’ illness is schi 
phrenic in character is usually difficult to determine. The fact that the overall expec 
tion of life within the group is very close to that of the general population of comparable ; 
suggests that much of the cerebral disease observ^ed in paraphrenic cases after years of illn 
is coincidental and due in partto the advanced age to which many of these patients survive. 1 
example, systematic examination of the certified causes of death of a group of cases stud 
in Stockholm showed that 10 per cent, died of ‘cerebral haemorrhage’ and allied cam 
Figures corresponded exactly with the frequency of deaths from this cause in the gene 
population of Stockholm aged 70 years and over (Kay, 1962). 



s85 


MENTAL DISEASES OF THE AGED 


Treatment 


The prognosis for sur\'ival amongst the schizophrenic disorders of the aged is con- 
siderably better than in senile and arteriosclerotic psychoses; in fact patients with late 
paraphrenia have a virtually normal expectation of life (Kay, 1959). Thus two years after 
admission to hospital, 20 per cent, of paraphrenics are found to have died, whereas more than 
80 per cent, of patients with senile dementia are dead (Roth, 1955). In the past a high propor- 
tion of these patients spent the rcmainderof their lives in mental hospital. There is little doubt 
that the majority of them were regarded then as sutfering from a form of senile dementia 
and that the possibility of treating them was rarely considered. However, the advent of 
modern pharmacological treatments for schizophrenia has transformed the outlook also for 
late paraphrenic cases. Post (1962) has reported on the outcome of treatment in 63 patients 
who ere divided into three groups. Twelve were not treated with tranquillizing drugs at any 
time, 16 were given short courses of drugs in small doses and 35 were given extended courses 
of phenothiazines ^^^th a dosage high enough to produce side-effects. Of the 29 patients 
found to be free from psychotic symptoms at the end of two years, 27 were in the group that 
had had extended courses of phenothiazines in high dosage and only one each in the other 
two groups. Withdrawal of drugs led to relapse in a high proportion of cases. In a later 
report (Post, 1965) treatment was found to have failed in only three of 28 subjects on full 
treatment whereas 16 out of 23 inadequately treated patients continued to exhibit marked 
mental symptoms throughout the whole follow-up period. Mild symptoms and paranoid 
attitudes persisted in a proportion of cases. Eight out of 28 fully treated patients had exhibi- 
ted such features over a three-year period as compared with 20 of the 23 inadequately 
treated subjects. 

It would seem then that the majority of patients with chronic paranoid psychoses in 
old age respond to phenothiazine drugs given in high dosage over a long period. As Post 
points out, although insight is rarely achieved, the favourable response can be sustained 
indefinitely in nuclear or symptomatic schizophrenias alike and even in the less typically 
schizophrenic paranoid syndromes. Where treatment along pharmacological and other 
lines has failed, and the personality is relatively well-integrated and social circumstances 
arc favourable, leucotomy has a limited but useful place. 

A high proportion of late paraphrenic patients have long-standing difficulties in inter- 
personal relationships and many are isolated. There is scant hope of changing the pattern 
of their lives in old age but careful follow-up and painstaking social work are of great value 
in long-term management. It is essential to ensure that drugs are being taken, that recur- 
rence of symptoms comes to notice at an early stage and that the channels of communication 
with the community at large arc kept open as far as possible. The psychiatric social worker 
or mental welfare officer can make a valuable contribution in a number of ways* amonir 
other things they can do a great deal to mobilize support for the patient by interesting 
relatives and friendly neighbours. ® 


DifTerential Diagnosis 

There may be difficulty in distinguishing paraphrenia from affective disorders showing 
marked paranoid features. This is especially so in cases where the mood is depressed and 
ideas of reference and persecution relating to the neighbours are present. In paraphrenia 
self-reproach is generally absent and the behaviour of various persecutors is regarded as 
unjustified. A depressive colouring docs not contraindicate a diagnosis of schimnLer.;. tin 
late or early life) provided that clinical features specific for the latter are present Where 
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delusions arc prominent and extend well beyond the themes of self-reproach and deserved 
contempt and punishment, a diagnosis of endogenous depression should be made with 
reserve; such patients move progressively closer to paraphrenia in their later course. 

A further problem is to differentiate these cases from paranoid states associated with 
senile and arteriosclerotic psychosis. In senile psychosis the delusions are vague, loosely 
connected and unsystematized, and quite evidently arise from poverty of grasp; there 
is gross deterioration of personality and intellect. In arteriosclerotic psychosis paranoid 
ideas sometimes occur and may be more closely knit than in senile psychosis; but unlike 
late paraphrenia, the condition shows marked fluctuations. There is, moreover, obvious 
dementia, and neurological signs of cerebrovascular disease may be present. Finally the 
delusions and hallucinations of delirious states occur in a setting of clouding of conscious- 
ness and not, as in paraphrenia, in clear consciousness. 

PHYSICAL ILLNESS IN MENTAL DISORDERS OF OLD AGE 

Physical illness is common in all forms of mental disorder in old age (Kay and Roth, 1955 ; 
Roth and Kay, 1956), but it is prone to be overlooked. The patient often cannot give a 
history of his illness and there may be no relative able to do so. The doctor, anxious to 
secure one of the scarce mental hospital beds for his patient, may be inclined to stress the 
mental abnormalities of the patient to the exclusion of physical illness such as heart disease 
or hypertension, although they may be present and relevant to the psychiatric disorder. 
Finally, physical illness in the aged tends to be ill-defined and diffuse, and the symptoms are 
often inconspicuous; the whole picture is, therefore, prone to be attributed to the decrepi- 
tude of senescence. 

Physical disease has been shown to be significantly more common in subjects in whom 
a functional psychiatric illness begins for the first time in old age than in those in whom 
there has also been a previous breakdown. It is found in association with psychiatric dis- 
order more commonly in males, the sex difference being particularly striking in the case 
of affective psychoses. 

In a recent four-year follow-up of 297 subjects aged 65 and over in the general popula- 
tion (Kay and Bergmaim, 1966) the respective courses pursued by physical and psychiatric 
illness were examined and it was found that two-thirds of the survivors in the neurotic 
affective group had deteriorated physically and one-third remained more or less the same; 
none had improved. PsychiatricaUy, however, almost a third of these survivors (all women) 
had either recovered or improved and they belonged to the group whose physical illness 
had proved intractable. In other words, although the physical illness probaWy contributes 
to the emergence of the affective disorder, the two conditions can subsequently pursue an 
independent course. The psychiatric condition is, therefore, always wortli treating in its 
own right. Excellent results can be obtained in such cases with antidepressive drugs or 
electroconvulsive therapy. Physicians as well as psychiatrists should therefore be alert to the 
possibility of psychiatric complications which may retard recovery following physical illness or 
surgical operation and treatment should not be withheld for reasons of physical health or age. 

In the same follow-up study, patients with a functional disorder were found to have a 
high mortality. Among males the mortality rate of 50 per cent, was markedly in excess of 
the expected rates in a comparable sample of the general population. In the wmmen the mor- 
tality was 26 per cent, but, although this was also excessive, it did not differ significantly 
from the expected rate (Fig. 20). Organic cases showed the usual excess mortality. 



MENTAL DISEASES OF THE AGED 


■587 

The excess mortality may have been due to the fact that those with functional illness 
were also more seriously ill physically than the normal subjects in the sample. It remains to 
be determined whether the prognosis for life can be improved by active treatment of the 
depressive symptoms but it is important to treat them and in this way ameliorate the lot of 
these doubly incapacitated subjects. 

In delirious states, a specific physical illness is the cause of the condition in the great 
majority of cases and this is frequently susceptible to treatment. A contribution to the 
clinical picture of arteriosclerotic psychosis is made in some cases by associated cardiac or 
urogenital disease or respiratory infection. But in senile dementia physical illness outside 
the brain is uncommon and if present, is generally mild and intercurrent. The cause of 
death in these patients even after post-mortem examination is difficult or impossible to 
define. This obscure mode of death also holds to some extent for arteriosclerotic psychosis, 
since only a minority of patients finally succumb as the result of a cerebral catastrophe. 
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Hence in the affective, paraphrenic and delirious cases which carry a relatively good 
prognosis, the somatic disease present tends to be clear-cut, and in the event of death, a 
specific cause can be recorded; whereas in the conditions with the highest mortality, namely 
senile dementia and arteriosclerotic psychosis, the illness present during life and the stated 
cause of death are far more often ill defined, ‘senility’ and 'myocardial degeneration’ being 
\ er>' common statements on the death certificate. It would seem then that the most potent 
cause of mortality among the aged with psychiatric illness is cerebral degeneration. When 
this is present, old people are liable to die of trivial causes such as mild intercurrent 
infections, or perhaps after a fall complicated by fracture in some or bruising in others. 

Psychoses due to Cerebrovascular Disease 

THE NATURE AND AETIOLOGY OF HYPERTENSION. Cerebral infarction which 
gives rise to the clinical manifestations of arteriosclerotic psychosis is closely related to high 
blood pressure. Well o\ er half the subjects who suffer from cerebral infarction have associated 
hj'pertcnsion (Dickinson and Thomson, 1961) while cerebral infarction is a common 
complication of and cause of death in hypertensive disease. Population studies have shown 
that the incidence of one of the disorders tends to be closely paralleled by that of the 
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Other in contrast to myocardial infarction which appears to vary independently. 
Thus among the Japanese the incidence of cerebrovascular disease and of hypertension in 
adult life is exceptionally high (Schroeder, 1958) whereas coronary artery disease is rela- 
tively rare; the same pattern has been found among the Bantu (Walker et al., i960). 

Since hypertension, with or without cerebral infarction, frequently brings the patient 
to the psychiatric clinic by one route or anotlicr, the controversy that has been in progress 
in recent years on the nature of the disorder is of some interest. Observations on the distri- 
bution of measurements of blood pressure among a large sample of patients attending 
hospital clinics for disorders connected with disturbances of blood pressure (Hamilton 
et al, 1954) and in a random sample of the population at large (Miall and Oldham, 1963) 
have led Pickering and his associates to conclude that variation in the distribution of 
arterial tension is continuous and that the difference between essential hypertension and 
normal arterial pressure is not qualitative, but one of degree. The increase in blood pressure 
levels associated with age is regarded as a normal effect of senescence and not a result from 
the development of the disease ‘high blood pressure’ in a group of patients separate from 
the normal population. According to this concept, then, hypertension may be regarded as 
the extreme variant of a graded characteristic rather than as a specific disease. Pickering 
(1955) considers that blood pressure, like height and intelligence, is transmitted by multi- 
factorial genes over the whole range of variation. The degree of resemblance between 
propositi and firstdegree relatives is represented by a correlation coefficient of approximately 
0-2 for systolic pressure. 

Platt (1959) questioned the validity of these conclusions. Making use of the observa- 
tions of Hamilton et al (1954) and of Sobye (1948) he found that the blood pressure 
measurements of the sibs of middle-aged hypertensives showed a bimodal distribution. A, 
similar bimodality was apparent in the distribution of blood pressure among the sons of 
parents who had died in middle life ; this contrasted sharply with the continuous distribution 
of blood pressure among the sons of parents who survived into old age (Morrison and Morris, 
^959)' These findings tended to suggest the existence of two populations, one of whom had in- 
herited the tendency to high blood pressure and another to which it had not been transmitted. 

However, with the small numbers analysed, the break in the distribution curve could 
not be regarded as statistically valid. As against the Pickering view, it has been pointed out 
that the degree of resemblance between first degree relatives is much smaller than for height 
and that the comparison with stature falls down for other reasons (Acheson and Fowler, 
1967). Nevertheless, certain points would be generally agreed. It is accepted that a certain 
part of the variation in blood pressure is continuous and probably due to polygenes and that 
blood pressure tends to rise with chronological age. It is generally agreed also that whether 
or not essential hypertension is a consequence of normal variation, the ratio of actual to 
expected mortality increases progressively with rising blood pressure. 

Further observations which could help to resolve this controversy would have practical 
as well as theoretical importance. If essential hypertension is indeed due to one or a few 
major gene differences it would be reasonable to search for specific biochemical correlates 
of the genes in question in the hope that they would prove susceptible to modification. 
If, on the other hand, no one genetic or other factor is dominant in aetiology, and polygenes 
are the underlying hereditary causes, environmental factors might be important as in the 
case of other phenomena under the control of multifactorial genes. The search should then 
be focused on the envii onmental, physical and psychological factors which contribute to 
the elevation of blood pressure. A survey conducted by Miall and Oldham (1963) in the 
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Rhondda Fach and the Vale of Glamorgan su^ests that variation in blood pressure may be 
due to environmental factors which are non-familial. Among these factors obesity and the 
onus of physical work as indicated by occupation are already identified. The marked 
differences in the prevalence of hypertension among genetically identical populations ex- 
posed to different socio-economic conditions (Cruz-Coke, 1964) suggest that future research 
may reveal additional environmental factors and clarify the importance of psychological 
characteristics such as emotional stress which are regarded by some observers as important. 

In hypertension without cardiac failure the cardiac output and venous pressure are not 
significantly raised. Since the level of the blood pressure varies with cardiac output and 
peripheral resistance, it follows that the hypertension must result from constriction 0/ 
arterioles. This is shoum by the fact that even in long-established and severe hypertension 
it is possible temporarily to reduce the blood pressure to normal levels by the use of power- 
ful vasodilator drugs. 

The problem as to why this arteriolar spasm should occur in hypertension is not at pre- 
sent solved. That emotional disturbance plays some part seems possible. It is well known 
that it may produce changes in blood pressure. It would appear, moreover, that pro- 
longed emotional stress and sustained unresolved tension play some part in the 
initiation of hypertension; for in the early stages of the disorder strong emotional stress 
frequently operates, and persons working under great pressure or shouldering worrying 
responsibility seem specially prone to develop hypertension. Persons whose blood pressure 
IS much affected by emotional and other influences are ultimately prone to develop hyper- 
tension, even if it IS possible initially to reduce it to normal levels by sedation, rest, or 
removal from a disturbing environment. However, while emotion can play some part in the 
production of a given reading, an additional factor is required to account for the disease 
hypertension. This additional factor may be a heightened susceptibility to arteriolar con- 
striction and It IS this susceptibility that may be under the control of the hereditary factors 
operating in hypertension. There is a high familial incidence of raised blood pressure and its 
complications in essential hypertensives, but it is unusual to obtain a positive history in 
cases secondary to renal disease (Plait, 1947). 

Obesity certainly, and the menopause probably, have some association with hyperten- 
sion but their role is not understood. It has also been claimed that more specific PtycAo/o^/ca/ 
mechanisms than those already mentioned are important in causation. The hypertensive 
patient, it is suggested, has incompatible unconscious impulses towards dependence and 
passivity on the one hand, and aggression on the other. This gives rise to a tendency to 
compromise and ‘keep the peace’. A real or fancied threat to the life of the patient or a 
parent figure is claimed to play a further part in precipitation {Wittkower, 1949). In the 
personality profiles of Dunbar (1943) some of the psj'chological conflicts described were of 
a similar nature. Hon ever, the evidence in favour of the view that some specific pattern of 
personality predisposes to hj'pertcnsion is very slender. 

CEREBRAL ARTERIOSCLEROSIS. In England and Wales vascular lesions of the 
central ner\ ous system are the cause of death in ii*8 percent, of the men who die at the age 
of 45 years or over and in i8-i per cent, of women. These figures give some rough indication 
of the size of the problem but they probably represent a fraction of those cases in 
which cerebrovascular disease causes only ptychiatric symptoms. These percentages distort 
also the sex incidence which is almost equal with only a very slight excess among males 
(Registrar General, 1966). Morbiditj- statistics from general practice (Research Committee of 
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the Council of the College of General Practitioners, 1962) reveal that patient const 
rates per thousand at risk at the age of 65 and over are 30 -4 for men and 28 -5 for women i 
group of complaints. 

.MilTOLOGY. It would sccm that atherosclerosis may be produced at will in experiir 
animals by raising the plasma cholesterol level. In man, although the habitual intake of cl 
tcrol in the diet bears little relationship to the serum cholesterol level, any large variati 
dietary fat gives rise to corresponding changes in the level of serum cholesterol (Keys i 
1950; Keys, 1952). That the aetiology of atherosclerosis is in some way linked with 
cholesterol and a fat diet is suggested also by the fact that during the 1939-1945 
dietary restrictions in most European countries were associated with sharp falls in the me 
ity rates from the disorders associated with atherosclerosis, while the rates in the U 
increased throughout this period (Malmros, 1950). Moreover, atherosclerosis is 
common in conditions associated with a raised serum cholesterol such as diabetes mel 
nephrosis and myxoedema. A diet low in animal fat has, therefore, been suggested 
rational form of prophylaxis against atherosclerosis. However, nutrition is likely to p 
at the most, only part of the story. It cannot explain diflFerences in the distributic 
atheromatous change which predominates in the cerebral circulation in some, in the cc 
ary circulation in others. The view that atherosclerosis arises from filtration of lipid mai 
from the blood into the arterial wall (which appeared to be supported both by observa 
of experimental atherosclerosis and the association between high blood cholesterol and 1 
forms of atherosclerosis in man) has been contested in recent years. Duguid (1955) cons 
that the initial lesion, which is specially prone to commence near the original branch ves 
is a deposit of fibrin and thrombus on the surface of the arterial wall. Formation of a c( 
ing layer of endothelium buries the mural thrombi in the intima and the process adv£ 
by the addition of fresh surface deposits of fibrin and thrombus. Successive layers bet 
organized, the intima becomes sclerosed and thickened and the lumen of the vess 
progressively narrowed. Pickering (1965) considers that this proliferative process is 
only one that advances to occlusive arterial disease. However this view is not yet gene 
accepted, as some occluded atheromatous arteries appear to consist very largely of ma 
deposits of lipid substance. It appears likely that a variety of factors may be concerned 
the aetiology of atherosclerosis although the process of encrustation discovered by Du 
enters frequently into the pathogenesis of occlusive arterial disease in man. Genetic fai 
are of some importance in adiposity and very likely also in atherosclerosis. In coro 
heart disease, physical inactivity would appear to be a factor (Morris et ah, 1953) 
additional causes may well emerge in relation to cerebrovascular disease. 

Essential hypertension is frequently associated with atheroma in the cerebral b 
vessels, but the nature of the relationship between the two phenomena is far from c 
The correlation between high blood pressure in man and atheroma of cerebral vesse 
not a very consistent one. Although most authorities consider that cerebral atheron 
secondary to hypertension, Dickinson (1965) has recently advanced the hypothesis thai 
causal relationship is in the reverse direction. In other words, 'essential hypertension 
this hypothesis, is the normal adaptation of the body to an increase in cerebrovasc 
resistance which cannot be, or has not been, overcome by compensator}’’ vasodilation 
opening up of collateral channels’. He considers that the main cause of the incre 
cerebrovascular resistance in high blood pressure is atheromatous constriction or occlu 
of the larger vessels supplying the hind brain. 
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Rothschild (1947) has put forward the view that the severity of symptoms in 
arteriosclerotic psychosis depends on the degree of integration and the assets of the per- 
sonality — narrow, inadequate, ill-adapted people suffering severely even from small lesions. 
Williams et al. (1942), on the other hand, has found the personality of cerebral arterio- 
sclerotics relatively normal in comparison with that of patients with senile psychosis. The pre- 
morbid personality and constitution survive to influence the total picture, much later in 
arteriosclerotic than in senile psychosis, and discrepancies between clinical and pathological 
findings are not unexpected. But the failure to demonstrate a correlation between the degree 
of structural and clinical change by present-day methods does not mean that none exists. 

MORDID ANATOMY. There is little association between peripheral and cerebral arteriosclerosis ; 
even retinal arteriosclerosis bears little relationship to the condition of the cerebral vessels. 
A much more intimate association is usually found to exist between the condition of the 
renal and cerebral vessels and this has its counterpart in the tendency for the symptoms of 
derangement in the t^^o organs to be combined. There is frequently considerable difficulty 
in assessing to what extent sclerosis of vessels obser\'ed at post-mortem has been responsible 
for symptoms or even for cerebral lesions; normal-looking vessels may be surrounded by 
areas of softening while diseased arterioles may supply healthy cerebral tissue. 

The lesions in the blood vessels may take one of three forms : (i) In atherosclerosis which 
affects the large vessels there are patchy areas of degeneration owing to the irregular de- 
position of lipoid-containing cells in the subendothelial tissue. The yellowish plaques are 
similar in appearance to those in the wall of the atheromatous aorta; (2) Arteriosclerosis 
usually occurs in the small cortical arterioles. The affected vessels show a generalized 
thickening owing to hyaline change. This commences beneath the intima and gradually 
extends to the whole wall; tlie nature of the change is not understood; (3) Arteriocapillary 
fibrosis affects the smaller vessels and capillaries which are surrounded and gradually 
narro^^ed by a fine mesh of connective tissue. The three types of change are usually com- 
bined but may occur independently. 

The simplest classification of the cerebral changes associated with vascular disease in the 
brain is that due to Greenfield (1938). (i) The first and commonest type of change includes 
all cases with softenings and haemorrhages in the cortex and subcortex. He suggests that the 
pathogenesis of Binswanger’s subcortical encephalopathy (as well as of the type of change 
in which there are multiple haemorrhages in the subcortex) is due to the poorly developed 
anastomoses between the long vessels that supply the white matter. (2) The second type is 
the \errucose or granular atrophy of the cortex commonly associated with renal arterio- 
sclerosis and hypertension. In this condition both nerve-cells and fibres are affected in an 
irregular, patchy manner, and there is a secondary overgrowth of neuroglia. (3) The third 
form is generally associated during life with hypertension. There are no naked eye changes 
but microscopically numerous widely scattered areas of focal rarefaction are visible, the 
result of intimal hypertrophy of the small cortic.il vessels. There is little glial proliferation. 

CLINICAL picture: EARLY SYMPTOMS OF HYPERTENSION. Essential hypertension is symptom- 
less until a relatively advanced stage of the illness at which the symptoms of heart failure, 
renal failure and cerebrovascular disease make their appearance. Both in the medical and 
psychiatric clinic the symptoms in the early stages are encountered more frequently in men 
and in a substantial number they are iatrogenically induced. A careful history will usually 
reveal that the symptoms originated shortly after the diagnosis of 'high blood pressure’ was 
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communicated to the patients, or within a short time after an unfavourable ven 
examination for life insurance. The symptoms complained of vaiy but commonl 
difficulties in concentration, insomnia, easy fatiguability, palpitations or constant a 
of one’s heartbeat, anorexia, dyspnoea on exertion, precordial pain and feelings 0: 
There is difficulty in falling asleep, nocturnal restlessness, frightening dreams j 
awakening in a restless, anxious mood. Moreover, vague feelings of precordial di: 
frequent palpitations, constant fatigue, a sense of pressure in the head, and an in 
loss of the sense of well-being combine to evoke an attitude of anxious self-scrul 
patient loses his freshness, liveliness and spontaneity and becomes slow, dilator 
efficient. Aware of the change in himself and oppressed by the compulsive exami 
his symptoms, he is inclined to become moody, depressed, irritable and aggressiv 
sensitive to criticism. The symptoms are in fact identical with those of an anxiety 
although, in a middle-aged or elderly subject, a depressive colouring is common. 

The frontal headaches often complained of in the early stages of the illness are 
also functional and not organic in origin. However, occipital headache, which coj 
on waking and lasts for a few hours, is more specifically related to essential hyp' 
altliough it is not commonly a very early symptom. The headache is possibly of 
origin although its precise pathophysiology is unlcnown. Dizziness and nose-blei 
also related to the hypertension, and may likewise appear fairly early in the coui 
disorder. These complaints may become entangled with others that are to a laq 
psychologically determined. 

Many of the symptoms bear little relation to the severity of hypertension as 
from fundal changes, presence of cardiac enlargement and the height of the blood ; 
and often begin soon after the diagnosis has been communicated to the patient, j 
when cardiac, renal or cerebral complications begin that most of the symptom 
specifically from raised arterial tension make their appearance. 

Though insight and the personality in general are well preserved even after so 
of illness, if the neurosis is not resolved these patients may become difficult, wr 
rigid, stubborn and intolerant, their vigour and initiative decline and their work a 
adjustment suffer. In an intelligent and co-operative patient of stable personality the 
symptoms can often be alleviated with the aid of simple psychological measures (se 

Attacks of hypertensive encephalopathy are usually ushered in by a considerab^ 
blood pressure with vomiting, amaurosis, epileptiform convulsions, and mono- 
plegia. There may be drowsiness or sopor and tins may deepen rapidly to coma. 1 
is usual although there may be a period of clouded consciousness before full a 
returns. At one time attacks of delirium or tvwlight state were seen in the course 1 
hypertension with hypertensive encephalopathy. Such complications have howevei 
very rare since the introduction of effective hypotensive drugs. There is little evid( 
cerebral angiospasm can be tlie cause of these attacks. Cerebral oedema is found 
of the cases post-mortem. In others a small occlusion with oedema round the : 
area, which subsequently subsides, is responsible. 

Hypertensive encephalopathy may also leave behind some residual iieiirologu 
such as a partial hemiparesis, dysphasia or a field defect. These changes generall) 
within hours or days, but after several attacks some permanent neurological < 
may result. 

Hypertensive crises associated with a suprarmal medullary tumour have certair 
features. Onset is particularly sudden, and attacks may be brought on by exercise < 
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den change of position. There is perspiration and intense pallor in addition to headache and 
vomiting. Palpitations, a sense of constriction in the chest, and anginal pain, are associated 
with a terrifying feeling of impending death. Breathlessness and a sinking feeling in the epi- 
gastrium are common. Localized vasoconstriction may produce coldness and pallor in the 
fingers. The blood pressure may rise to 250-300 systolic over 140-160 diastolic. Glycosuria 
may occur, and sometimes continues between attacks. The crisis comes to an end suddenly 
witliin minutes, but if prolonged further, cardiac arrhythmias may develop. The suddenness 
of onset, the acute fear often aroused by the attacks, and their brief duration, may suggest a 
neurosis with bouts of panic, or anginal attacks associated with coronary artery disease. The 
attacks are caused by the liberation into the blood of large quantities of a pressor substance 
similar to adrenalin. 

ARTERIOSCLEROTIC PSYCHOSIS. This condition usually begins in the sixties or 
seventies, but occasionally as early as the middle or late forties. Hypertension is present in 
about half the patients and conspicuous symptoms generally make their appearance follow- 
ing a number of cerebrovascular accidents. However, enquiry will often reveal that the 
patient’s memory has been failing and he has been restless, ‘very emotional’ and inclined to 
wander at night, for some months previously. He will have complained of headaches, 
giddiness, palpitations or momentary ‘blackouts’. Memory and intellectual impairment may 
be preceded by a caricature of one or more conspicuous personality traits, a growing 
suspiciousness, pathological jealousy or valetudinarianism, or a previously well controlled 
tendency to sexual deviation becoming manifest. As the change is gradual, patients rarely 
come under observation unless prosecution or the family's anxieties about testamentary 
capacity bring them to notice. Lasting intellectual deficit rarely develops until clinical 
evidence of focal infarction has appeared. It is rare also for a single stroke to be followed by 
dementia unless massive infarction has resulted, although dysphasia can prove a serious 
handicap. The man who is perhaps the most celebrated contemporary composer continues 
after a number of cerebral infarcts with his creative and intellectual pow’ers seemingly 
undimmed. Dementia usually makes its appearance after a succession of strokes, and when a 
single small infarct is followed by rapid deterioration, some additional degenerative process 
or causal agent is almost invariably present, commonly senile dementia. Memory for recent 
events is affected first but general intellectual ability soon becomes impaired. The patient 
has difficulties m concentration, is slow to grasp situations particularly if they present new 
problems, and is laboured, repetitive, and inefficient even in the e.xecution of habitual tasks. 
His outlook becomes narrowed, his emotions cool, drive and initiative are diminished, and 
the long-established routine of his daily work makes a progressive encroachment on his 
former interests, hobbies and friendships. Yet judgement and the basic personality may be 
zcell preserved, and until a late stage of the disease the patient can retain remarkably good 
insight into the nature of the change that is overtaking him. The impression is often one of 
patchy destruction which leaves the general framework of the personality intact. This is 
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or laughter results. 'I'hts emotional incontinence and the overflow of mirth and laughter into 
tears are again more characteristic of arteriosclerosis. 

The intellectual disturbances progress at a slower rate than in senile dementia but a 



CLINICAL PSYCHIATRY 


594 

more distinctive feature is the marked fluctuation in the course of the illness. At a relatively 
early stage when there is little beyond a mild restriction of memory for recent events, acute 
delirious episodes similar to those described in the ease of hypertension may begin quite 
suddenly. In sueh an attack the patient may be wholly out of touch with his surroundings, 
but the clouding of consciousness may be overlooked, and a superficial examination may 
convey the impression that he is severely demented ; yet in a few days or weeks he will emerge 
from his attack quite as suddenly as he went into it. Careful examination after such an 
episode will reveal some residual impairment in most cases; but remissions sufficiently 
complete to enable the patient to leave hospital for many months, are not uncommon in the 
early phases of the illness, and there may be many such episodes before dementia becomes 
too profound for him to live outside hospital. There is also a fluctuation in the severity of the 
condition from hour to hour in many cases. Totally disorientated and inaccessible on one 
occasion, the patient may be found to be comparatively lucid and in good contact a few 
hours later. Very often clouding of consciousness is most severe during the night, and may 
lead to nocturnal wandering during which the patient endangers the household by turning 
on gas-taps or starting fires. After several delirious episodes dementia is obvious, the patient 
being slow, forgetful, deteriorated in habits, emotionally labile though often still capable of 
making a good impression for short periods. 

Depression is noticeable at some stage in almost a third of eases ; but a mood change 
of the intensity and persistence usually seen in endogenous depression is not frequent, 
occurring in about 5-10 per cent, of cases. Most depressive episodes are short-lived, and 
they often appear in a setting of clouded consciousness. The mood change is shallow, and 
emotional incontinence endows it with a characteristic quality. Depressive delusions are 
stereotyped and grotesque. Determined attempts at suicide are likely to be made in delirious 
episodes with a strong depressive colouring, but so unstable is the picture that a few 
hours later when the patient has been admitted to hospital he is often euphoric, fatuous, 
and oblivious of what has happened. If a much more severe and sustained affective change 
appears, resembling the picture of a typical endogenous depression or manic illness, a 
family history of affective disorder or a history of previous attacks of affective illness is 
frequently obtained. 

Sotnatic syniptoins such as headache, giddiness, tinnitus, general malaise and precordial 
discomfort are common. The last of these is particularly worthy of attention, as coro- 
nary artery disease may complicate the condition. The physical symptoms may give 
rise to anxiety and hypochondriacal self-scrutiny, the patient becoming tense, restless and 
importunate; this is particularly likely when hypertension is associated with arteriosclerosis. 

Neurological lesions make their appearance sooner or later. They take the form of attacks 
of transient or permanent hemiparesis, aphasia, or field defects. Consciousness may be re- 
tained during fleeting disturbances and even during those leaving a permanent disability; 
they are caused by cerebral thromboses. In cases associated with hj'per tension, cerebral 
haemorrhage may give rise to deep coma and a fatal outcome. Epileptiform seizures occur in 
15-20 per cent, of cases usually in the form of generalized commlsions or, less often, 
Jacksonian or other focal seizures. Occasionally attacks of unconsciousness occur wdtliout 
convulsive movenients, but accompanied by a hemiplegia which may disappear after 
recovery. The aetiology of such seizures is unknown but they may be caused by small 
cerebral thromboses. A Parkinsonian syndrome develops in a small proportion of cases. It is 
quite common to elicit minor neurological abnormalities such as sluggish pupils, in- 
equalities in the tendon reflexes, and an extensor plantar response even when no definite 
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disability is complained of. Focal neurological signs nearly always precede intellectual 
decline and psychiatric disorder often by some years. Personality changes may appear sooner 
but, in Isolation, can rarely be confidently attributed to cerebral arteriosclerosis. 

'Vh.Q fluctuating course of the disease is maintained until a late stage, but each attack adds 
to the severity of the residual change. The picture of total disintegration of the person- 
ality, inaccessibility, and a uniform apathy or euphoria, seen in senile dementia, does 
not appear until a very late stage, and even when fatuous, forgetful and incontinent, the 
arteriosclerotic patient may remain recognizably his former self. 

Pathologically there is some degree of overlap behveen the senile and arteriosclerotic 
forms of degenerative disease. Hence it is not possible to assign every subject with a pro- 
gressive dementia in old age associated tvith degenerative disease to one or other group of 
conditions. However, the pathological evidence suggests that the overlap is likely to be due 
to the fortuitous coincidence of two distinct pathological processes, both relatively common 
among the aged. Recent pathological studies (Blessed ei al., 1968) suggest that there is 
probably a tendency to over-diagnose arteriosclerotic psychosis. Thus in some patients the 
dementia pursues a progressive and unremitting course for a number of years followed by a 
solitary cerebrovascular accident with transient effects or a single epileptiform convulsion. 
A diagnosis of arteriosclerotic psychosis is then made. At post-mortem in such cases it is 
quite common to find only small infarctions, which are frequently present also in the brains 
of healthy old subjects of comparable age. It is probable that in such cases the illness was 
due in the main to senile dementia, and that the very limited vascular changes found ex- 
pression in minor focal symptoms and signs only because the reserve capacity of the brain 
had been encroached upon by senile degenerative change. 

In recent years increasing emphasis has been placed on the importance of extracranial 
arterial disease as a cause of cerebral infarction. Yates and Hutchinson (1961), in an investi- 
gation of 100 eases suffering from cerebral ischaemia, found evidence of cerebral infarction 
m 35 cases. However, whereas only 19 of these showed 'significant stenosis or oedusion’ of 
intracranial arteries, ‘significant stenosis or occlusion’ of extracranial cerebral arteries was 
found in all but 3 of the 35 cases. The carotid and vertebral systems were simultaneously 
narrowed in many cases and these findings suggested that if one of the four main vessels 
was affected there was an approximately 80 per cent, chance that one of the remaining 
vessels would also be affected to a significant degree. These authors found moreover that 
infarction due to carotid disease tended to affect the ipsilateral, frontal and parietal lobes, 
whereas vertebral-basilar disease was usually associated with lesions in the brain stem 
cerebellum and occipital lobes. Combined disease of carotid and vertebral arteries was likely 
to give rise to extensive infarction of one cerebral hemisphere and both cerebellar hemi- 
spheres. Y ates and Hutchinson also stressed the importance of general systemic factors such 
as anaemia and hypotension in the production of cerebral ischaemia. Thus, among their 22 
cases with severe coronarj' atherosclerosis, 13 w'ere found to be associated with cerebral 
infarction. All these observations have tended to focus attention on the extracranial ves.seJs 
and systemic factors in the causation of cerebral infarction. The possibilities of surgical 
treatment for chronic cerebrovascular disease seemed hopeful; and since the successful 
excision of the stenosed portion of an internal carotid artery, reported in 1954 by Eastcott 
Pickering and Rob in the case of a patient who had suffered from a succession of 33 attacks 
of blindness and contralateral hemiparesis, there have been a number of reports of successful 
operations. However, recent obser\'ations tend to dim the optimism generally felt fen 
years ago. Schwartz and Mitchell (1961) reported that the frequency of stenosis in the 
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extracranial vessels in an unselected scries of necropsies docs not differ from that obsen^d 
by Yates and Hutchinson. Dickinson and Tliomson (1961) reported that carotid stenosis 
was just as likely to cause infarction in the contralateral as in the ipsilateral hemisphere, 
suggesting that by the time clinical symptoms of cerebral ischaemia make their appearance, 
widespread atherosclerosis has probably reduced the vascular reserve of the brain. There 
have been a number of other studies to suggest that disease of extracranial vessels only 
rarely exists independently of intracerebral disease (Stein et al., 1962). In the aged, disease 
wholly confined to the extraccrebral vessels is particularly rare and careful dissection of the 
intracerebral arterial system will generally reveal the local site of the occlusion corresponding 
to a region of infarction. 

The indications for surgery in the treatment of cerebral ischaemia appear therefore much 
more limited in tlie light of recent findings than they did a decade ago. Among the more 
favourable cases are those with incipient strokes, as in the syndrome of occlusion of the 
internal carotid artciy first described by Moniz (Moniz et al., 1937) in which successful 
intervention has been recorded in a number of instances. The condition is characterized by 
repeated transient attacks of paresis in one or both limbs on the opposite side of the body, 
or alternatively there may be dysphasia or localized parasthesiae. The premonitory symp- 
tom in a number of subjects is a fleeting monocular blindness of abrupt onset on the affected 
side (Fisher, 1951), which may recur within short intervals. These short-lived symptoms 
may be due to embolism from a fresh platelet-leucocyte-fibrin thrombus (Russell, 1961). 
Many workers would regard such forewarnings of incipient stroke as an imperative indication 
for treatment with anticoagulants (Adams, 1965). Other authorities hold that in an attemptto 
improve cerebral blood flow such measures should be combined with a surgical approach to 
any accessible vessel showing stenosis or occlusion. However, the indications for surgery 
are uncertain at the present time. Whether or not it improves the outlook in cases with 
incipient stroke or actual occlusion remains to be determined with the aid of controlled trials. 

The prognosis in arteriosclerotic psychosis is somewhat more favourable than in senile 
dementia. Six months after admission a third of our patients were dead, a quarter discharged 
and the remainder were still in hospital (see Fig. 17, p. 550). After two years, however, the 
outcome is only a little better than that of senile psychosis (i.e. dementia) the mortality 
having climbed to 70 per cent. 

DIAGNOSIS. Hypertensive patients are frequently referred for a psychiatric opinion because 
in the early stages their symptoms may be largely neurotic in origin or coloured by emotional 
disturbances. Detailed investigation to exclude hypertension due to such conditions as a 
diseased kidney, coarctation of the aorta, Cushing’s disease and phaeochromocj^oma, will 
usually be carried out in conjunction with the general physician. If, as is often the case in the 
early stages of essential hypertension, the emotional disturbance is the main cause of dis- 
ability, a balance must be struck between a plethora of anxiety-provoldng investigations and 
masterly inactivity. The understandable desire to establish a confident prognosis must not 
be allowed to dictate the management of the patient. In many early cases the hypertension is 
discovered fortuitously and the blood pressure readings may prove normal at subsequent 
examinations or return after rest to near normal levels. Although this labile blood pressure 
may herald a sustained hypertension, care should be taken to prevent the anxieties of the 
doctor being communicated to the patient. The patient can be helped with any emotional 
difficulties that may be contributing to the lability of his blood pressure, or if nccessaiy' be 
given advice to modify his diet and his pattern of daily activity in an attempt to deflect the 
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usual course of the illness without being made aware that his blood pressure is reaching a 
pathological level. 

Patients who develop severe hypertension under the age of forty, or who on examination 
prove to have albuminuric retinitis, present a problem of particular urgency. The prognosis 
in such ‘malignant’ cases is grave; untreated they die within 12-18 months. The introduction 
of hypotensive dnigs has substantially improved the outlook, particularly where treatment 
can be initiated at an early stage of the disease. Even where mental changes are to some 
extent established in a case of cerebrovascular disease associated with hypertension, the 
psychiatrist should not be content with a diagnosis of arteriosclerotic psychosis until the 
cause of the hypertension has been investigated and the possibility of a primary disease has 
been eliminated. 

Arteriosclerotic psychosis needs to be differentiated from such conditions as cerebral 
tumour, general paralj’sis, presenile dementia and subdural haematoma. The differential 
diagnosis has already been discussed in connexion with these diseases. The distinction from 
senile dementia is based on the presence of cerebrovasculaT lesions, a markedly remitting 
or fluctuating course, the preservation of the person-tlity, a large measure of insight until 
a relatively late stage, explosiveness or incontinence of emotional expression, and epilepti- 
form attacks; all these features are characteristic of arteriosclerotic psychosis and make 
the condition a fairly xcell^defined clinical syndrome, whereas cerebrovascular lesions are 
absent in senile dementia and the other features are rare. The usefulness of this clinical 
distinction benvecn the two disorders ts not affected by the observation that the two types of 
pathological change are often associated to some extent in the brain, so that one is strictly 
justified in speaking only of the preponderance of one or other type of process. 

TRE.\TMENT. A high proportion of cases of hypertension come to notice on account of symp- 
toms related to hj^ertensive cardiovniscular disease such as restlessness, anginal pain, 
cardiac failure or a cerebrovascular accident. But many cases are detected during some 
routine medical examination; and many of these patients, on learning of their 'high blood 
pressure' begin to complain of headache, giddiness, forcible or possibly irregular action 
of the heart, which fill them with fear and foreboding, general nervousness and irritability. 
Occasionally these symptoms arise in the absence of previous knowledge of hypertension. 
But in the majority of instances, they must be regarded as iatrogenic, as essential hyper- 
tension may remain sjTuptomless for many years. In either case, it seems probable that 
patients who present themselves at an early stage are a selected group in which those with a 
lower threshold for the development of neurotic symptoms are over-represented. In many 
other cases, the psychiatrist is asked to see the hypertensive patient on account of some 
side-effect produced by drugs, a depressive or anxiety state, a suicidal attempt or perhaps a 
confusional episode due to one of the hypotensive drugs; it must be stressed that some 
undesirable side-effects almost invariably attend the treatment of hypertension with drugs 
and few patients feel really well while taking them. 

If essential hj-pertension is first seen at an early stage in a patient of 50 years or more, it 
will be found to progress only slowly or, especially in women, not at all. Complications are, 
in any event, unlikely to arise for a considerable time. On the other hand, the long-term 
effects of the disorder are often malign and its complications in the cerebral, coronary, renal 
and retinal systems make it a leading cause of death. The first task of a phj-sician or psychia- 
trist is to gain the patient’s full confidence and to make a careful assessment of the sort of 
person with whom he is dealing. This will help him to decide which of these facts should 
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receive the main emphasis in his discussions with the patient. The dominant, over-active, 
expansive individual will need to be told that he has a reduced expectation of life, but one 
which may be influenced within limits by the restraint and good sense he brings to bear in 
the conduct of his life. In the majority of the reasonably mature, stable and intelligent, 
something of the nature of the condition should be revealed, although it is as well not to be 
drawn into details as to the level of blood pressure. Moreover, the all-prevalent fears about 
‘high blood pressure’ must be allayed by explaining that the condition often runs a benign 
course for many years, sometimes remits spontaneously and complications are far from 
inevitable. Over-anxious, unstable, inadequate and hypochondriacal patients are best left 
in blissful ignorance as long as possible; the knowledge that they have hypertension may 
turn them into chronic psychiatric invalids. It is a common psychiatric experience now'a- 
days to encounter the individual in whom a formerly symptomless hypertension has been 
transformed into a crippling disability by ill-judged pronouncements and sombre warnings. 
Many patients with essential hypertension probably suffer more from their neurotic anxieties 
about the disease than from any disability which it inevitably causes. 

The majority of patients with emotional disturbances derive benefit from clear guidance, 
sympathy, understanding and simple psychological help consistently given over a long 
period. 

Among the patients who present with symptoms of hypertension in early or late middle 
age are many who make excessive demands on themselves, are filled with a restless, irritable 
discontent with life, or who have not yet adjusted their ambitions to an objective 
appraisal of their capacities. Psychological treatment is of value in such patients, particularly 
if they are intelligent and have sufficient maturity to co-operate in an exploration of 
their life-history and personality, aimed at shedding light on their motivation and conflicts. 

It may be necessary to advise an anxious hypertensive who is pushing himself too far, to 
restrict his responsibilities and reduce the tempo of his existence. Provided the advice given is 
sensibly attuned to the personality and takes reasonable account of his economic needs, the 
patient will usually benefit from it. The aim must be to get him stabilized so as to reduce the 
likelihood of emotionally induced fluctuations in his blood pressure. If the patient can by a 
combination of medical and psychological measures be tided over until late middle age 
the prognosis may be improved. 

The ge?ieral managemejit of the patieiit should be undertaken in collaboration with a 
general physician. Many patients are obese and derive a great deal of benefit from reducing 
their weight. This can often be achieved by a restriction of calories to about 1,500 and 
reduction of salt intake for short periods at a time as in the rice diet introduced by Kempner. 
Few patients can, however, tolerate salt depletion for long periods, nor should this be 
attempted as there is some danger of uraemia, particularly in severe hypertensives. An 
adequate amount of sleep, at least eight hours a night, should be insisted on, and excesses 
in the consumption of alcohol and tobacco eliminated. A rapidly excreted barbiturate 
such as sodium quinalbarbitone may be required to counter insomnia. 

It is generally agreed that non-progressive, uncomplicated essential hypertension does not 
call for treatment by means of hypotensive drugs which have found their most successful 
application in rapidly progressive or malignant hypertension and in cases complicated by 
cardiac failure. However, in carefully selected patients, headache is relieved, nocturnal 
dyspnoea improves, left ventricular hypertrophy is reduced, recurrence of cardiac failure 
delayed, and life may be significantly prolonged by means of these drugs (Leishman, 
1959). Where there is reason to suspect coronary or cerebral atheroma or where marked 
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impairment of renal function is present, great caution is required in the use of hypotensive 
drugs. 

Little can be done at present to alter the course of arteriosclerotic psychosis, except where 
it is associated with hypertension that is itself open to remedy. Severe restlessness and 
agitation frequently respond to chlorpromazine in doses of 150-400 mg. daily and in 
some cases the clinical picture is transformed in a favourable direction. Cardiac, respira- 
tory and renal disease ate relatively common in arteriosclerotic psychosis and tend to be 
overshadowed by the cerebral disease (ICay and Roth, 1955) yet it may be disease outside 
the brain that is partly or even wholly responsible for the delirious features. It may prove 
susceptible to treatment with corresponding improvement in the psychiatric picture. After 
acute delirious episodes an attempt should be made where possible to discharge the patient 
back to his family. He may well be able to carry on at home for a considerable time and it is 
probable that old patients deteriorate more rapidly if kept in hospital away from their folk. 
Discharge should not be deferred too long, otherwise it may prove difficult to resettle the 
patient outside hospital. It helps these patients to be kept active, and whether in hospital or 
outside in the community; before the disease has caused severe dementia a skilled social 
tcorher may be able to find the patient part-time work, get him introduced to a club for old 
people, and help to keep his hope alive by paying him periodic visits. 

Where a fully-fledged depressive condition complicates arteriosclerotic psychosis, the 
agitation and undernutrition which result are a danger to life, and the question of electro- 
convulsive treatment must be considered. No rules can be laid down which will hold in every 
case. The treatment carries some risk where there is evidence that occlusion of a large 
vessel has occurred. But whether or not there is evidence for a previous occlusion, after 
^^cighmg the risks, the correct decision may be to administer treatment. The results in 
selected cases are surprisingly good, although the dementia is of course unaffected and the 
efiects may prove to be shortlived. The treatment must be carefully spaced so as to minimize 
the memory impairment. Convulsant therapy should only be contemplated in the case of a 
prolonged and severe affective disorder. It is quite unjustifiable to employ the treatment for 
the more commonly occurring transient depressive episodes, or, in the present state of our 
knowledge for the delirious episodes of patients with cerebrovascular disease. The advent 
of anlidepressive drugs such as imipramine has provided a very satisfactory alternative to 
E.C.T. in the treatment of depressions of organic aetiology in old age. 

The hopeless prognosis that used to be attached to patients who have suffered from 
strokes has given place m recent years to a more positive outlook (Adams, 1065). Almost 
n.D-,lmds of 729 hem.plcglcs treated over a four-year period regained independence (less 

than WlftTOhuseofhennpleg,chands). One-quarter became invalids and the restdied within 

tno months otvmg to compl.cat.ons. The patients who had died or who became chronic 
.nvahds were older than the remamder but there were no significant age differences between 
grades of recovery. An mterestmg and u texpected finding was the higher proportion of 
panents m the reemered group w tee W were on the dominant side. Arong factors 
mflucncmg the outlooh for rcs.dual d,sabihty Adams lUts inteUeetual impairment the t me 

that elapses after onset before efforts to restore acUvitv • . ^ ““eiu. me nine 

long as improvement continues, the willingness or ability of the pSent to 

the support on which the patient can count at home. These factors were ' 

than the c.x.ent of the paralysis, sensory deficit, impaired postural eln tor ""r 

condition, hjpcrtension or limited exercise tolerance. ‘Mental barriers to r ’ ^ 

interfere w ith rehabilitation in a small proportion; they include defective eom°p''rSnsbn or 
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neglect of limbs, denial of disability, disturbance of body image, space blindness, apraxia, 
perseveration, memoiy imjiairmcnt, synkinesia, loss of confidence, true depression and 
emotional lability and catastrophic reaction (Adams and Hurwitz, 1963). 

Anticoagulant treatment has been recommended in recent years for progressive cere- 
brovascular disease. On the whole the available evidence suggests that it has no place in 
therapy of the great majority of cases of psychiatric and neurological disability associated 
with this disorder. It may on the other hand improve the prognosis of cerebral embolism 
arising from rheumatic heart disease and of vertebral-basilar artery insufficiency. 


Delirious States 

I'hc pattern of outcome of delirious states described above (and represented in Figs. 17, 
18 and 19, pp. 550, 551) refers mainly to disorders in which evidence for structural cerebral 
disease is lacking. A delirious state may arise in association with limited cerebral disease 
such as a metastasis or early GPI, but these are rare cases and the psychiatric picture is 
usually more complex. Theoretically delirium could be the first manifestation of cerebro- 
vascular disease but in practice the latter rarely proves to be the explanation of a state of 
clouded consciousness that comes without warning. In most cases the process is well 
advanced (before delirium occurs) as evidenced by subtle focal signs and general intellectual 
or personality change. The principal causes of delirium in old age are cardiac failure, 
chronic respiratory disease, often with cardiac failure, acute respiratory infection, surgical 
operations, dehydration and electrolyte disturbances, anaemias, malignant disease, alcohol- 
ism and overdosage with drugs, and vitamin and nutritional deficiencies. Causes prone to be 
overlooked among the aged are the effects of a sudden fall of blood pressure associated with 
a painless myocardial infarction, the ‘silent’ pneumonia of the aged, slowly developing 
prostatic obstruction and on occasion pulmonary tuberculosis. If physical investigation is 
thorough only a small proportion of cases remains in which no specific cause for the attack of 
clouding can be discovered. Even in these cases an unidentified toxic factor or deficiency 
may be suspected. 

A high proportion of the infective, toxic, epileptic, anaemic and post-operative cases 
recover but amongst patients with multiple disorder or carcinoma mortality is high. How- 
ever, cardiac, respiratory and cardio-respiratory cases, which constitute a relatively high 
proportion of delirious cases treated in psychiatric hospitals, show approximately equal 
percentages of deaths and discharges; and this pattern of outcome is not wholly explained 
by differences in the apparent degree of severity of the illness on admission. Prompt medical 
treatment may tilt the balance in favour of recovery; the onset of delirium in the course of 
physical illness in an old person should be regarded as a possibly fatal complication. 

The clinical picture has already been described (Chapter VI, p. 348) and only those 
features need be discussed here which have special bearing on the problems of differential 
diagnosis in the aged. Clouding of consciousness or delirium may complicate the acute 
initial stages of a rapidly evolving affective or par a 7 ioid psychosis; it may also appear in the 
course of a progressive dementing illness. In old age a small proportion of cases with a 
depressive, manic or paraphrenic symptom-complex show clouding of consciousness m 
the acute phase; it is perhaps in acute mania that this complication is commonest. Where 
the history in these psychoses does not reveal pre-existing dementia, clouding of con- 
sciousness does not necessarily worsen the prognosis for the attack or signify that there 
is an organic cause for the illness. But a careful investigation of this possibility should always 
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be carried out by detailed neurological examination and a search for possible toxic and 
infective factors. 

The differentiation from acute disturbances occurring in the course of progressive 
dementia produced by organic cerebral disease such as senile dementia and arteriosclerotic 
psychosis can be difficult. The terms ‘delirious state’ and ‘clouding of consciousness’ are 
prone to be used loosely in relation to these states. If the dementia is at an advanced stage, 
the patient will have been totally disorientated and out of contact with the environment even 
before the acute attack, and it may be difficult or impossible to determine whether any 
decrease in the level of awareness has occurred. In most cases of senile dementia admitted to 
hospital the change described as delirium is merely a state of contentless hyperactivity or 
incoherent excitement without demonstrable change in level ofconsciousness. However, where 
the dementia is of a much more patchy and partial kind, as in arteriosclerotic psychosis, the 
term ‘delirium’ is appropriate provided there has been a definable change in the patient’s 
orientation and grasp of what is occurring around him. The history and clinical picture will 
frequently permit of a differential diagnosis between an acute deterioration in behaviour in 
an advanced dement in whom very Httlc improvement towards a clearer state of consciousness 
can be expected, and a case of delirium complicating an illness of relatively recent onset. 

However, in old people a history is frequently not obtainable, and it is important to be 
able to judge from the clinical picture alone whether or not the patient is likely to show 
recovery to a more normal level of awareness. 

The patient who has been mentally well until recently, and has then developed an acute 
toxic-infective state, will usually be well preserved in general appearance and his rapport, 
despite the clouding of consciousness, will for brief intervals be surprisingly good except in 
the most severe and florid delirious attacks. Defects of retention and recall will be confined 
to recent events, whereas in the long-established dement the memory defect will nearly 
always extend much farther Into the past. 

A jluetuation in the level of atcareness is very characteristic of the acute toxic-infective 
deliria of old age. During the evening one old man of seventy-one imagined himself in a 
railway station, saw trains racing past him emitting deafening whistling sounds, hailed 
railway porters and shook his fist at other passengers. The following morning he was more 
alert, and though partially disorientated, showed a measure of insight into the hallucinatory 
character of his experiences of the night before. The same evening he was again acting as if 
in a railway station. This fluctuation is no longer to be discerned in an established dement 
and one will not obtain the impression, as m the acute delirious state, that the patient is 
capable of living, within short intervals, at different levels of consciousness. 

As a rule, the well-presen’ed patient with an episodic type of illness will respond to 
questions by giving pon/ire aimvers, whereas most senile dements and deteriorated arterio- 
sclerotics w ill respond in vague terms or disclaim all knowledge even though their answers 
m.ay show that the>- ha\e understood what has been asked. The delirious patient will make 
positive misinterpretations of events and individuals round him, which he will fit into the 
context of the environment in which he lived immediately before the acute episode. The 
nurses are children, the doctor the son of a neighbour, the ward orderly a policeman dressed 
up, another patient perhaps a spy sent to keep an ej'C on him by an unfriendly relative. 
There is therefore a richness in the content of thought of a clouded patient which is in 
sharp contrast to the negative, empty and featureless thinking of the established dement. 

A characteristic feature of true clouding of consciousness is the inconsistent orienta- 
tion of the patient. His assessment of his whereabouts will vary from one hour to the 
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next and is likely to be prompted by some isolated feature of the surroundings which he 
seems incapable of relating to its wider setting. This restriction in the perceptual field, the 
defect of retention and probably the patient’s preference for some other environment 
permit the co-existence of two or more totally incompatible orientations. The patient will 
not be entirely unaware of the discrepancy but will tend to reconcile his conflicting state- 
ments by some fanciful rationalization. A highly intelligent schoolmaster in hospital in 
Sussex in a subacute delirious state insisted that his Cheltenham home was just a few streets 
away. As the delirium clears the patient gradually returns the preferred environment to its 
correct geographical position. But soon after he has regained full orientation he will frequently 
insist that only a short while before he had been in the preferred surroundings. These 
misidentifications and rationalizations are not seen in acute disturbances occurring m a 
severely demented patient. 

The ditferences are not absolute. They will be helpful in distinguishing between acutely 
delirious patients on the one hand, and on the other hand dements brought into hospital ina 
state of acute excitement. There may be very little in the clinical picture at a single examin- 
ation to distinguish between cloudingin an early arterioscleroticpsychosisanddeliriumdueto 

cxtraccrebral disease. But in the former there will nearly always be focal signs and often 
some evidence of lasting intellectual or other deficit and, over a period of weeks or months, 
patients with this condition may be found to drift in and out of a state of clouded conscious- 
ness. After the clouding recedes, permanent defects of memory and intellect will generally 
be found. On the other hand when patients with delirium recover they do so with little or no 
defect. If they die evidence of cerebral disease is nearly always present (Blessed et ah, 1968)- 

In investigating the possible cause of a delirious state it must be remembered that when 
associated with an acute infection such as pneumonia, the condition may not start until the con- 
valescent stage, perhaps one or two weeks after the febrile illness has subsided. Careful history- 
taking is therefore essential if some specific cause is not to be overlooked. A simple but valuable 
criterion is the duration of illness. In the majority of cases the history is one of a few weeks or 
months in a delirious state, whereas a progressive dementia associated wdth cerebral degener- 
ation has usually been in progress for years before medical attention is sought. This is of im- 
portance in that fulminating physical disease will occasionally so alter the clinical picture that 
fluctuations of consciousness are not evident and the patient may appear inaccessible or stu- 
porose, thus raising a suspicion of cerebral disease. When the condition proves to be of no more 
than a few weeks’ duration, there is presumptive evidence for mental disturbance that is essen- 
tially delirious in character, and a careful search for a specific physical cause is indicated. 

TREATMENT. This has been discussed in detail in Chapter VI (p. 385). The section on 
disturbances of electrolyte balance (p. 357) is particularly relevant for delirious states in the 
aged as their impaired homeostasis renders them specially susceptible. The ‘silent’ pneu- 
monia and ‘silent’ myocardial infarction deserve yet one more mention because of th^^ 


lizing drugs are of great value in the control of restlessness and excitement in dehrmus 
patients. Their use is discussed in the section on the organic psychoses of old age. -t he 
activation and rehabilitation of these patients in convalescence calls for clinical and nursmg 
skills of a high order. They may prove decisive in returning the patient to the communitJS 
without them permanent hospitalization may be inevitable. 


great importance in the elderly. If intensive investigation should fail to establish a specm 
cause for a delirious state and recovery does not appear to be occurring spontaneously, it 
iustifiable and sometimes hiehiv effective to administer fl rmirse nf antibiotics. Tranqui 



MENTAL DISEASES OF THE AGED 


6o 


Senile Dementia 

The expectation of mental disorder shows a steep increase with advancing chrotiologici 
ace and bevond 75 a large part of this increase is accounted for by disorders associate 

with degenerative changes in the central nervous system for which no remedies are know 
at the present time. Of these disorders senile dementia is the most common. Larssoi 
SiQgren and ]acobson (1963) have estimated that the aggregate morbidity risk for thi 

disorder up to the age of 70 is 0-4 per cent., to the age of 7 S, 1*2 per cent., and up to the ag 

of 80, 2-5per cent. For higher ages the estimates were probably less reliable, but the ns 
calculated up to the age of 90 was 5*2 per cent. In a survey of a random sample of elderl 
people aged 65 and over in an urban population, Kay et al (19640^ found a total of 4*2 pc 
cent, of elderly subjects to be suffering from senile dementia, 2 -9 per cent, of this being mad 
up of mild cases. 

Senile dementia is associated with progressive disorganization of all aspects of persor 
ality functioning; there is memory impairment, disorganization of general intelUgenci 
lability followed by blunting of the emotions, reduction in initiative and deterioration i 
personal habits. The relationship to this phenomenon of the much more limited decline ( 
intellectual efRciency and the personality change associated with advancing age has bee 
much debated. Simehowicz (igio), who gave the senile plaque its name, considered ths 
senile dementia was an accentuation of the normal processes of senescence. In the ha 
centuf)’ that has intervened much evidence for and against this view has been pre8ente( 
The question requires independent consideration from the clinical standpoint on the or 
hand, and from aetiological and pathological points of view on the other. 

As far as the clinical aspect is concerned the problem to be resolved is whether th 
gradual process of intellectual decline that culminates in senile dementia can be differer 
tiated from the mental changes associated with ‘normal’ ageing. According to Krai (196; 
there are two types of memory dysfunction in aged persons. In 'benign senescent forge 
fulness' memory impairment is variable, and the failure of recent recall is patchy, beir 
confined to some isolated aspect of an experience which is otherwise correctly reproduce! 
In the ‘malignant’ type of forgetfulness, on the other hand, the tvhole of a recent ei 
pericnce appears to have been forgotten or is inaccessible to recall. There is also son 
psychometric evidence (Botwinick and Birren, 1951) to suggest that there may be qualitati^ 
as well as quantitative differences between senile dements and normal old subjects. Howeve 
only surveys in representative samples of the general population can 


« iimiuiiiy significantly above normal expectatioi 
suggesting that a progressive organic disorder was associated (Kay et a/., 1966). Tl 
pathological evidence to be discussed below also suggests that the apparently sha^ distin^ 
tion between the normal subject and the senile dement may arise from a ‘threshold* phei 
omenon ; an abrupt alteration in thepattem of mental functioning when pathological chani 
exceeds a certain intensity. However, recent genetical observations (Larsson et al, md 
appear to be in conflict u ith such a view (see below). ^ ' 

Senile dementia and arteriosclerotic dementia are the two main forms of cerebr 
degenerative disease associated with ageingand some relationship between the two process, 
has often been suggested. However, their sex distributions differ, arteriosclerotic psychos 
showing a preponderance of males. Recent neuropathological studies suggest that there a 
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j^robably two relatively distinct processes with some degree of overlap (Corsellis, 1962; 
Jilesscd ct aL, 1968) ; this could be expected to occur by chance in such common conditions. 


AlillOLOGY AND PATHOLOGY. It has long been suspected that a hereditary 
factor plays a part in the causation of senile dementia (Meggendorfer, 1926). Kallmann’s 
twin studies (1948) 1951) have strongly confirmed the importance of heredity; whereas 
only 8 per cent, of the dyzygotic twin pairs were concordant for senile psychosis, mono- 
twins were concordant in 43 per cent, of the pairs studied. In the major study by 
Laisson, Sjogicn and Jacobson (1963) the incidence of all forms of mental disorder in the 
parents, sibs, spouses and children of 377 probands with senile dementia was investigated. 
T, hese woikcis found that, whereas there was no enhanced morbidity risk for other psycho- 
ses, sibs, parents and children of subjects with senile dementia showed a morbid risk for this 
condition 4 '3 times greater than that in a corresponding segment of the general population. 
As intermediate forms between senile dementia and normal ageing were absent among the 
unaffected sibs and children of their probands they concluded that a major autosomal 
gene with partial penetrance was likely to be at work. However, this finding can be explained 
also in terms of pronounced tlrreshold effects in the evolution of the underlying pathological 
process; the transition from the clinical picture of normal psychological senescence to 
senile dementia might occur abruptly and within a relatively short period of time. Their 
observations on the life expectation of this condition confirmed those of other workers 
(Kay, 1959) ; this was only about 50 per cent, of that to be expected for persons of comparable 
age m the general population. 


Abnormal personalities have frequently been held to be particularly susceptible to the 
development of senile dementia. It has been found for example (Oakley, 1965) that senile 
and arteriosclerotic dements are significantly more obsessional in personality than a 
comparable group of old people without mental disorder. Such results, however, 
may be affected by the special selection of those with personality defects for admission to 
hospital. Thus the period of survival of senile dements with loosely-knit paranoid delusions 
or depressive colouring to their illness is longer than that of individuals whose illness is 
uncomplicated in this manner (Kay, 1962). However, this is very likely due to the earlier 
admission to hospital of these patients probably because the personality features released 
and caricatured by the organic process tend to bring them into earlier and sharper conflict 
with their environment. In the course of community studies those affected by senile de- 
mentia do not appear to conform to any special personality pattern; all types of personality 
appear to be susceptible. 


A similar selectivity probably explains the correlation of senile dementia with adverse 
socio-econoniic circumstances that has often been inferred from hospital admission figures. 
In their Swedish population study Larsson et al found that while crude indices of isolation 
such as smgle status were associated with an increased rate of hospitalization there was no 
evidence that social or other environmental factors had in any way contributed to the 
aetiology or development of senile dementia. An identical statement could be made about 
the role of somatic disease. In the 30-year period between 1931-35 and 1956-60 which had 
seen rapid social changes in Sweden there had been no significant increase in the morbid 
risk for senile dementia. They concluded that the condition was essentially genetic in origin- 
The brain in senile dementia shows a variable amount of atrophy, the sulci are widened 
and the ventricular system dilated. Microscopically there is a profuse outfall of nen^e cells 
although the cytoarchitecture of the cortex is fairly well-presented in most cases. The 
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remaining neurones show shrinkage and chromatolysis. Some mild proliferation of the 
microglia is usually present. Silver stains reveal the presence of senile plaques, neuro- 
fibrillary change and granulovacuolar degeneration. The absence of neurofibrillary change 
has been reported in clinically typical senile dementia but this is rare. The anterior frontal 
layer may be more severely affected than the motor area and the posterior parts of the 
cortex. Plaques and neurofibrillary change may be present in the grey matter in the neigh- 
bourhood of the third ventricle and also the basal ganglia and thalamus (Grunthal, 1927). 

It has long been known that identical pathological changes were at times to be found in 
the brains of normal old people and that occasionally plaque formation was just as intense in 
the normal as in the demented individual. Such observations led Rothschild and his co- 
workers to suggest that the clinical effect produced by a given lesion depends upon the 
capacity of the personality to compensate for the brain damage present. Consequently little 
correlation could be expected between the quantitative severity of pathological change and 
the clinical disturbance (Rothschild, 1956). 

However, Corsellis (1962) in a study of 300 cases that had come to post-mortem in a 
mental hospital showed that there was close agreement between the psychiatric diagnosis 
of the clinical disorder manifest during life and the nature and severity of the pathological 
changes found in the brain after death. Thus the great majority of those who had been diag- 
nosed as suffering from organic psychoses showed senile or arteriosclerotic changes of mod- 
erate or severe degree in the brain. On the other hand, only about a quarter of the subjects 
with affective, schizophrenic and paranoid illnesses showed vascular change, atrophy, neuro- 
fibrillary change and senile plaque formation toamoderate or severe degree; to some extent 
this overlap was due to the development at an advanced age of organic pathological changes 
in subjects v hose initial illness had been of a ‘functional’ kind. 


The nature of the relationship between the psychological and pathological changes m 
cases of senile dementia and those found in normal elderly subjects has been recently 
investigated in the course of an enquiry in which a large number of psychiatrically ill 
subjects and persons admitted to hospital on account of physical illness alone were tested 
with the aid of two psychological measures designed to describe their level of intellectual 
functioning and their competence in everyday activities m quantitative terms (Roth et al., 
1967’, Blessed et al., 1968). A high proportion of those admitted with physical disease 
showed neither psychiatric disorder nor any obvious psychological deficit on clinical 
examination. In those patients who came to post-mortem detailed pathological studies w’ere 
carried out and this included a mean plaque count computed in each case from a total of 
60 microscopic fields sampled from 12 sections of cerebral grey matter. There was a highly 
signifirant correlation between both the psychological measures and the mean plaque 
count found (r=o-77 and 0-58; p <o-ooi in each case). The relationship between dementia 
scores and test scores and the mean plaque counts in 60 brains are shown in Figs. 25 and 26; 
there is a ^oadly linear relationship between the psychological and neuropathological 
measures The results suggest that the occurrence of senile plaques (and associated patho- 
logical changes) in patients w ith a wide range of psychiatric disorders and normal elderly 
subjects alike, arises from the fact that the cerebral degenerative process the plaquerepresents 
IS closely related to a psychological change that cuts across diagnostic distinctions to some 
extent: the deterioration of intellectual and personality functioning that is in some measure 
unnersal m old age Among patients diagnosed as suffering from an indubitable senile 
dementia the association between plaque formation and intellectual impairment showed 
the same trends but was much less pronounced. This may have been due to the diffic 'ty of 
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measuring differences in psychological performance within a population with relatively 
severe deterioration, as also of quantifying the pathological change in the presence of intense 
plaque formation. It seems likely that the differences between well-preserved, mildly im- 
paired and unequivocally demented subjects are of a quantitative nature, though the 
possibility that senile dements arc qualitatively apart in respect of some pathological change 
that remains to be discovered cannot be excluded. Plaques are found in Soper cent, of well- 
preserved subjects over 70 years old who die from acute illness or accident. A certain 
amount of the degenerative change measured by plaque counts may therefore be accom- 
modated within the reserve capacity of the cerebrum without causing manifest intellectual 
damage. In other words the clinical picture of senile dementia may become manifest when 



Mean plaque count 


Fig. 25. The relationship between dementia score and mean plaque count in 6 o brains post mortem. 



Mean plaque count 

Fig. 26. The relationship between test score and mean plaque count in 6o brains post mortem. 
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a certain threshold is passed by the degenerative process. All the pathological changes 
described in association with senile dementia — plaques, neurofibrillary change and granu- 
lovacuolar degeneration — have been found to a limited extent in well-preserved old people. 
Neurofibrillary change in healthy old subjects is often found confined to the hippocampal 
region (Gellerstedt, 1933 ; Tomlinson e? a/., 1968*1), arid this is of some interest in view of the 
evidence linking the limbic system with memory functioning. However, there is no evidence 
that damage strictly localized in this area or in any part of the brain produces measurable 
intellectual deficit. This appears to be invariably associated with diffuse changes. 

Plaques provide only one inde.v, and a crude one, of the underlying degenerative changes 
in the cerebrum in old age. Their association wth the outfall of neurones has long been 
suspected and recent electronmicroscopic studies by Liss (1960) have confirmed that plaque 
formation is always secondary to neuronal degeneration. Plaques found in authenticated 
cases of Alzheimer’s disease have also been reported by Kidd (1964) and Terry c/ al. (1964) 
on the basis of electronmicroscopic studies, to consist of degenerated nerv'e cell processes, 
intmcellular amyloid and reactive microglia and astrocycosis. 

The independence of arteriosclerotic and senile dementia has frequently been called 
into question both on clinical and pathological grounds. The findings of Corsellis (1962) 
showed that the processes were distinct to a large extent, overlap between the two kinds of 
change being found in only about 20 per cent, of the brains studied. It has also been 
shown (Blessed et al, 1968) that the mean plaque counts in subjects with unequivocal 
cerebrovascular disease did not differ significantly from those in normal subjects suggesting 
that the overlap between the two processes arose from fortuitous coincidence of t>vodisorder8 
which were both common in old age. 


CLINICAL PICTURE. Few cases begin under the age of seventy and there is z preponder- 
ance of females (in contrast to arteriosclerotic psychosis, which is commoner in males) 
which may arise partly from the much higher rate of survival of women into advanced age. 
The onset is gradual and the disease may seem at first to be an acceleration of the normal 
process of ageing. The patient’s memory usually becomes affected first; he is unable to 
retain or recall recent events though his memory for remote experiences seems intact. 
An old lady speaking of the village where she had spent her childhood remarked ‘I can 
Temembcr it as clearly as if I had seen it yesterday’ — she had (Pratt, 1933)' There usually 
appears at the same time some diminution of vitality, a narrowing of interest, a blunting of 
emotion and a tendency to petulant and irritable behaviour. Soon the patient’s sleep is 
disturbed, and he potters about the house turning out cupboards, putting lights on and off, 
perhaps wandering out into the street. An acute infection, a fracture, or a sudden change 
m circumstances rnay at this stage precipitate an acute delirium with severe restlessness, 
auditory and visual hallucinations, and paranoid suspicions which may lead to a violent 
assault. Recovery from such an episode is never complete and leaves behind in most cases 
a dement, a tar ntore severe than the history shons to have been present before it. 

voJJr.’jr.TttiT wT ’”""‘”3’ that is found so commonly in 

normal tWerly subjects is at present uncertain. Parsons (1065) described considerable 
impairment of memory- often independent of any generalised dementing process in over 
half of the tvomen aged 80 years and over Investigated in the course of a conSuX survlv 
It iras rather less common in men survivinu to this an. mt,. „• ■* "’"“"“"'ty survey, 
impairments in elderly people are of a benign nature has^'cen giveTmmf dTTd™'”'”^ 

Sion by Kra. (.,6a, tvho emphasised the paTchy chatacte^rrh^f^^^^ 
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impairment and the tendency in old people so affected to forget relatively unimp 
details such as the name or place as distinct from the experience itself vi^hich is sub 
recall and can often be correctly reproduced. These interesting observations requir 
firmation with the aid of systematic enquiries among aged subjects over a long p 
Evidence for the affinity of, at any rate, some forms of ‘normal’ memory impairment 
age with senile dementia is the great increase in mortality over the normal expectat 
individuals with mcmoiy defects (Kay et ah, 1966). The possibility that memory defec 
elderly subject, particularly when it shows some signs of progression, is a premonitor 
of senile dementia should always be considered. Such a finding demands detailed pt 
and psychiatric investigation for it may, of course, reflect instead the early stages of d^ 
pensation in the course of cardiac or cardio-respiratory disease. 

Although the illness begins in an insidious manner and its evolution proceeds ev< 
usually advances with rapidity, and two or three years after the first symptoms have 
their appearance the patient may be quite changed; slow, blunted, apathetic, and phy: 
feeble and shrunken. Memory grows rapidly worse, possessions are mislaid and ( 
arc blamed for losing or stealing them. Gaps appear in the memory for the events 
day ; at first the patient is adept at confabulating to fill them, or dissimulating with £ 
of affectation of ignorance when examined. In the early stages of the disorder a fafJ 
mastery and full grasp of the situation may be successfully maintained particularly in 
of high intelligence and privileged socio-economic status. When combined with the 
lent preservation of long-established social responses the presence of a mild or mo( 
degree of dementia may be effectively concealed. Attempts at formal psychological t^ 
may be sidetracked or a lifelong lack of interest and power of concentration in the cou 
such activities may be laughingly protested. If the subject co-operates her performano 
be marked by extreme orderliness or stereotypy, irritability or impatience which m 
interpreted as attempts at warding off a full ‘catastrophe reaction’ (p. 139). Yet thep 
of 'presbyophrenia' in which a defect confined to memory impairment is seen in a si 
of a well-preserved demeanour and a cheerful, talkative, extroverted manner, is 
The manner is there often enough, but it generally conceals much more than an impaii 
of retention; on closer scrutiny such patients are usually found to be grossly demf 
their friendly, sociable exterior being a deceptive fa9ade. In some patients this social f 
is preserved and physical health and vigour seem unaffected for two to three years, a p: 
more common in women than in men, whose personality disintegrates at a more rapic 
Yet the illness is rarely seen in its early stages at the clinic in either sex; a histc 
2-3 years’ symptoms at the least is usually obtained. 

With the advance of the disease more and more of the past is blotted out; the deal 
marital partner, brothers, sisters, parents, are forgotten. Islands of memory stand 00 
deal mainly with events that have made a vivid and profound impression, experiences d 
a battle or crisis, or some profoundly moving episode in early life. The patient may im 
he is living in the remote past, even in childhood; he may have wholly forgotten his 
riage, or a woman may declare that she is expecting a child. General intellectual d< 
appear at an early stage. Difficulties in grasp and concentration render thought haz] 
fragmentary; essentials are overlooked, and unimportant details seized upon. The p: 
tires easily and cannot follow an argument. His difficulties are particularly severe with 
is new and unfamiliar. In the early stages he may attempt to adjust himself by an infl« 
adherence to routine. In many patients, however, the march of the disease is too rapi 
this form of compensation to prove effective for long. There is slowness, perseveratio 




I . Antcro-postenor brow-up view showing dilatation 
of both lateral ventricles and widening of the third 
ventricle The sulci over the frontal poles are wider 
than normal 



2 Uteral brow-down view showing dilatation of the posterior 
parts of the lateral ventricles without displacement The 
widening of the sulci over the convexity is generalised. The 
fourth ventricle is normal 
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PLATE XV 

Dressing apraxia in a ease of Pick's 
Disease. Rif’ht. Inability to start put- 
ting on jaeket. Below. Inability to 
continue after being helped into one 
sleeve. 
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confusion even with the most familiar and habitual tasks. Speech becomes at first verbose 
and repetitive, filled with stereotyped phrases and platitudes, and the train of thought is 
easily lost. As thought becomes fragmented, speech grows more incoherent, replies to 
sentences are inappropriate and soon consist of fragments of sentences, perseverated phrases 
and eventually just an unintelligible babble of words. A progressive blunting of emotion 
accompanies these changes. At first he responds more slowly and less strongly; later a 
vagueness and flatness of emotional response appear; and ultimately there is a complete 
apathy or a childish euphoria that finds its expression in the piercing cackle that often 
resounds in wards for the senile. 

In the earliest stages a depressive colouring may be seen, with fear of punishment, 
everlasting torment, and extravagant delusions of guilt and depravity. The mood, however, is 
shallow and lacks the resonance of ordinary depression; the depressive ideas and affect are 
transient and fragmented, the full symptom-complex of a depressive psychosis is rarely 
present. Within a few hours of an outburst of depressive self-accusation, the patient may 
be euphorically oblivious of it. Even such short-lived depressive episodes are rather more 
characteristic of arteriosclerotic psychosis, where insight into the patient’s failing powers 
may survive until a relatively late stage. 

Delusions have the same protean character, arising as they do from lack of grasp, failure 
of orientation and an inability to interpret the environment. Patients think the articles they 
have mislaid have been stolen; the furniture in the ward is their property, the nurses are 
their children, the doctor is an old friend or neighbour. Any attempt to persuade them 
to relinquish the rubbish they have hoarded will be interpreted as assault and 
robber)'. 

Some impairment of control of the sphincters occurs early, and habits rapidly deteriorate 
so that many patients have to be extricated from conditions of unbelievable filth when re- 
moved to hospital. Other ways in which the patients often draw attention to themselves are 
by starting fires, screaming from wndows at imaginary persecutors, walking the streets at 
night in a delirium. The combination of disinhibition, loneliness, absence of normal means 
of gratification, and impairment of finer sensibilities, may lead in the early stages of the 
disease to perverted forms of sexual behaviour; in such ways the patient may come into the 
hands of the police. But the emergence of this sort of behaviour in old age for the first time 
is not always associated with demonstrable deficit, and some cases of this kind present 
medico-legal problems of considerable difficulty. 

Many cases of senile dementia are brought to hospital following an ssqmIq flare-up of a 
delirious kind. The mortality in this type of case is exceedingly high (Roth and Morrissey, 
1952; Roth, 1955). But even apart from such exacerbations, most cases of senile dementia 
brought to mental hospitals or observation wards are at a relatively advanced stage of the 
disease. The history on admission is usually of 1-2} years’ illness. Sixty per cent, are dead 
within six months of admission, while eighteen months later some 80 per cent, have died. 
Death occurs from an intercurrent infection, following an injury or fall, from what 
appears to be a process of vegetative extinction with falling weight, declining activity, and 
lowering of temperature and blood-pressure. It is relatively uncommon for well-defined or 
specific diseases to be found at post-mortem and nebulous causes of death such as 'senility’ 
or ‘ myocardial degeneration’ are usually given on the death certificate. 

Senile dementia may be regarded as a terminal generalized disorganization of the 
personality in all its aspects; but at present we neither know its causation nor understand its 
pathophysiology. 
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DIAGNOSIS. The difTerentiation from conditions such as tumour, and general paral^ 
has been dealt with elscwlicrc. Arteriosclerotic psychosis is differentiated by its more ac 
remitting or fluctuating course, the presence of cerebrovascular symptoms and signs, 
the better preservation of the personality (see above). Alzheimer’s disease is distinguis 
by its earlier onset, focal symptoms and the discrepancy between physical and mental age: 

TREATMENT. The section on the general management of old patients should be c 
suited (p. 560). Early cases may be cared for at home, but if the patient is very restless, viol 
or noisy, admission to a mental hospital should be arranged. In the treatment of confus 
restless, aggressive or impulsive senile patients, phenothiazine derivatives are of pro^ 
value. Quite small doses such as chlorpromazine 25 mg. three to four times daily r 
suffice and can be given without causing drowsiness and apathy that would interfere v 
the patient’s activities during the day. During episodes of severe restlessness much lar 
doses may be required. Nocturnal restlessness is usually controlled by chlorprpmazi 
100 mg. orally or 50 mg, intramuscularly at 12-hourly intervals; this may need on occas 
to be supplemented by 2-4 ml. of intramuscular paraldehyde at night. In patients who 
undernourished or are known to have lived on a very poor diet, intramuscular vitami 
particularly of the B group, should be administered intensively during delirious episoc 
With skilled nursing and rehabilitation the restlessness of many patients with senile demer 
abates, their personal habits improve, and their interest, initiative, and ability to occii 
themselves may show partial recovery. Many such patients can return to the care of th 
relatives who should be encouraged at the time of admission to expect discharge fn 
hospital after a period of treatment. 

However, the effects of even intensive programmes of social activity and occupatio: 
therapy along simple lines are transient (Cosin et ah, 1958). Many medical remedies devis 
dovm the ages for arresting or reversing the progress of senile deterioration have likew 
proved useless. The attempts made in recent years to improve memory functioning 
demented subjects by administering ribonucleic acid was stimulated by the suggestion 
Hyden (1955) that the structure of the substance would make it potentially capable 
storing ten to fifteen or more bits of information. Cameron and his associates (Solyom a 
Beach, 1961 ; Sved and Wainrib, 1962; Cameron, 1963) after some years of experimentati 
used RNA in a 10 per cent, buffer solution which they have administered intravenously 
subjects manifesting intellectual deterioration. It is claimed that the treatment produce: 
change towards normality in the E.E.G., and improvement in performance in a number 
psychological tests W'hich include the Wechlser memory quotient and a counting te 
The best results are claimed in subjects with memory disturbance due to cerebrovascu 
disease, followed by patients with presenile dementia of tire Alzheimer and Pick type; t 
response in patients with senile dementia being the least favourable. In all forms of ilki< 
the early stages of memory deterioration have responded best. These findings await indepe 
dent confirmation. In the absence of carefully controlled clinical trials the efficacy 
intravenous RNA remains in doubt. 

DEMENTIA IN MIDDLE AGE 

Under the heading of ‘Presenile Dementia’ there are usually included degeneraU 
disorders of the nervous system that give rise to dementia during middle age. The ni£ 
diseases bear the names of Pick, Alzheimer and Jakob-Creutzfeldt. But it will also be co 
venient to discuss in this section Huntington’s chorea, a genetically determined degenerati 
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disease of the nervous system which causes dementia in youth or early middle age and 
therefore has many features in common with the other diseases mentioned. 

Dementia in middle age may be due also to disorders whose aetiology is knoum, such 
as neurosyphilis, cerebral tumour and myxoedema. The identification of these ‘secondary’ 
dementias and their differentiation from the ‘essential’ dementias has alreadybeen considered 
in the appropriate sections of this book. 


The Significance of Presenile Dementia 

The concept of presenile dementia was introduced by Binswanger (1898) and afterwards 
clarified and established by Kraepelin (1909). The latter believed that the diseases were 
merely severe and early varieties of senile dementia determined by the same aetiological 
factors but occurring at this period of life in more malignant form. Similar views have found 
further expression in the witings of a number of authors who have regarded these disorders 
as caricatured versions of ageing of the nervous system. The concept of 'abiotrophy' introduced 
by Gowers {1908) has been used to unify all the disorders in this group under a single 
heading. It has been suggested that they may be attributed to a precocious ageing of the 
central ner\’ous system due to limited viability of the cells concerned. There would be some 
advantage in a hypothesis along these lines if it promoted a clear line of attack on the 
aetiological problems of the group. But unfortunately it does not even serve as a basis for 
classification, since it exaggerates the similarities and overlooks the differences between the 
different members of the group. Thus apart from the pathological differences which are 
themselves striking, Pick’s disease appears to be determined by a single autosomal dominant 
gene, in Alzheimer’s disease a multifactorial mode of inheritance may well operate (SjOgren, 
et aU^ 195a), while in Jakob-Creutzfeldt’s disease no clear-cut genetic causation has been 
found. 

An integrating concept along somewhat similar lines proposed by Jervis (194s) evades 
the difficulty posed by the heterogeneous pathological and genetic basis of the different 
disorders in the group. He suggested that the basic process common to senile as well as to all 
the presenile dementias js atrophy of nerve cells and fibres with some reaction of glia. The 
differences between the various clinical disorders are due to the variety of genetic or of exo- 
genous factors which may be superimposed on the 6osic process of senescent atrophy ^ leading 
to its manifestation in a premature and distorted form. The more conspicuous patho- 
logical changes such as senile plaques could also result from such ‘secondary’ factors. The 
'secondary’ factor in the case of Pick’s disease would presumably be a single autosomal 
dominant gene. In Alzheimer it might be either some exogenous toxin, as would appear to 
have been the case in some of the published examples of the juvenile forms of the disorder, 
or a large number of genes each of small effect. An early version of this theory was the 
concept of systemic atrophies introduced by Spatz (1938), who classified under this heading 
a wide range of disorders including Pick’s disease, Huntington’s chorea, Jakob-Creutz- 
feldts disease, olivo-ponto-cerebellar atrophy and spinal degenerations such as familial 
spastic paraplegia and amyotrophic lateral sclerosis. Alzheimer’s disease was excluded 
because of the positive tissue reactions in addition to atrophy, namely senile plaques and 
nbrillary changes. ^ ^ 

Morelimitedconceptshavebcenadvanced(N<n\ton,i948.,Sjdgrenci ah, 1052), linkinR 

the intellectual changes of senescence, senile psychosis and Alzheimer’s disease with a 
single pathological process developed to different degrees of severity. The evidence from 
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Sjogren’s mvcstigation that mnliif actor ial inheritance probably operates in Alzheimer’s dis 
case makes this theory particularly attractive, since one would expect the manifestation 
of a process so transmitted to be quantitatively graded. The evidence that a quantitativ 
gradation in the severity of tlic process associated with the formation of senile plaque 
and neurofibrillary change underlies the distinction between normal psychological senes 
ccncc and senile dementia has been discussed elsewhere (p. 605). The relatively abrup 
transition from the picture of normal senescence into a demented state that is at time 
observed in the evolution of senile dementia appears to be at variance with this view(althougl 
it can be reconciled with it). Alzheimer’s disease appears to lie even more distinctively anc 
qualitatively apart from normal senescence. Moreover, on the basis of their recent observa 
tions of senile dementia Larsson et al. (1963) have concluded that the hereditary basis 0 
senile dementia is probably a major dominant gene of partial penetrance. Among the line! 
of evidence that led to this conclusion was the absence within the families of patients witl 
senile dementia of psychological disturbances that could be regarded as intermediate 01 
transitional between normal senescence and senile dementia. Nor was the incidence oi 
Alzheimer’s disease increased. 

Moreover, the pathological picture of Alzheimer’s disease is not specific, for similai 
changes have been described in amyotrophic lateral sclerosis and cerebellar atrophies 
(Jervis, 1945) and in post-encephalitic Parkinsonism (Greenfield and Bosanquet, i 953 )' 
In the family described by Worster-Drought et al. (1940) in which presenile dementia 
was associated with spastic paralysis the disorder clearly had some affinities with Alzheimer’s 
disease in important respects although it was distinct clinically from the majority of cases 
of this disorder. It is possible therefore that in the changes regarded as characteristic both for 
senile dementia and Alzheimer’s disease we deal with the end-result of a number of con- 
ditions whose only common feature is that they all give rise to neuronal destruction. 

On the other hand with existing methods of observation, there is certainly little at the 
present time to suggest that within the senile dementias (which constitute the overwhelm- 
ing majority of cases with Alzheimer type of pathological change) we are likely to be deal- 
ing with a heterogeneous group of conditions. Furthermore, the application of quantitative 
techniques places these matters in a different light. In cases of cerebrovascular disease 
the senile plaques in cerebral grey matter are no more abundant than in normal elderly 
subjects, which indicates that not all forms of neuronal destruction lead to plaque formation. 
The clinical features of Alzheimer’s disease are admittedly different from those of senile 
dementia but pathologically no sharp distinction exists. Moreover, as Sjogren et al. (ipS^) 
have suggested, ‘threshold phenomena’ may explain the clinical differences between normal 
senescence, senile dementia and Alzheimer’s disease; as the accumulation of pathological 
change reaches certain levels, qualitatively distinct phenomena may make their appearance. 
These could also be expected to show some variation with the age at which the condition 
becomes manifest. Further, although among patients studied in hospital the transition to 
senile dementia may appear retrospectively often to have been abrupt, field studies yield a 
different picture. 

The picture of normal senescence often evolves gradually into senile dementia and there 
is more overlap betw'een the clinical features of ‘senile’ and ‘presenile’ dementia than the 
literature would lead one to believe. Unitary theories that regard both senile dementia and 
Alzheimer’s disease as variants of the pathology of senescence have therefore a good deal to be 
said in their favour. However, in the present state of knowledge in this difficult field -sdews have 
to be expressed with reserve and final conclusions must await further systematic obsen-ation. 
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The term 'presetiile' has come in for a certain amount of criticism. It has been pointed 
out that not all cases begin within the period from forty to sixty which is usually implied 
by ‘presenile’. For example, a number of cases of Alzheimer’s disease are on record 
which began quite early in life, others being described as commencing in ripe old age. The 
confusion as to the precise significance of the term ‘pr^scnile dementia’ has probably arisen 
partly from the fact that the occurrence of senile plaques and neurofibrillary changes does not 
serve to delimit a single clinical entity. For the time being, the disorders in this group 
can only be defined A\ith any consistency in clinical terms. When specific cerebral conditions 
such as cerebral tumour and cerebro\'ascular disease have been excluded as causes, a Case 
of organic dementia, with focal symptoms and signs, occurring in an individual in whom 
there is a disparity between the degree of physical and mental deterioration, is conveniently 
regarded as belonging to the group of ‘presence dementias*. 

If the conditions that produce highly specific neurological signs such as Jabob- 
Creutzfeldt’s disease and Huntington’s chorea are now set aside, the remaining disorders 
will mainly fall into two fairly clearly defined groups: Pick’s and Alzheimer’s disease. 
Most of the cases defined in this way mil be found to have commenced between the ages of 
forty and sixty. In other w'ords, the most consistent features validating the concepts of 
presenile dementia are the presence of clinical signs indicative of focal preponderance of the 
degenerative process and discrepancy between physical and mental ageing. For presenility 
would be useless as a purely chronological concept. Some individuals are ‘senile’ before 
sixty, others ‘middle-aged’ at seventy. It has to be added that there is a substantial group of 
cases without focal signs and there is some reason to believe these ‘simple’ preseniledementias 
may be distinct from the groups with more specific features (see p, 625). 


Alzheimer’s Disease 

The number of cases of this disease published since the condition was first described 
by Alzheimer in 1907 does not adequately reflect the incidence of the disease. Sjdgren (1952) 
has calculated a morbidity risk of o*i per cent, for Pick’s and Alzheimer’s disease together, 
and he estimates that they account for about 8 per cent, of the total number of presenile and 
senile psychoses. He further estimates that some seventy-five new cases must appear in 
Sweden each year. Alzheimer’s disease is certainly much more frequent than Pick’s disease. 

AETIOLOGY. The general problem of aetiology of the presenile group of diseases has 
already been dealt with. There is no doubt that genetic factors make a contribution to 
causation, but there is some doubt whether the form this takes is polygenic, or as a major 
autosomal dominant gene, with some diminished penetrance. Some authors write of a 
‘familial’ form of Alzheimer’s disease, to distinguish it from the clinically and pathologically 
indistinguishable cases that occur sporadically without any known family history of the 
disease. It seems that workers such as Sjogren et al. (1952) and Constantinidis et al. (1965) 
who have carried out systematic studies of unsclectcd series tend to accept multifactorial in- 
heritance. But on the other side is to be set the considerable number of reports of isolated 
families in w hich Alzheimer’s disease, fully confirmed pathologically, was clearly manifesting 
as an autosomal dominant (van Bogaert et al., 1940; Essen-Moller, 1946; Whcelan, 1959; 
Zawuski, i960; Buca, 1963; Feldman et al, 1963; Heston et al., 1966). The latest of these 
(Heston) describes a family in which xppersonsoverfourgenerations were affected by pro- 
gressive dementia with Parkinsonism and long-tract sigiw; case histories are provided for 18 
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Sjogren’s investigation that muliifaciorial inheritance probably operates in Alzheimer’s dis- 
ease makes this theory particularly attractive, since one would expect the manifestations 
of . a process so transmitted to be quantitatively graded. The evidence that a quantitative 
gradation in the severity of tlic process associated with the formation of senile plaques 
and neurofibrillary change underlies the distinction between normal psychological senes- 
cence and senile dementia has been discussed elsewhere (p. 605). The relatively abrupt 
transition from the picture of normal senescence into a demented state that is at times 
observed in the evolution of senile dementia appears to be at variance with this view(although 
it can be reconciled with it). Alzheimer’s disease appears to lie even more distinctively and 
qualitatively apart from normal senescence. Moreover, on the basis of their recent observa- 
tions of senile dementia Larsson et al. (1963) have concluded that the hereditary basis of 
senile dementia is probably a major dominant gene of partial penetrance. Among the lines 
of evidence that led to this conclusion was the absence within the families of patients with 
senile dementia of psychological disturbances that could be regarded as intermediate or 
transitional between normal senescence and senile dementia. Nor was the incidence of 
Alzheimer’s disease increased. 

Moreover, the pathological picture of Alzheimer’s disease is not specific, for similar 
changes have been described in amyotrophic lateral sclerosis and cerebellar atrophies 
(Jervis, 1945) and in post-encephalitic Parkinsonism (Greenfield and Bosanquet, 1953). 
In the family described by Worster-Drought et al. (1940) in which presenile dementia 
was associated with spastic paralysis the disorder clearly had some affinities with Alzheimer’s 
disease in important respects although it was distinct clinically from the majority of cases 
of tliis disorder. It is possible therefore that in the changes regarded as characteristic both for 
senile dementia and Alzheimer’s disease we deal with the end-result of a number of con- 
ditions whose only common feature is that the}' all give rise to neuronal destruction. 

On the other hand with existing methods of observation, there is certainly little at the 
present time to suggest that within the senile dementias (which constitute the overwhelm- 
ing majority of cases with Alzheimer type of pathological change) we are likely to be deal- 
ing with a heterogeneous group of conditions. Furthermore, the application of quantitative 
techniques places these matters in a different light. In cases of cerebrovascular disease 
the senile plaques in cerebral grey matter are no more abundant than in normal elderly 
subjects, which indicates that not all forms of neuronal destruction lead to plaque formation. 
The clinical features of Alzheimer’s disease are admittedly different from those of senile 
dementia but pathologically no sharp distinction exists. Moreover, as Sjogren et al. (1952) 
have suggested, ‘threshold phenomena’ may explain the clinical differences between normal 
senescence, senile dementia and Alzheimer’s disease; as the accumulation of pathological 
change reaches certain levels, qualitatively distinct phenomena may make their appearance. 
These could also be expected to show some variation with the age at which the condition 
becomes manifest. Further, although among patients studied in hospital the transition to 
senile dementia may appear retrospectively often to have been abrupt, field studies yield a 
different picture. 

The picture of normal senescence often evolves gradually into senile dementia and there 
is more overlap betv\'een the clinical features of ‘senile’ and ‘presenile’ dementia than the 
literature would lead one to believe. Unitary theories that regard both senile dementia and 
Alzheimer’s disease as variants of the pathology of senescence have therefore a good deal to be 
said in their favour. However, in the present state of knowledge in this difficult field views have 
to be expressed with reserve and final conclusions must await further systematic observation. 
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The term ^presenile' has come in for a certain amount of criticism. It has been p 
out that not all cases begin within the period from forty to sixty which is usually ii 
by ‘presenile’. For example, a number of cases of Alzheimer’s disease are on 
which began quite early in life, others being described as commencing in ripe old agi 
confusion as to the precise significance of the term ‘presenile dementia’ has probably 
partly from the fact that the occurrence of senile plaques and neurofibrillary changes dc 
serve to delimit a single clinical entity. For the time being, the disorders in this 
can only be defined with any consistency in clinical terms. When specific cerebral con( 
such as cerebral tumour and cerebrovascular disease have been excluded as causes, 
of organic dementia, with focal symptoms and signs, occurring in an individual in 
there is a disparity between the degree of physical and mental deterioration, is conver 
regarded as belonging to the group of 'presence dementias*. 

If the conditions that produce highly specific neurological signs such as J 
Creutzfeldt’s disease and Huntington’s chorea arc now set aside, the remaining disi 
will mainly fall into two fairly clearly defined groups: Pick’s and Alzheimer’s d! 
Most of the cases defined in this way will be found to have commenced between the a 
forty and sixty. In other words, the most consistent features validating the conce 
presenile dementia are the presence of clinical signs indicative of focal preponderance 
degenerative process and discrepancy between physical and mental ageing. For presi 
would be useless as a purely chronological concept. Some individuals are ‘senile’ 1 
sixty, others ‘middle-aged’ at seventy It has to be added that there is a substantial gre 
cases without focal signs and there is some reason to believe these ‘simple’preseniledem 
may be distinct from the groups with more specific features (see p. 625). 

Alzheimer’s Disease 

The number of cases of this disease published since the condition ^vas first desc 
by Alzheimer m 1907 does not adequately reflect the incidence of the disease. Sjogren ( 
has calculated a mothidlty risk of O't percent, for Tick's and Ahheimer's disease tog 
and he estimates that they account for about 8 per cent, of the total number of presenil 
senile psychoses. He further estimates that some seventy-five new cases must appj 
Sweden each year. Alzheimer’s disease is certainly much more frequent than Pick’s dii 

AETIOLOGY. The general problem of aetiology of the presenile group of disease 
already been dealt with. There is no doubt that genetic factors make a contributi 
causation, but there is some doubt whether the form this takes is polygenic, or as a i 
autosomal dominant gene, with some diminished penetrance. Some authors write 
‘familiar form of Alzheimer’s disease, to distinguish it from the clinically and patholog 
indistinguishable cases that occur sporadically without any known family history c 
disease. It seems that workers such as Sjogren et al. (1952) and Constantinidis et al. ( 
who have earned out systematic studies of unselected series tend to accept muUifactori 
heritance. But on the other side is to be set the considerable number of reports of isc 
families in w hich Alzheimer’s diseasc.fully confirmed pathologically, wtis clearly manifj 
as an autosomal dominant (van Bogaert rfa/., 1940; Essen-Mdller, 1946; Wheelan, ] 
Zawuski, i96o;Bucci, 1963 ; Feldman efflh, 1963; Heston et al, 1966). The latest of 
(Heston) describes a family in which 19 persons over four generations were affected by 
gressive dementia with Parkinsonism and long-tract signs; case histories are provided/ 
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Sjogren’s investigation that multifaciorial inheritance probably operates in Alzheimer’s dis- 
ease makes this theory particularly attractive, since one would expect the manifestations 
of a process so transmitted to be quantitatively graded. The evidence that a quantitative 
gradation in the severity of tlic process associated witli the formation of senile plaques 
and neurofibrillary cliange underlies the distinction between normal psychological senes- 
cence and senile dementia has been discussed elsewhere (p. 605). The relatively abrupt 
transition from the picture of normal senescence into a demented state that is at times 
obseiYcd in the evolution of senile dementia appears to be at variance with this view (although 
it can be reconciled with it). Alzheimer’s disease appears to lie even more distinctively and 
qualitatively apart from normal senescence. Moreover, on the basis of their recent observa- 
tions of senile dementia Larsson et al. (1963) have concluded that the hereditary basis of 
senile dementia is probably a major dominant gene of partial penetrance. Among the lines 
of evidence that led to this conclusion was the absence within the families of patients with 
senile dementia of psychological disturbances that could be regarded as intermediate or 
transitional between normal senescence and senile dementia. Nor was the incidence of 
Alzheimer’s disease increased. 

Moreover, the pathological picture of Alzheimer’s disease is not specific, for similar 
changes have been described in amyotrophic lateral sclerosis and cerebellar atrophies 
(Jervis, 1945) and in post-encephalitic Parkinsonism (Greenfield and Bosanquet, 1953). 
In the family described by Worster-Drought et al. (1940) in which presenile dementia 
was associated with spastic paralysis the disorder clearly had some affinities with Alzheimer’s 
disease in important respects although it was distinct clinically from the majority of cases 
of this disorder. It is possible therefore that in the changes regarded as characteristic both for 
senile dementia and Alzheimer’s disease we deal with the end-result of a number of con- 
ditions whose only common feature is that they all give rise to neuronal destruction. 

On the other hand with existing methods of observation, there is certainly little at the 
present time to suggest that within the senile dementias (which constitute the overwhelm- 
ing majority of cases with Alzheimer type of pathological change) we are likely to be deal- 
ing with a heterogeneous group of conditions. Furthermore, the application of quantitative 
techniques places these matters in a different light. In cases of cerebrovascular disease 
the senile plaques in cerebral grey matter are no more abundant than in normal elderly 
subjects, which indicates that not all forms of neuronal destruction lead to plaque formation. 
The clinical features of Alzheimer’s disease are admittedly different from those of senile 
dementia but pathologically no sharp distinction exists. Moreover, as Sjogren et al. (1952) 
have suggested, ‘threshold phenomena’ may explain the clinical differences bet^veen normal 
senescence, senile dementia and Alzheimer’s disease; as the accumulation of pathological 
change reaches certain levels, qualitatively distinct phenomena may make their appearance. 
These could also be expected to show some variation with the age at which the condition 
becomes manifest. Further, although among patients studied in hospital the transition to 
senile dementia may appear reti-ospectively often to have been abrupt, field studies yield a 
different picture. 

The picture of normal senescence often evolves gradually into senile dementia and there 
is more overlap between the clinical features of ‘senile’ and ‘presenile’ dementia than the 
literature would lead one to believe. Unitary theories that regard both senile dementia and 
Alzheimer’s disease as variants of the pathology of senescence have therefore a good deal to be 
said in their favour. However, in the present state of knowledge in this difficult field views liave 
to be expressed with reserve and final conclusions must await further systematic observation. 
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The term ‘presmile’ has come in for a certain, amount of criticism. It has been pointed 
out that not all cases begin within the period from forty to sixty which is usually implied 
by ‘presenile’. For example^ a number of cases of Alzheimer's disease are on record 
which began quite early in life, others being described as commencing in ripe old age. The 
confusion as to the precise significance of the term ‘presenile dementia has probably arisen 
partly from the fact that the occurrence of senile plaques and neurofibrillary changes does not 
serve to delimit a single clinical entity. For the time being, the disorders in this group 
can only be defined with any consistency in clinical terms. When specific cerebral conditions 
such as cerebral tumour and cerebrovascular disease have been excluded as causes, a case 
of organic dementia, with focal symptoms and signs, occurring in an individual in whom 
there is a disparity between the degree of physical and mental deterioration, is conveniently 
regarded as belonging to the group of ‘presenile dementias’. 

If the conditions that produce highly specific neurological signs such as Jakob- 
Creutzfeldt’s disease and Huntington’s chorea are now set aside, the remaining disorders 
will mainly fall into two fairly clearly defined groups: Pick’s and Alzheimer's disease. 
Most of the cases defined in this way will be found to have commenced between the ages of 
forty and sixty. In other words, the most consistent features validating the concepts of 
presenile dementia are the presence of clinical signs indicative of focal preponderance of the 
degenerative process and discrepan<y between physical and mental ageing. For presenility 
would be useless as a purely chronological concept. Some individuals are ‘senile’ before 
sixty, others ‘middle-aged’ at seventy. It has to be added that there is a substantial group of 
cases without focal signs and there is some reason to believe these ‘simple’preseniledementias 
may be distinct from the groups with more specific features (see p, 625). 


Alzheimer’s Disease 

The number of cases of this disease published since the condition was first described 
by Akheimer in 1907 does not adequately reflect the incidence of the disease. Sjdgren (1952) 
has calculated a morbidity risk of o-i per cent, for Pick’s and Alzheimer’s disease together, 
and he estimates that they account for about 8 per cent, of the total number of presenile and 
senile psychoses. He further estimates that some seventy-five new cases must appear in 
Sweden each year. Alzheimer’s disease is certainly much more frequent than Pick’s disease. 


AETIOLOGY. The general problem of aetiology of the presenile group of diseases has 
already been dealt with. There is no doubt that genetic factors make a contribution to 
causation, but there is some doubt whether the form this takes is polygenic, or as a major 
autosomal dominant gene, with some diminished penetrance. Some authors write of a 
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disease. It ■ . t ojugiu. a ai. ^Igs2.) and Oonstaminidis et al. (tohe) 

who have earned out systematic studies of unselected scries tend to accept multifactorial in- 
heritance, But on the other side is to be set the considerable number of reports of isolated 
families m which Alsheimer's disease, fully confimed pathologically, \ras clearly manitestins 
as an autosomal dominant (van Bogaeit rtal., 1940; Essen-Moller, i946;Wheelan into- 
Zawuslii tgdo: Bucci, 1963 ; Feldman cl al., 1963; Heston el al., 1966). The latest at these 
(Heston) describes a family in w hich ig persons over four generations were affected bv nro 
gressive dementia with Parhinsonism and long-tract signs ; case histories ate provided j8 
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icrsons, and one biopsy and 3 autopsies provided data about the brain tissue in four cases. In 
his family every affected person had an affected parent; in sibships there was a i :i relation- 
hip between affected and normal; the male/female ratio was not significantly different from 
:quality (10:8). It seems probable that in the majority of cases Alzheimer’s disease appears 
)n a polygenic basis; while distinct from them are the cases in which it is caused by a 
lominant gene. From an inspection of the pedigrees, it seems that in the latter case the 
najor gene affects males and females with approximately equal frequency (31:31 in the 
capers noted), while in the multifactorially determined cases females preponderate. 

MORBID ANATOMY. Macroscopically the brain is atrophied, the sulci wide and the 
i^entricles enlarged. The cortex is attacked with special severity. All areas are generally 
iffected, although the prefrontal and temporal areas are often more markedly shrunken than 
Dther regions, without, however, showing the sharply demarcated atrophy seen in Pick’s 
disease. On microscopic examination there is an outfall of cells affecting particularly the 
outer three cortical layers; the remaining cells show degenerative changes. Secondary 
gliosis may fill the gaps left by neuronal atrophy. The two characteristic features in the histo- 
logical picture are the argentophil plaques and the neurofibrillary change of Alzheimer. All these 
changes, including the atrophy, generally affect the thalamus, basal ganglia and cerebellum 
as well as the cortex, and may attack the mid-brain and substantia nigra (Sjogren et ah, 
i952)‘ 

The plaques, which may occupy most of the cortex in an advanced case, are seen 
with a silver stain as irregularly shaped masses up to I00[i. in diameter. Numerous club- 
shaped filaments seem to radiate outwards from a dark centre. Degenerated microglia 
and nerve-cells are mingled with the substance of the plaque, while in the periphery de- 
formed astrocytes may be seen. There is considerable variation in size and form; stars or 
circular-shaped masses may fuse to form gigantic plaques of irregular shape. Among aty- 
pical plaques are the perivascular or ‘pseudo-plaques’ seen in the familial presenile dementia 
described by Worster-Drought, Greenfield and McMenemey (1940). The derivation of the 
senile plaque is obscure. One view is that in the course of ageing the brain colloids change 
from a highly dispersed to a less dispersed state and tend to precipitate out. The process 
takes place in the ‘ground substance’, plaques and neurofibrils being secondary phenomena. 
The neurofibrillary change consists of an irregular thickening of the fibrils which become 
bent and twisted into spirals and tangles. The change usually extends over the entire 
cortex and it is probable that the severely affected cells are functionless (McMenemey, 
1940). 

More recent histochemical investigations may have opened a new chapter in our 
knowledge of these changes. Divry (1947, J952) has shown that the plaques, the fibrillary 
changes of nerve cells and the senile vascular change described by Scholz, all show an 
identical histochemical reaction which may be brought out by staining with congo red and 
examination under polarized light. He considers that the change common to these structures 
is a form of amyloid degeneration. There is a certain amount of evidence to suggest that the 
amyloid-like substance emanates from the walls of capillaries and arterioles (Morel and 
Wildi, 1952). 

In two cases of typical Alzheimer’s disease, Corsellis and Brierley (1954) employed 
histochemical techniques and found a substance in the centre of the plaques, the 
walls of blood vessels and in interstitial tissues which was probably a mucopolysac- 
charide. 
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CLINICAL ASPECTS. The disease usually begins with an impairment of memory for 
recent events and a failure of efficiency in the usual activities of daily life. Belongings are 
mislaid, appointments forgotten. A tidy, meticulous man begins to walk about in a daze, 
his trouser-buttons undone; an efficient housewife lets the soup evaporate, chars the 
joint and serves the vegetables uncooked. Orientation for time and place are lost or impaired 
at first for short periods, and the patient becomes incapable of finding his way in familiar 
surroundings. Later, orientation for time and place completely disappears, but knowledge as 
to onm identity is late to be affected. Tlie patient shows a purposeless hyperactivity in an 
emotional setting of perplexity and agitation as if he were baffled and distraught at the 
change that had come over him. His behaviour has a futile, repetitive and stereotyped quality 
that is characteristic. He is constantly packing and unpacking his belongings or sorting them 
into piles, opening and shutting doors and windom, incessantly polishing furniture and 
brass or reciting again and again in a voice devoid of expression some verses learned in 
childhood. Sometimes aspontaneity and loss of drive rather than restlessness is the pre- 
dominant feature, and Sjogren has found it in fifteen of his eighteen cases at this early stage. 
He points out the similarity to the lack of initiative shown by patients with frontal-lobe 


lesions. Incontinence of urine is a further point of similarity. 

The illness may develop very slowly. It may, for instance, produce some forgetfulness 
and lack of judgement in a business man who is still able to put up a tolerable fapade. Only 
when his repetitive story-telling and facile over-activity create difficulties at his work or 
render him a social nuisance is medical advice sought. Many Alzheimer patients have no 
insight into their deficiencies and take it lightly if friends and relations do not pay atten- 
tion to what they say. One patient we observed, deteriorated quickly after a long prelimt" 
nary period of repetitive hyperactivity progressing over several years. Rather suddenly he 
became like a child, entirely dependent on his wife who used to send him to the grocer’s 
with a shopping-list and money to buy the household requirements which he was unable 
to remember. At that time, his gait was already rather stiff and his demeanour greatly altered. 

The emotional disturbances at the commencement of the disease are variable. When 
depression is present it has a curiously fleeting, unstable character. Depressive or suicidal 
thoughts are uttered one moment, a short while later the patieut, is loat in. hia hyperactive 
rituals, perplexed, bewildered or euphoric. A typically sustained, depressive state, leading 
to actual difficulties in diagnosis from involutional depression, is very rare but is occasionally 
seen. In such cases there is a danger of suicide, for the patient may have some insight into 
his illness. Auditory and visual hallucinations and paranoid ideas are occasionally present; 
but fantastic and childish fabrications and confabulations, forgotten almost as soon as 
expressed, are convener. A rjher characteristic change in muscle tone may be observed at 
an early s age m the d, sense Though it affects both the gravity and anti^ity group of 
muscles .t >s neither cog-tvheel nor clasp-knife in quality. a\ first both weaLess Ld 
XL^aTtS.:.^" ~ of ^he disease the rigidi^ becomes 

seventy of lesions in * ■ ' ■ . ' . 

that IS found in a gi\ « -- uuo^r rYirvtr... ...... . • 

finding and in the early stages may prove to be valuable in differeS ** ” 

The eece«dei„ge may be said to begin when dyephaeic eymptoZlZt tTT' 

These are caused by involvement of the temporo-parietal region and i 

lobe symptoms such as apra.xia and agnosia are commonly associatpA parietal- 

of psychological deficits results in which i, is impossible to distin ^rX^^dlsSef 
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th expression and comprehension are affected in speech, which is rapidly disrupted; 
itenccs become ungrammatical, incomplete and poor in substantives (Stengel, 1943). 
lerc is a senseless repetition of words or sentences, echoing of phrases (echolalia), 
crminablc reiteration of last words of a sentence (pallilalia), and reiterative utterance of 
rts of words (logoclonia). To the question, ‘When did you come into hospital?’, one 
tient said, ‘Last wcek-ik-ik-ik-ik-ik-ik’. She would also reiterate for minutes at a time 
nsense syllables such as ‘pip-ip-ip-ip-ip-ip-ip’. Writing and reading are affected very 
rly in the condition and sometimes before there is any noticeable disturbance of speech 
ey tend to show the same defects/?it this stage inertia is prominent, the patient appearing 
lotionlcss, dull, apathetic, his attention difficult to arouse. A very strong stimulus may, 
(wever, suddenly make him much more accessible, or it may evoke tense, anxious, 
irposcless hyperactivity. An alteration in the patienVs gait now becomes markedly ap- 
ircnt; he walks in a slow, stilted and stiff manner, the smooth freedom of the normal gait 
;ing decomposed into forced, deliberate, puppet-like movements. He is unsteady on 
s feet, and, if he encounters an unexpected obstacle, may become locked in position or 
11 down. The body is carried stiffly and swinging of the arms is reduced, although they 
e not held in an attitude of flexion. Later on in the disease the gait may acquire the 
laracter of the 'marche d petits pas' which is more reminiscent of Parkinsonism. Convul- 
ons are common in Alzheimer’s disease, and occur in about a quarter to a third of 
Lses. 

When dementia is well advanced, the patients may manifest the ‘signe du miroir', sitting 
)r long periods in front of a mirror and talking to their own reflection : a fascination with 
le strange, easily evoked moving image of themselves in dements who have lost all memory 
F their personal identity. 

In the terminal stage of the disease, the patients show a profound dementia, and decline 
) a vegetative existence. If they are not speechless their talk is a meaningless jumble of 
ords. Contractures and bedsores, forced grasping and groping, and a sucking reflex may 
ppear. The patient is without movement or expression, and there may be forced crying 
nd laughing, or periods of high-pitched shrieking. An interesting phenomenon is the 
Ktreme emaciation sometimes observed at this stage, despite the fact that the patient 
ontinues to eat ravenously almost to the last. 

As senile plaques and neurofibrillary changes tend to be diffuse in Alzheimer’s disease, 
erebral biopsy has been used in recent years to establish diagnosis (Green et ah, 1952; 
mith et ah, 1966). Material obtained at biopsy can be used for the preparation of frozen 
actions and can also be embedded for preparation of sections stained by the usual tech- 
liques. 

Sim et al. (1966) have recently compared the clinical features in 35 patients with 
dzheimer’s disease confirmed by means of cerebral biopsy with those in 21 patients 
nth presenile dementia in whom cerebral biopsy proved negative for Alzheimer’s 
isease. While impaired memory, generalized disturbance in the activity of the E.E.G. 
nd apraxia tended to occur early in the Alzheimer cases they appeared late in tire other 
roup of subjects. The reverse situation was found in respect of epileptic fits, incontinence, 
eurological signs, confabulation, personality changes and psychotic symptoms. The 
ifferential diagnosis from Pick’s disease is discussed on p. 619. The diagnosis of dementia 
1 middle age is discussed at the end of this section. 

Treatment is limited to sedation during phases of agitation, maintaining the patient’s 
utrition, preventing bedsores, and keeping him occupied as long as possible. 
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Pick*s Disease 

AETIOLOGY, In this condition, progressive dementia is associated toith cortical atrophy 
which is generally more circumscribed than that observed in Alzheimer’s disease. It was 
first described by A. Pick in 1892, and in the four following decades a series of papers 
(Onari and Spatz, 1926; Stertz, 1926; BraunmuM, 1930) established the disorder as a 
clearly defined nosological entity. Its independence is supported by a much more distinctive 
pathological picture than in the case of Alzheimer’s disease, and by the evidence that it is 
caused by a dominant autosomal gene. The main evidence for this is supplied by the 
definitive work of Sjogren, Sjogren and Lindgren (1952J. In Pick’s disease, as in the multi- 
factorially determined form of Alzheimer’s disease, there is a considerable preponderance of 
women. Torsten Sjogren thought that, either there was a lowering of penetrance of the gene 
in the male, or that there might be a sex-linked inhibiting factor, operating in the female only 
when homoz3'gous. In a recent report (Schenk, 1959) a family is described in which, 
followed-up over twenty years, a total of 6 males and 14 females became affected. An inter- 
esting observation, and one which provided some support for the independence of Pick’s 
from Alzheimer’s disease, was the distinct geographical distribution of the cases in Sweden. 
The majority of cases of Pick’s disease came from near Stockholm, whereas Gdtebofg 
supplied most cases of Alzheimer’s disease. 

MORBID ANATOMY. The atrophic change in this condition is selective, affecting most 
severely the outer three cortical layers. The changes are maximal in the frontal and temporal 
areas, and extension of the process to the parietal lobes is unusual. The affected convolutions 
are shrunken and have a rough, slightly discoloured appearance. Although the commonest 
finding is symmetrical fronto*temporaI degeneration, atrophy may be confined to the 
frontal lobes, may be unilateral or may affect the temporal areas only. The histological 
changes are much more extensive than would appear from macroscopic appearances. The 
affected areas show a considerable outfall of cells, while those remaining may show varying 
stages of degeneration wdth advanced chromatolysis. Normal cells can be in close proximity 
to neurones showing severe atrophic changes. ‘Ballooning’ of the nerve cell with enlarge- 
ment of the cell bodj’, disappearance of Nissl’s bodies and extrusion of the nucleus are typical 
of Pick’s disease. The other change commonly found consists of the .appearance of argen- 
tophil inclusions of a fine granular texture in the cell body. These changes show a much 
more irregular distribution than the atrophy itself, and their mode of formation is unknown. 
The atrophic areas show a glial proliferation which may be very pronounced. Senile 
plaques and Alzheimer’s fibrillary changes do not occur, and changes m the blood vessels 
are very common. 

CLINICAL ASPECTS. The most striking changes in the early stages of the disorder 
are the blunting of emotion and diminution of drive and general coarsening of the character. 
Affect becomes fatuous and euphoric and this, combined with the diminution of self- 
restraint and impairment of insight, gives rise to tactless, uninhibited, insensitive behaviour. 
The patient manifests a brutal frankness with colleagues and friends, begins to tell risque, 
lewd stories and behaves in an unfeeling or cruel manner towards his family. All this will 
usually be out of character for him. His com’ersation becomes banal, repetitive and inappro- 
priate and his manners deteriorate. Attempts by his family to criticize or correct the 
patient’s behaviour elicit no response. One of our patients, a forty-year-old man, began to 
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0th expression and comprehension arc affected in speech, wliich is rapidly disrupted: 
ntcnces become ungrammatical, incomplete and poor in substantives (Stengel, 1943). 
here is a senseless repetition of words or sentences, echoing of phrases (echolalia), 
terminable reiteration of last words of a sentence (pallilalia), and reiterative utterance ol 
irts of words (logoclonia). To the question, ‘When did you come into hospital?’, one 
rtient said, ‘Last wcek-ik-ik-ik-ik-ik-ik*. She would also reiterate for minutes at a time 
onsense syllables such as ‘pip-ip-ip-ip-ip-ip-ip’. Writing and reading are affected very 
irly in the condition and sometimes before there is any noticeable disturbance of speech 
ley tend to show the same defectsi^^t this stage inertia is prominent, the patient appearing 
motionless, dull, apathetic, his attention difficult to arouse. A very strong stimulus may, 
owever, suddenly make him much more accessible, or it may evoke tense, anxious, 
urposeless hyperactivity. An alteration in the patient's gait now becomes markedly ap- 
parent ; he walks in a slow, stilted and stiff manner, the smooth freedom of the normal gait 
leing decomposed into forced, deliberate, puppet-like movements. He is unsteady on 
lis feet, and, if he encounters an unexpected obstacle, may become locked in position or 
all down. The body is carried stiffly and swinging of the arms is reduced, although they 
re not held in an attitude of flexion. Later on in the disease the gait may acquire the 
iharacter of the 'marche a petits pas’ which is more reminiscent of Parkinsonism. Convul- 
ions are common in Alzheimer’s disease, and occur in about a quarter to a third of 
ases. 

When dementia is well advanced, the patients may manifest the ^signe dii miroir’, sitting 
or long periods in front of a mirror and talking to their own reflection: a fascination with 
he strange, easily evoked moving image of themselves in dements who have lost all memory 
)f their personal identity. 

In the terminal stage of the disease, the patients show a profound dementia, and decline 
;o a vegetative existence. If they are not speechless their talk is a meaningless jumble of 
vords. Contractures and bedsores, forced grasping and groping, and a sucking reflex may 
ippear. The patient is without movement or expression, and there may be forced crying 
md laughing, or periods of high-pitched shrieking. An interesting phenomenon is the 
extreme emaciation sometimes observed at this stage, despite the fact that the patient 
continues to eat ravenously almost to the last. 

As senile plaques and neurofibrillary changes tend to be diffuse in Alzheimer’s disease, 
cerebral biopsy has been used in recent years to establish diagnosis (Green et ah, 1952; 
Smith et al, 1966). Material obtained at biopsy can be used for the preparation of frozen 
sections and can also be embedded for preparation of sections stained by the usual tech- 
niques. 

Sim et al. (1966) have recently compared the clinical features in 35 patients with 
Alzheimer’s disease confirmed by means of cerebral biopsy with those in 21 patients 
with presenile dementia in whom cerebral biopsy proved negath'^e for Alzheimer’s 
disease. While impaired memory, generalized disturbance in the activity of the E.E.G. 
and apraxia tended to occur early in the Alzheimer cases they appeared late in tlie other 
group of subjects. The reverse situation was found in respect of epileptic fits, incontinence, 
neurological signs, confabulation, personality changes and psychotic symptoms. The 
differential diagnosis from Pick’s disease is discussed on p. 619. The diagnosis of dementia 
in middle age is discussed at the end of this section. 

Treatment is limited to sedation during phases of agitation, maintaining the patient’s 
nutrition, preventing bedsores, and keeping him occupied as long as possible. 
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Pick*s Disease 

AETIOLOGY, In this condition, progressive dementia is associated xcith cortical atrophy 
which is generally more circumscribed than that observed in. Alzheimer’s disease. It was 
first described by A. Pick in 1892, and in the four following decades a series of papers 
(Onari and Spatz, 1926; Stertz, 1926; Braunmuhl, 1930) established the disorder as a 
clearly defined nosological entity. Its independence is supported by a much more distinctive 
pathological picture than in the case of Alzheimer’s disease, and by the evidence that it is 
caused by a dominant autosomal gene. The main evidence for this is supplied by the 
definitive work of Sjogren, Sjogren and Lindgren (1952). In Pick’s disease, as in the multi- 
factorially determined form of Alzheimer’s disease, there is a considerable preponderance of 
women. Torsten Sjogren thought that, either there was a lowering of penetrance of the gene 
in the male, or that there might be a soc-linked inhibiting factor, operating in the female only 
when homozygous. In a recent report (Schenk, 1959) a family is described in which, 
followed-up over twenty years, a total of 6 males and 14 females became affected. An inter- 
esting observation, and one which provided some support for the independence of Pick’s 
from Alzheimer’s disease, was the distinct geographical distribution of the cases in Sweden. 
The majority of cases of Pick’s disease came from near Stockholm, whereas Gdteborg 
supplied most cases of Alzheimer’s disease. 

MORBID ANATOMY. The atrophic change in this condition is selective, affecting most 
severely the outer three cortical layers. The changes are maximal in the frontal and temporal 
areas, and extension of the process to the parietal lobes is unusual. The affected convolutions 
are shrunken and have a rough, slightly discoloured appearance. Although the commonest 
finding is symmetrical fronto-temporal degeneration, atrophy may be confined to the 
frontal lobes, may be unilateral or may affect the temporal areas only. The histological 
changes are much more extensive than would appear from macroscopic appearances. The 
affected areas show a considerable outfall of cells, while those remaining may show vaiydng 
stages of degeneration with advanced chromatolysis. Normal cells can be in close pro.ximity 
to neurones showing severe atrophic changes. ‘Ballooning’ of the nerve cell with enlafge- 

tophii inclusions ot a fine granular texture m the cell body. These changes show a much 
more irregular distribution than the atrophy itself, and their mode of formation is unknown. 
The atrophic areas show a glial proliferation which may be very pronounced. Senile 
plaques and Alzheimer’s fibrillary changes do not occur, and changes in the blood vessels 
are very common. 


CLINICAL ASPECTS. The most striking changes in the early stages of the disorder 
are the blunting of emotion and diminution of drive and general coarsening of the character. 
Affect becomes fatuous and euphoric and this, combined with the diminution of self- 
restraint and impairment of insight, gives rise to tactless, uninhibited, insensitive behaviour. 
The patient manifests a brutal frankness with colleagues and friends, begins to tell risque* 
lewd stories and behaves in an unfeeling or cruel manner towards his family All thw will 
usually ^ ‘ TJ' ■ * ‘ ■ .. 

priate r ■ ' , ■ • . . . . ■ 

patient’s ueiuviuur eucit no response. One ot our patients, a forty-ycar-oM man, began to 
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his daughter’s checks and to twist the curlers she put in her hair in the evenings until 
screamed in pain and pleaded with him to stop. The patient responded to this with 
•s of laughter. He had previously been a model father and husband. 

The patient’s memory and intellectual functions may be relatively well-preserved in 
early stages and delusions and hallucinations are rare, but loss of insight is almost 
iplcte. The features described, together with the vacant facial expression and fatuous 
le are often reminiscent of general paralysis of the insane. The changes in character 
[ the blunting of emotion are prone to lead to difficulties in relation to the patient’s 
rk at an early stage. Personal relationships tend also to be undermined and bouts of 
)holism, sexual adventures or other types of anti-social conduct may bring some patients 
he attention of the police. From a study of three cases of Pick’s disease, Robertson et ah 
58) described egocentricity, stereotypy, perseveration and restlessness, an absence of 
■-criticism and self-restraint, a placid or euphoric mood as being among the most 
•minent clinical features at early stages of the illness. 

The patient loses all liveliness in thought and behaviour and grows inert, apathetic, 
king spontaneity, or becomes foolish and fatuous, constantly laughing and joking, 
leating again and again some silly platitude or singing loudly some fragment of a song, 
ndness for silly jokes was the first sign noticed by the relatives in one case we have 
served. He was a fireman on a railway engine and amused himself and his mates by 
nping up and down the footplate whenever tlie engine was standing in a station. He 
er became the good-natured clown and ‘butt’ of the ward in hospital. Another patient 
whom the temporal lobes were mainly affected showed a typical sensory aphasia com- 
led with the 'gramophone symptom' (Mayer-Gross, 1931). Every time a physician or one 
the staff came near him, he would repeat with correct expression and diction an elaborate 
sedote, seeming himself to be highly amused by it, and could not be stopped until he 
d told the whole story. After a short interval he would repeat his anecdote as something 
ite new. Comprehension of speech was almost completely lost. An increased urge to 
k, together with poverty of ideation and loss of retention, had produced the symptom. 

1 empty and apathetic mood and euphoric, jocular garrulousness may be seen on dif- 
'ent occasions in the same patient. 

A speech defect, either an amnesic or sensory aphasia, may occur but less commonly 
d at a later stage than in Alzheimer’s disease ; the two types of defect are often combined. 

; first the patient merely omits words or uses them in a vague and peculiar fashion. 
>on he experiences difficulty in finding the names of objects, and speech becomes filled 
th grotesque paraphasias and agrammatisms; sentences are left incomplete, tenses 
B confused, words and phrases repeated in a meaningless way. Speech rapidly deteriorates 
an incoherent jargon. In some cases the patient becomes totally mute; alternatively, he 
ay be silent for long periods or show a strong disinclination for speech. Pure motor 
hasia is extremely rare in Pick’s disease. Reading and writing tend to show defects that 
rrespond with those occurring in speech. Apraxia and agnosia resulting from parietal- 
be destruction are seen in a proportion of cases of Pick’s disease but are much rarer 
an in Alzheimer’s disease. 

The dementia progresses rapidly, with increasing disorientation and loss of contact with 
e surroundings, impairment of initiative in thought, speech and movement. The course 
ay be punctuated here and there by brief outbursts of restlessness. In Sjogren’s material 
sturbance of gait was very rare in Pick’s disease, and tire change in muscle tone charac- 
ristic of Alzheimer’s disease was also unusual. The two cases of Pick’s disease showing 
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alterations in muscle tone proved at autopsy to have no histological changes in the basal 
ganglia, and Sjogren has therefore concluded that the anomalies of gait, tone and posture 
observed both in Pick’s and Alzheimer’s disease, being independent of changes in the 
basal ganglia, are unlikely to be extra-pyramidal in nature; he attributes them to/ro«^tf/tf«ii 
temporal atrophy, a pathological change common to most cases of both conditions. Where 
frankly Parkinsonian features have been recorded in Pick’s disease as in the case described 
by Akelaitis (1944) who showed cog-wheel rigidity, propulsion and masklike expression, 
the basal ganglia have been found to be involved. Robertson et al. (1958) have described 
three cases of Pick’s disease, the diagnosis subsequently being confirmed by pathological 
studies. Each patient showed a hyperalgesia reminiscent of the thalamic syndrome though 
pathologically the thalami proved to be unaffected. This feature disappeared within a year 
of admission to hospital as the dementia advanced. The hyperalgesia was considered to be of 
diagnostic importance. 

As the process advances, emotional blunting becomes extreme, and the only change of 
affect seen is one from monotonous apathy to fatuousness or euphoria. In the terminal 
stage the picture is identical wth that described in Alzheimer’s disease. 

In differential diagnosis from Alzheimer’s disease, it is useful to remember that amnesic 
aphasia, agraphia and apraxia, while occurring in Pick’s disease, are all considerably less 
frequent than in Alzheimer’s disease. Despite some reports to the contrary it is to be doubted 
whether logoclonia ever occurs in Pick’s disease. On the whole, the picture in Alzheimer's 
disease tends in the early stages to be dominated by parietal-lobe symptoms and in Pick’s 
disease by frontal-lobe symptoms, while the vague resemblance of the former to senile 
dementia and the latter to G.P.I. is also of value in differentiation. The disturbances of gait 
and muscle tone typical of Alzheimer and rare in Pick would appear to be particularly reliable 
in distinguishing between them, and the occurrence of epileptic seizures is also uncommon 
m pick’s disease. Treatment, as in Alzheimer’s disease, is limited to symptomatic measures. 

As far as aetiology is concerned it has been suggested (Malamud and Waggoner, 1943) 
that Picks disease is a systemic degeneration of ihK phyhgeneticolly youngest areas of the 
brain. However, primordial fields such as the tcmporo-polar and orbito-frontal are fre- 
quently affected and microscopically the changes in the cortex are found to be diffuse. 
In Baghs large material (1941, 1946) the insula, a phylogenetically old area, was always 
severely involved, while lesions of the caudate nucleus and substantia nigra were also quite 
common. 


Jakob-Creutzfeldt’s Disease 

This is s presence psychosis originally described by Jakob (rga. , 19^3) and subsequently 
given Its present name by Sp.elmeyef partly as a tribute to a report of a similar Le by 
Creutzfcldt m .920. The changes arc diffuse involving the deep or superficial layers of the 
frontal and temporal cortex, the basal ganglia, the cortex of the cLbellum, the optic 
thalamus the substantia nigra, and the anterior horn cells. Histologically there is atrophy of 
the ganglion cells uith fatty change and ^ndary ghosis. The corticospinal tracts are 
degenerated and there may be hyperplasia of the adventitia of bloodvessels and perivascuhr 

innltmtion. 

As to aetiology, a positive family Mstoty b rare but in a few eases the disease would 
appear to have been genetically transmitted. In one described by Meggendorfer f rLoUb 
mother and seven uncles of two affected sibs had succumbed to paralyl. 

Droughts case {1933) there were nine affected individuals over three generations 
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The clinical picture has been fully described by Jansen and Monrad-Krohn (1938). It is 
a disease of middle or late life but most cases begin in the fifth decade. In the prodromal 
stage there is ready fatiguability, apathy, some impairment of memory, and unpredietability 
of behaviour, which may be noticed by family and friends. In some cases dysarthria, 
dysphagia and uncontrolled laughter and crying develop. Epileptiform convulsions are 
fairly common. The patient complains, at this stage, that his limbs are weak, his gait may be 
ataxic, and a defect of speech becomes evident. According to a review by Jervis (1954) 
speech disturbance is consistently present, other neurological symptoms varying a great deal 
in their intensity. The disease runs a subacute course, and in the second stage, neurological 
disturbances become widespread, with gross ataxia, growing spasticity of the limbs, and 
often extensor plantar responses. In the early stages of development of the motor paralysis 
severe anxiety and depression may be prominent but an acute organic psychosis frequently 
evolves as the disease advances. This is marked b}’' auditory hallucinations and delusional 
ideas, variable clouding of consciousness or a frankly delirious picture. Dementia develops 
with rapidity, and the patient soon loses contact with his environment owing to inertia, 
failure of attention, and a marked defect in the registration and retention of recent experi- 
ences. A tendency to confabulation is prominent in some cases. In this phase of the illness 
extrapyramidal features such as grotesque choreo-athetoid movements, tremor, and cog- 
wheel rigidity, usually become prominent. In the final stage, speech is an incoherent 
jumble, gross spasticity and paralysis develop, sphincter control is lost, and death super- 
venes in a state of extreme emaciation. The exact clinical picture depends on the areas of the 
central ncrvotis system which have bee 7 i attacked by the disease. Dementia may be the most 
prominent feature, spasticity and tremor being relatively slightly developed, or the converse 
may hold. The disease usually proves fatal in one or t\vo years, and no treatment avails. 

More recently a number of cases have been reported of a rapidly progressive form of 
presenile dementia associated with extrapyramidal changes (Jones and Nevin, 1954). 
This condition, previously described by Heidenhain in 1928, has been regarded as identical 
with Jakob-Creutzfeldt’s disease by many workers. It is, however, regarded as distinct from 
it by Nevin (1967) who cites in e^ddence the non-familial character and later age of onset of 
the disease, the more rapid course vdth death Mthin 3-6 months, the frequent involvement 
of the visual cortex resulting in visual failure, the myoclonic movements and the distinctive 
spike and slow wave discharges in the terminal phase. He also considers the detailed patho- 
logical changes in subacute spongiform encephalopathy as differing in many respects from 
those of Jakob-Creutzfeldt’s disease. 

Differential diagnosis from other diseases is not difficult because sf the characteristic 
combination of neurological and mental changes. Post-encephalitic Parkinsonism will 
occasionally suggest itself as an alternative diagnosis. But although the mental develop- 
ment of children may be arrested in this disease intellectual deterioration is very unusual, 
compulsive symptoms are common, pyramidal signs rare; the converse obtains with 
respect to all these features in Jakob-Creutzfeldt’s disease and sialorrhoea and pupillarj^ 
changes do not occur in this condition. Differentiation from other forms of presenile 
dementia may be difficult, but the rapid course and the early severe motor involvement 
should suggest the diagnosis. 

Huntington’s Chorea 

A very comprehensive review of what is known about Huntington’s chorea has been 
provided by Myrianthopoulos (1966). It seems that the disease was first described in America 
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by in. 1848 and others, before George Huntington gave his famous account of it in 

1872. Huntington was the third in a family of doctors, and the condition was probably first 
recognized by his grandfather in 1797. However, Huntington’s paper, Hereditary Chorea 
provided the classic description. American workers traced the condition back to migrants 
from England who landed in Boston Bay and subsequently settled in Long Island. Vessie 
(1932) described a pair of brothers who emigrated from Bures, a small village in Suffolk, to 
America, to produce there eleven generations of choreics. 

There have been extensive studies of the epidemiology of this disease; prevalence rates 
vary much from countty' to country, and even in different parts of. the same country'. In 
England the prevalence in Cormr-all (56 per million) and Northamptonshire (65 pm) is at 
least three times as great as in London or East English counties. The highest prevalence in 
the world is reported in Tasmania (174 pm) much higher than in Victoria (45) and Queens- 
land (23). In the U.S.A. (Minnesota and Michigan) the figures cluster about 50 pm. The 
lowest world rate, 4 pm, has been found in Japan. 

AETIOLOGY. The disease is transmitted by a single autosomal dominant gene, and about 
half the offspring of an affected person can therefore be expected to develop it (Sjogren, 
1935). There would appear to be a manifestation rate of almost 100 per cent., and hardly 
ever docs the condition skip a generation. Rosanoff and Handy (1935) have recorded five 
pairs of twins coming from families affected by the disease. Three of them were mono- 
zygotic, and in each instance both tm'os were affected. Of the two binovular pairs one 
was concordant and the other discordant. Haldane (1941) has produced evidence to suggest 
that there may be sex-linked modifiers which tend to raise the age of onset in males. There 
would appear to be a phenotypic variation of the condition with age (Pohlisch, 1941); the 
mean age of onset is about thirty-five, when choreic symptoms are predominant. Striate 
rigidity tends to dominate the picture in the twenties, while in the sixties intention tremor 
is the leading disability. 

In recent years a search has been made for biochemical anomalies which may be 
associated with the main gene difference and could perhaps provide a genetic marker for 
the earner state. 

In one study (Cowie and Seakins, 1962) two sons of a mother with Huntington’s 
chorea were found to have raised levels of serum alanine while two other sibs gave normal 
values. Delinquency may have been an early manifestation for Huntington’s chorea in th 
two affected brothers. Unfortunately no follow-up investigation of this family could 
undertaken. McMenemy (1961) describes three cases of chorea, one of them a certain cas^ 
of Huntington, another with a suggestive clinical picture. In all three cases th«* c „ ^ 
I— ..I j - 1,1.. • • ^ serum 

■ ‘ , r i^uiiuxu weie not lound betiveen fbp 

two groups but there was a statisticalty significant elevation of gamma-globulin * th 
patients manifesting Huntington's chorea. This finding awaits further explorati^ Tf 
confirmed, it may prove of value in identifying the carriers of the major gene hefn^'th 
disease is manifest. 

MORBID ANATOMY. Macroscopically there is nearly always an extensive and 
chronic meningitis in which the dura may be involved. The brain is atrophied the 
Rolandic areas being most markedly affected, A secondary hydrocephalus’ with 
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dilatation of the ventricular system is a prominent feature. There is a marked outfall of cells 
in the third and fourth cortical laminae and the caudate nucleus and th&putamen are atrophied. 
The globus pallidus and thalamus are usually normal. Histologically the small striatal 
nerve cells arc seen in various stages of degeneration. It is not uncommon to see hyper- 
trophy of the vessel coats, and round-cell infiltration producing cuffing of vessels is some- 
times found. There is some degree of variation in the distribution of the changes. The 
thalamus, substantia nigra, red nucleus and cerebellum may all be involved. No clue has 
been obtained so far as to the way in which the dominant gene that causes the condition 
exerts these pathological effects. 

CLINICAL PICTURE. Our views on the age of onset have had to be revised since the 
work of Wendt (1959), which has avoided statistical sources of error by which earlier 
studies were affected. While earlier workers found a mean age of onset of about 35 years, 
both for men and women, Wendt shows that a more correct estimate is 44 years (males 44’25, 
females 43-69), with a standard deviation of about ii years. In the great majority of cases 
the illness begins between 25 and 55 ; but the illness is not unknown in children, the earliest 
onset reported being 3 years, and it can also come on as late as 70. 

Subjects of Huntington’s chorea should not marry without full knowledge and agree- 
ment of their partners, and should not produce offspring. It is therefore of vital importance 
to identify the manifestations of the disease at the earliest possible phase of their development. 
There is some evidence that the pre-morbid personality of a person destined to develop 
Huntington’s chorea tends to be more abnormal than that of individuals in the same family 
who are not carrying the responsible dominant gene. Thus alcoholism and criminality have 
been frequently recorded as having preceded the appearance of the characteristic neuro- 
logical and psychiatric symptoms by a considerable interval. Other precursors are impulsive 
and unpredictable behaviour, outbursts of explosive rage and violence, gross callousness, 
and sexual promiscuity. The fact that these traits may also be found in some members of 
Huntington families who are not predestined to develop the condition does not destroy 
their predictive and eugenic value particularly when they are shown in extreme form. In an 
investigation of the pre-psychotic personality of 44 cases, Minski and Guttmann (1938) 
described 9 cases as normal, 8 alcoholic, 2 criminal, 4 violent-temp ered, obstinate, in- 
efficient and careless, 3 calm, placid, sober and kindly, 9 resen'^ed, shy and sensitive, 4 
querulous and erratic, 2 melancholic and highly strung, and 3 quick-tempered. They also 
reported the interesting observation that choreic cases tended to resemble in physique and 
facial expression parents or ancestors who suffered from the disease in contrast to other sibs 
who tended to resemble the healthy parent. 

The tendency to suicide was described as a cardinal feature of the condition by Hun- 
tington himself. Many cases are on record of both successful and failed attempts at suicide 
by members of a Huntington family who were themselves unaffected by the disease. Some- 
times this occurs very early in life. The tendency to suicide shows a marked familial trend, 
and a grave view should be taken of any suggestion of suicidal rumination in any member of 
such a family. Reference to the high incidence of suicide among families affected by the 
disorder was made in a study of Huntington’s chorea in Cornwall (Bickford and Ellison, 
1953). 

Although most descriptions give the neurological symptoms and signs as the first 
manifestations of the disease process, detailed investigations suggest that psychiatric 
anomalies usually precede them by a considerable interval. The patient may become 
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irritable, moody, ill-tempered, and show a morose and truculent discontent. He is over- 
sensitive to slights and may express ideas of reference or paranoid delusions. The picture 
may on the other hand be one of apathy, slowness, and increasing slovenliness. The 
condition occasionally makes its appearance soon after severe physical stress such as 
an operation or acute infection, or following a psychological trauma such as the death of 
a near relative. 

The involuntary movements usually commence in the face, hands and shoulders, but it 
may be some abnormality in the gait that draws attention to the patient. At first the changes 
are so subtle that the patient just seems excessively clumsy and fidgety. But the restlessness 
soon acquires its characteristic jerking quality, abrupt movements are seen in the proximal 
parts of the limbs, and a constant writhing contortion gives the face a grotesque expression. 
Voluntary movement is accompanied by a widespread irradiation of jerking and muscular 
contractions. A characteristic feature when the disease has been present for some time is the 
way in which, in order to conceal the choreic movements, these are exploited to serve volun- 
tary actions of a quite unnecessary kind. Thus from a forward jerk of the upper limb the 
arm will be brought back to smooth hair tvith the hand, or a sudden lurch of the upper trunk 
will be utilized for brushing a speck of dust from a trouser-leg. A clotvning quality is in this 
way sometimes conferred on the involuntary movements. One of our patients, admitted to 
hospital at the age of twenty-seven, had been for years a popular member of the local amateur 
dramatic club ; he played comical roles with great success because of his funny movements — 
which were, of course, the first signs of his choreic illness. 

As the disease progresses, voluntary movement is disorganized to an increasing degree, 
the diaphragmatic movements become erratic, breathing grows jerky, and speech acquires 
an abrupt, staccato quality, with rapid modulations in tone and tempo. Facial e.xpressions 
are fleeting in character, and a momentary grin suddenly gives place to an expression of 
squirming distaste. Sooner or later the patient manifests the apathy and inertia which are 
the commonest features of the dementing process in this disease. Thinking becomes mud- 
dled; he complains of feeling dull, stupid and forgetful, and in conversation shows a striking 
and characteristic distractibiliiy which may be regarded as the counterpart in the sphere of 
thinking of the ever-changing pattern of somatic movements. This is an example of the 
influence of motility on patterns of thought to which attention was first drawn by Kleist 
{1908). Against this background of slow, muddled thought, ill-directed attention and loss 
of inmatwe, there are often to be seen attacks of acute restlessness and irritability, and the 

patient if disturbed ( - • “ 

A fatuous, euphoric 
shallow, ill-sustained 
the disease advances, 
is destroyed, and the 
the environment. 


_ inclined to be spiteful, quarrelsome and violent, 
w facile affect is the commonest mood-change, but there may be a 
epression, particularly where some degree of insight is retained. As 
the patient becomes increasingly disorientated and inaccessible, insight 
picture tends to become one of fatuity uninfluenced by any change in 


There is little specfic tn the demenlmg process « has reached an advanced state 
bu ear y in the disease merrtary may be surprisingly retained even when demential 
well established, a feature which sets this disorder _ v 

processes. Moreover, the marked distractibility in a setting of an eveTchaLf 
.nvoluntary movements may be regarded as characteristic of the condition ® ^ ™ 

Positive psychoUc disturbances are not uncommon in the disease sltb’cvl, • ■ 

Hughes’s statement (,935) that for every case of Huntington’s 4 TreL in ‘i a"'"’ 

four at home, it is probable that they are over-represen, el in mental hospM rlMertT Thl 
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commonest psychosis seen is a sliallovv, ill-sustained depression which is noteworthy because 
of the frequency with which it leads to impulsive suicidal attempts. It is rare for a depres- 
sive symptom-complex to occur by itself at an early stage so as to lead to difficulty in diag- 
nosis from depressive psychoses ; in the majority of cases the depression appears when the 
dementing process has been already established in some degree, or involuntary movements 
have placed their stamp on the disorder. Ideas of reference frequently develop as a result 
of the attention the patient attracts with his involuntary movements. In Minski and 
Guttman’s material, however, three cases showed a paraphre}nc picture with increasing 
muteness, deterioration and inaecessibility. In his very thorough study of a large case 
material, Panse (1942) found that the most commonly made mis-diagnosis in a case of 
Huntington’s chorea was one of schizophrenia (general paresis being the next most frequent). 
He gives a graphic account of a number of these cases, and shows that for years before there 
are any detectable neurological signs the patient may have shown a schizophrenic syndrome, 
as a rule of a paranoid kind, and in every way typical. We have to accept Huntington’s 
chorea as one of the possible causes of a ‘symptomatic schizophrenia’. 

Epilepsy and mental defect appear to be common in Huntington families, but the re- 
lationship between these phenomena and the genetic basis of the disease is not at present 
clear. It is possible that the association is due to assortative mating. 

Among the variations of the clinical picture which it is important to bear in mind in 
diagnosis are the cases in which dementia occurs without choreiform movements (Curran, 
1930). This may occur in individual cases even where chorea was a prominent feature of the 
disease in previous generations. On the other hand, chorea may be the sole manifestation of 
the disease, and in Bell’s series (1934) as many as one-third of the cases are reported as free 
from mental symptoms. Cases are also on record in which instead of increasing involuntary 
movements a progressive rigidity developed, culminating in a picture very similar to Parkin- 
sonism, with rigid, immobile features, and an absence of involuntary movements. 

The average duration of the disease is some ten to fifteen years, and death usually takes 
place before the age of sixty, but in some families a much slower rate of progress is observed, 
with a total duration that extends over several decades. 

DIAGNOSIS AND TREATMENT. By far the most important problem in Huntington’s 
chorea is to identify the carriers of the responsible gene at the earliest possible stage. Special 
attention should therefore be paid to the features of the pre-morbid personality which, have 
been outlined above. There is a possibility that, as suggested by Patterson et al. (1948), the 
electroencephalograph may detect the condition in an early state. In our experience a very 
flat low-voltage record may be found very soon after the onset of the disease, and has been 
seen to appear de novo, at a time when there were no other symptoms or signs, in an indivi- 
dual who subsequently became choreic. 

The condition must be differentiated from senile chorea, which is not necessarily 
associated with dementia and is not familial. Sydenham’s chorea is a much more acute 
disease occurring in younger individuals, and there is no family histor5^ Achoreic Hunting- 
tonians may be confused with patients suffering from such conditions as G.P.I., tumour, 
presenile and senile dementia only when there is no family history of the typical picture of 
the disease. Sporadic cases of the condition do in fact occur, and detailed investigation is 
required in such patients where the picture is atj'pical, to exclude the possibility of dis- 
orders that may respond to treatment. 

In the control of involuntary movements there is a limited but useful place for 
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phenothiazine drugs. It is well worth trying Ae effects of thioridazine in doses of 50 mg. t.d.s. 
or trifluoperazine 5 mg. t.d.s. (Oliphant et aL, i960). Considerable relief is gained in some 
cases but pseudo-Parkinsonism may prove a troublesome side-effect. Stereotactically 
placed lesions (Wycis and Spiegel, 1956) may serve dramatically to reduce the involuntary 
movements and in early cases, particularly where intellectual deterioration is not yet in 
evidence, the operation may be worth while considering. Bilateral pallidal or thalamic lesions 
are well tolerated and may enable the patient to feed himself and to perform simple tasks. 

It should not be assumed in every case of mental illness occurring in a Huntington family 
that the disease is due to the specific gene. Neurotic and psychotic illness seems to be 
common in these families, even in individuals unaffected by the disease. Until signs of the 
progressive disease have unequivocally declared themselves, a neurotic or psychotic dis- 
order should be treated on its own merits. In a case of established Huntington’s chorea 
every attempt should be made to keep the patient in some form of occupation as long as 
possible. This may involve frequent adjustment of the nature of the work to match the 
patient’s decreasing capacity, but that this can be carried out, at any rate in rural communi- 
ties, is shown by the way in which a large number of these patients can continue in spite of 
their disease in some form of agricultural employment. There is some suggestion that they 
deteriorate at a more rapid rate when they are institutionalized. In the case of an acute 
psychosis or dangerous outbursts of destructiveness and violence there may of course be no 
alternative to hospitalization. 


Other Forms ot Presenile Dementia 

SIMPLE PRESENILE DEMENTIA. It is doubtful whether the well-known catesorie«i 
of Huntington’s chorea, Pick’s, Alzheimer’s and Jakob-Creutzfeidt’s diseases account for 
all cases of dementia occurring in middle age. It is, for example, not uncommon to sL 
cases of rapidly progressive dementia commencing between the ages of forty and aim 
without either neurological signs or the focal symptomatology specific for these disorder. 
The gross discrepancy which is often to be observed between the degrees of general som t' ' 
and of intellectual ageing sets many of these cases aside from senile psychosis u 

was probably considerations of this kind that led Gillespie (1033) to sueaest the , 

entity of simple presenile dementia. He was willing to concede the possibility that 
cases represent an early stage of the more specific forms of early dementia but there wnuU 
appear to be little doubt that there is a group of cases that remain free from focal nei.m 
logical and psychiatric features throughout their illness. Where such patients com. 
post-rnortem they should be investigated in detail to decide upon the nosoloaical 
of such conditions Some of these cases will doubtless prove on pathological c^mina^ ^ 
to be examples of Alzheimer’s or Pick’s disease. As distinct from the specify vm 
conspicuous E.E.G. abnormalities are uncommon in the ‘simple’ presenile der^entias.^ 

EPILEPSY OF LATE ONSET AND ‘CORTICAL ATROPHY’ T, K.. k.. 
held (os a considerable time that epilepsy appearing relatively late in life k more oKhan 
not sjmptornatic and that a substantial proportion of such patients prove on invesdltion 
tumours. However, many such patients investigated in recent vasrf h,,,. 


aie also siimsii ,,, many cases investigated for dementia,' and where'th'e picture dnr.‘o;;; 
readily fi, .„,o a known clinical category the case may be labelled with fte radtloglcal 
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change observed in lieu of a diagnosis. ‘ Cortical atrophy' has thus in recent years gradually 
come to assume the status of a nosological entity, though its claims to this distinction are 
dubious. For the studies of Heinrich (1939) have shown that considerable enlargement of 
the ventricles and subarachnoid spaces may occur in the course of normal ageing and 
that there is a range of variation in the appearances at any given age. Unless account 
has been taken of such facts when the air studies have been assessed, the diagnosis of 
enlargement may be associated with no sign of dementia. It may well be for this reason also 
that some authors have found ‘cortical atrophy’ in schizophrenic, paranoid and other 
psychoses (Delay, 1944, 1945; Mallison, 1947). Moreover, even where there are good 
reasons for concluding from the air studies that ‘cortical atrophy’ is present, this should not 
preclude further investigation; it may be due to senile, presenile or arteriosclerotic psycho- 
sis, an old head injury, or encephalitis, among other causes. (See also p. 629.) 

However, even when due regard has been given to these disorders there remain cases 
whose aetiology is obscure and whose nosological status is uncertain. Thus some cases of 
epilepsy appearing in middle age undergo progressive dementia without exhibiting the 
clinical picture corresponding to cerebral arteriosclerosis or Alzheimer’s disease, nor can 
any other specific cause be discovered. There are other cases of this kind in which dementia 
occurs in association with gradually developing focal neurological signs. Thus Jackson 
(1946) described patients with ‘cortical atrophy’ commencing between thirty and fifty 
who were intellectually dull, and showed defects of memory. He observed also pyramidal 
signs, reduced sensory perception, and in a third of the cases a visual field defect. Epilepti- 
form attacks of Jacksonian kind were common, and eventually led to a mono- or hemi- 
paresis. Mallison (1947) described a premature state of intellectual and emotional decrepi- 
tude (‘ Versagenszustand’), the leading features of which were a caricature of pre-existing 
personality traits, unaccountable though short-lived bouts of depression, apathy, impair- 
ment of concentration, and reduced vitality. Such cases, which do not fit into the accepted 
clinical categories are not uncommon in the experience of psychiatrists and neurologists. 

It is too early to suggest a classification of these ‘non-specific’ atrophies. But in con- 
sidering the differential diagnosis of dementia at this time of life, the existence of such 
atypical disorders needs to be borne in mind. 

SECONDARY DEMENTIAS. Dementia in middle age may be secondary to syphilis, 
cerebrovascular disease, trauma, cerebral tumour, myxoedema, alcoholism, and chronic 
neurological disorders such as subacute combined degeneration of the cord. These condi- 
tions have already been described in the appropriate chapters of this book. 

Investigation and Differential Diagnosis of Dementia in Middle Age 

The most important problem is to differentiate between the primary and the secondar}'^ 
dementias, 

A careful and detailed history is as always the key to success in diagnosis. It is all the 
more important here because the patient is often unable to give mueh help ; the picture of a 
severe or advanced dementia tends also to create a prejudice in favour of an irreversible 
disorder, the previous history of which may be felt to be merely of aeademic interest. In- 
formation should be sought from relatives or friends; but one should not neglect to obtain 
any account the patient may still be able to give of his past history and illness. 

The family history may suggest that one is dealing with a case of Huntington’s chorea. 
Pick’s disease or Alzheimer’s disease, or possibly one of the cerebellar atrophies. In the 
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first of these diseases the family history alone will often be sufficiently specific for the 
diagnosis to be suspected. 

Study of the patient’s past history and personality may reveal a previous suicidal at- 
tempt by gassing himself and thus suggest carbon monoxide poisoning. It may lead one to 
suspect that one is dealing with a case of punch-drunkenness, or may uncover psychopathic 
or hj'sterical traits that raise the possibility of pseudodementia. 

The history of the development of the illness will help to identify neurological disorders 
such as encephalitis, disseminated sclerosis and severe epilepsy, which tend in later 
life to manifest some degree of disintegration of personality. It may reveal chronic alcohol- 
ism and thus throw light on the picture of a forgetful, plausible, confabulating and rather 
fatuous middle-aged person whose relatives bring him to hospital because of their increasing 
concern over his progressive inefficiency, deterioration of habits, or callousness. 

The majority of primary degenerations evolve in a slow and gradual manner. A sudden 
onset of symptoms is exceedingly rare, although it has been occasionally recorded, for 
example in Huntington’s chorea. On the other hand, what usually brings the case of heart 
failure, uraemia, arteriosclerotic psychosis, and many cases even of early cerebral 
tumour, to hospital, is an episode of clouding of consciousness leading perhaps to rest- 
lessness or acute excitement, hallucinations and delusions. This distinction between the 


gradually progressive course of the primary dementias and the acute, florid, step-like 
changes in the condition of the secondary group, is useful, but its value is only relative; 
investigation will reveal that in the latter there has quite often been a period of gradual 
intellectual decline before the acute episode. This is particularly true of arteriosclerotic 
psychosis. Moreover, general paralysis and not infrequently cerebral tumour may present 
with a history of gradually progressive dementia without any spectacular fluctuations. Acute 
episodes of restlessness or of clouding of consciotuness may on the other hand occur in 
Alzheimer’s disease, Huntington’s chorea and epilepsy of late onset. 

Since it is particularly important not to overlook those diseases occurring at this time of 
life which may be halted by treatment, nzmely general paralysis, cerebral tumour and sub' 
dural haematoma, in no case should one fail to inquire after syphilitic infection, a recent 
blow on the head or such symptoms as headache, vomiting or disturbance of vision. Yet one 
more condition responsive to treatment, which it is easy to overlook, and which may present 
with dementia, is myxoedema. Pathognomonic symptoms are often lacking in the early 
stages; for the gradual distortion of facial expression and the increasing slowness of speech 
and movement over a relatively short time may pass uruioticed by the patient, and even the 
relatives may fail to mention them if no inquiry is made (see Chapter VI, p. 366). 

In an obscure case, particularly with an inaccessible patient, it is important to inquire 
whether he has had any bout of prolonged substernal pain with or without collapse, or any 
pain in the chest on effort. A coronary thrombosis may be followed by severe mental symptoms 
as the result of cerebral anoxia, particularly where there has been a series of cardiac in- 
farctions. Loss of consciousness tvith some epileptiform jerking not uncommonly occurs at 
the commencement of the attack, and often leads to a diagnosis of cerebral thrombosis or 
haemorrhage; the myocardial infarction may thus be overlooked. Attacks of severe collapse 
followed by confusion, leaving behind no residual neurological signs, and unassociat tvith 
any other evidence of cerebrovascular disease, should therefore be viewed with susirdon. 
Myocardial infarction as a cause of mental symptoms is particularly prone to be 
looked in hyTertensive patients whose systolic pressure may drop to a normal level lollov 
mg a coronary' thrombosis. When an acute confusion complicates a case of chronic heart 



628 


CLINICAL PSYCHIATRY 


failure this is often a terminal phenomenon, but even here it may be some complication 
such as a superimposed pneumonia which is the cause of the mental symptoms. A careful 
history is particularly necessary when a patient with heart disease begins to dement. One 
of our own patients aged sixty witJi chronic heart disease began to show increasing forget- 
fulness, inertia and eventually slovenly neglect and complete loss of contact with his 
surroundings. His history revealed that some six weeks previously he had had a large 
number of dental extraetions. At post-mortem there were multiple cerebral emboli and 
large vegetations on the mitral valve due to subacute bacterial endocarditis. 

On examination the facial features may betray to the discerning eye the presence of 
myxoedema; the dry skin, frontal baldness, scanty eyebrows, pinkish nose and cheeks, 
and vacant ape-like expression are unmistakable. The moon-shaped face and plum-coloured 
complexion of Cushing’s disease, and the empty, fatuous grin and pinpoint pupils 
of the general paralytic can provide hints which can be followed up during examin- 
ation. 

When a detailed physical and psychiatric examination has been carried out, the diagnosis 
will seldom be left undecided. The specific neurological symptoms and signs in Hunting- 
ton’s chorea, Jakob-Creutzfeldt’s disease, and cerebellar atrophy, which have been described 
above, will permit identification in most cases of these diseases. Signs of raised intracranial 
pressure or focal neurological lesions may suggest the presence of a space-occupying lesion. 
Evidence of heart failure and uraemia should now be sought, and a primary carcinoma should 
always be looked for if an intracranial neoplasm is suspected, although in patients who be- 
come cachectic from the progress of malignant disease, dementia seems not uncommon 
even where no cerebral metastasis is present. 

Wassermann and Kahn reactions in the blood should be examined as a routine in all 
cases. Where the diagnosis remains in doubt after full clinical examination, x-rays of the 
skull and chest should be taken; they may provide hints as to the presence of a tumour and 
information as to its primary source. 

An electroencephalogram may provide further evidence in favour of cerebral tumour 
or chronic subdural haematoma (see Chapter IX, p. 506, 529). It is also an aid in the iden- 
tification of cases with prolonged bouts of clouding of consciousness in whom a dementing 
process may be suspected. In such delirious episodes there may be diffuse, high-voltage, 
slow activity, whereas in an established dementing process little may be seen beyond some 
slowing of the alpha rhythm. If there is a disturbance of the electroencephalogram of an 
acute and temporary type, judgement should therefore be reserved — ^unless the presence 
of a dementing condition can be inferred with certainty on clinical grounds. 

An examination of the cerebrospinal fluid should practically always be made, unless it 
involves a risk, as for instance when there is a possibility of cerebral tumour or of raised 
intracranial pressure. This will lead to the identification of cases of neurosyphilis, and may 
provide valuable evidence in patients with chronic subdural haematoma. A rarity which 
should be mentioned here is aneurysm of the anterior cerebral artery (McMenemey, 1941). 
This may undergo such enlargement that it produces pressure on both frontal lobes, and a 
frontal-lobe syndrome may be seen in a setting of dementia. As a result the cerebrospinal 
fluid may show some xanthochromia or raised protein from an old leak. 

Air studies may provide valuable information, but they should always be carried out at 
centres where neurosurgical help is readily available, except in the very rare cases in which 
cerebral tumour can be confidently excluded as a possibility. Even when the investigations 
have been carried out at a neurosurgical unit, however, the psychiatrist may be called upon 
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to integrate the radiological evidence with other data about the case and for this he needs 
to know something about the contribution air studies can make to the investigation of cerebral 
atrophy. The problem usually arises in relation to cases with affective or schizophrenic 
symptoms that, because of atypicality, an nnescpecied resistance to treatment, or a sugges- 
tion of deterioration in personality or intellect, raise the possibility of an early presenile 
dementia. The x-ray investigations are only one source of evidence, and the findings should 
not be allowed to override an all-round clinical assessment. But certain findings make 
cerebral atrophy highly probable. Gross enlargement of the lateral ventricles associated with 
enlargement of the third ventricle and pools of air on the convexity or over the insula, 
without distortion or displacement of the ventricular system, always indicate atrophy. A 
further useful point in diagnosis is that although most patients get severe headache when air 
is placed over the convexity, those with atrophy often suffer little or no discomfort during or 
after air encephalography. But, headache does not exclude atrophy. There are many cases, 
however, in which an unequivocal opinion cannot be given on the radiological appearances 
alone. It must also be remembered that there is evidence to suggest that the ^'entricles and 
subarachnoid space normally undergo a progressive enlargement with age. 

The most important application of air studies is, however, in the diagnosis of cerebral 
tumour. When the cause of dementia remains uncertain after all investigations short of air 
study have been completed, most types of ‘secondary’ dementia will have been eliminated 
as possibilities. But it is often impossible to be certain that cerebral tumour has been finally 

e.xcluded even though the evidence maybestronglyin favour of oneof the primary dementias. 

Such doubts can only be resolved by means of air studies and in some cases carotid angio- 
graphy, and the patient should be transferred to a neurosurgical unit for these investigations. 

The differential diagnosis between the primary dementias has already been discussed. 
Most cases met with in practice will prove to be examples of Alzheimer’s disease; Pick’s 
disease being a rarer condition. ‘Simple’ presenile dementia and epilepsy of late onset 
followed by dementia for which no specific cause can be discovered, are less common 
disorders although not rarities. They are perhaps seen more often in neurological than in 
psychiatric departments. 

It is possible that the situation in relation to presenile dementia will become slightly less 
gloomy in coming years. Recent reports on low pressure hydrocephalus (Hakim and Adams 
1965) suggest that rare instances of chronic subacute delirious state or dementia in middle or 
late life may respond to treatment. It is also possible that chronic viral infection may be the 
explanation of some other rare cases. However, it is too early for a satisfactory evaluation of 
the promise of these recent developments. 



CHAPTER XI 


CHILD PSYCHIATRY 

INTRODUCTORY 

The development of child psychiatry during the last half century, and its well-established 
position today, make it desirable that its place and range should be clearly defined in a 
system of clinical psychiatry, such as this book. It cannot be expected that the whole 
of psychiatry, as applied to children, should be expounded in this chapter; but the 
commoner and more important clinical pictures and symptoms will be discussed, as far 
as their incidence and their appearance in the child differ from similar manifestations in 
the adult. 

On the whole, children presenting ‘nervous’ or psychological complaints have been 
infrequent in the physician’s clientele until lately; and, as Capon (1950) has pointed out, 
the famous text-books on diseases of children have taken scant notice of psychological 
illness. One of the reasons for the indifference of medical men was that many problems, which 
are now considered as psychiatric, were dealt with by educationists by pedagogic means. 
Just as mental deficiency, before being recognized as a field of medicine, was regarded as an 
educational problem, its constitutional nature and physical implications being ignored luitil 
a later stage of scientific development, so the role of psychiatry in the study and treatment 
of other developmental failures has only recently been acknowledged. Even now, vociferous 
claims are still made that the emotional maladjustments of children need treatment by 
education only, either of the child or his parents. But the fact that such maladjustment is so 
frequently associated with disorders of bodily function makes a medical approach im- 
perative. It is only with the aid of medical training and experience that one can assess the 
relative importance of symptoms, and differentiate psychologically determined disorders 
from those caused by physical disease. 

Two other factors have contributed to the recent recognition and expansion of child 
psychiatry: the belief that the origin of the neurotic and psychotic illnesses of adult life is 
to be found in the experience of early childhood, and the hope, based on that belief, that the 
psychiatric treatment of children may prevent the psychiatric illnesses of adults. This 
belief arises from the teachings of Freud and relies for evidence on the interpretation of 
data provided by adult neurotics during psychoanalytic treatment. Its simple mechanistic 
character, out of harmony with the detailed observations of modern developmental 
psychology, has been criticized in Chapter I. The recent discovery by biologists 
that there are critical stages in the adaptation of young animals, such as birds and sheep, 
has been cited to support the theoretical existence of similar critical periods in the develop- 
ment of the human infant, but so far without convincing observational evidence. 

The hope of preventing by psychiatric supervision or treatment in early life a large part 
of adult maladjustment or illness is even less substantial. All that the present state of our 
knowledge justifies is the hope that in some cases, which we may eventually learn to identify, 

630 



CHILD PSYCHIATRY 


631 

the chances of illness or abnormality will be materially reduced by sane and healthy up- 
bringing. The data available, such as follow-up studies from child-guidance clinics and their 
comparison with untreated control series (C^bridge-Somerville Youth Study, 1951), are 
insufficient to support the belief that these cases constitute any large part of the total prob- 
lem. Juvenile delinquency, though admittedly a yardstick of doubtful validity, has been 
found to be equally prevalent in areas with highly developed child-guidance services as in 
those without them. It is, however, probably too early to reach any definite conclusions 
about these results. Furthermore, psychoses, such as schi2ophrenia, have, in spite of all the 
assurances of psychoanalytical writers, been found to be uninfluenced in their incidence by 
early upbringing, home life, and childhood experience. The claims of uncritical enthusiasts 
that, if only sufficient child psychiatrists and children’s clinics could be made available, 
most mental-hospital beds would become redundant, can be dismissed as wishful 
thinking. 

Whitehorn, in his introduction to Kanner’s text-book (1948), draws attention to the 
contrast between our small knowledge and eager expectations : Tn recent years in America 
the pressing demand for psychiatric services for children has brought so great an absorption 
of effort into day-to-day operation of clinical services as to endanger somewhat the free 
exercise of that inquisitive, investigative spirit which seeks continually to understand better 
the nature of the problems presented and the forces which operate for therapy and pre- 
vention.’ We are just as much beset by dogma today as was the case in 1948. 

The hope of preventing, on a large scale, the psychological and social failures of adults 
by the psychiatric treatment of children, may well prove illusory; there are no present 
grounds other than optimism for thinking othenvise. Even so, as will be seen in this chapter, 
there is a wide field of suffering among children and distress among their relatives, where 
the psychiatrist can do valuable work. While serious psychoses and severe neuroses based 
on constitutional psychopathic abnormalities are rarely seen in children, or develop at that 
time of life to a stage where recognition is easy, more superficial reactive conditions are 
common and are almost more varied than in the adult. This is where the main emphasis 
falls in child psychiatry; and, thanks to the pliancy and fluidity of the developing organism, 
these conditions are in many cases easily influenced and remedied. This is the justification 
of the atmosphere of confident optimism which prevails in children's clinics, which is not 
so easily engendered in adult psychiatric work. 

The fact that the child is so easily influenced by environmental changes of all kinds and 
that so many of his symptoms are psychogenic, has made child psychiatry an espedalW 
suitable field for interpretation in terms of the Meyerian school of psychobiology. From this 
may arise the influence and success of the Johns Hopkins Department of Child Psychiatry 
under Leo Kanner, who also wrote the clearest, most comprehensive and least doctrinaire 
text on child psychiatry, to which this chapter owes much. 


INCIDENCE: CHILD PSYCHIATRIC SERVICES 

Because of the nature of the study— for instance, a Very well-behaved child rrnvKv 
workers be considered abnormal on that account alone— no reliable iipure, fnr fL - < 
of psychiatric abnormality in children are avaUablc. The numbere^lttendmn'H-"'"'*™” 
tvnh the provision of praetising psyehiatrists and payehologists and tLr skll Jv 
more, with the attitude of teachers and patents towards the clinic and to ’ t.- ’ 
general. Widespread public concern about juvenile delinquency, and eagerness to 5 eSe 
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welfare of children, have not removed prejudice, as vociferous against the psychiatric 
treatment of children as of adults. 

Child psychiatry began as an offshoot of the study of mental deficiency, which is still its 
largest problem both in size and social importance. The first book in English on the subject, 
by Ireland (1898), deals almost exclusively with intellectual retardation. In this country, 
under influences described in Chapter XII, mental deficiency has developed along an in- 
dependent line. In Europe, ‘Hcilpaedagogik’ included the study of retardation both of 
emotions and of intellect. Educationists founded progressive schools and organized special 
classes in collaboration with medical specialists. 

In the United States the forerunner of the child guidance service was a psychological 
clinic at the University of Pennsylvania, established by Lightner Witmer in 1896. William 
Healy founded a clinic in Chicago, mainly for the purpose of studying juvenile delinquents. 
He used psychologists, social workers and doctors; and this was the beginning of the multi- 
disciplinary or team approach to psychiatric work with children. Since then ‘the team’, 
consisting of psychiatrist, psychologist and social worker, forms the nucleus of most clinics 
in English-speaking countries. Healy later transferred to the Judge Baker Foundation in 
Boston, and in 1912 the Boston Psychopathic Hospital opened its doors to children. In 
Britain development took place a good deal later. In 1939 there were 30 child psychiatric or 
child guidance clinics in Great Britain; in 1958 there were over 350 such clinics, though a 
large number of them were only part-time. Opinion in this country has veered towards the 
view that child psychiatric clinics should if possible stand in close liaison with children’s 
hospitals, or with the paediatric departments of general hospitals. 

In Britain, the scarcity of trained psychiatrists, the avidity of educationists and psycho- 
logists to tackle all manner of children’s problems, and the parsimony of local authorities, 
have in many places delayed the setting up of fully staffed clinics. Blacker (1948), when 
trying to plan the psychiatric services required for the country, distinguished between 
child-guidance centres and child psychiatric clinics, the former with a non-medical staff or 
with a visiting psychiatrist only, the latter under psychiatric direction. Presuming that i 
to 2 per cent, of all school-children are in need of clinical advice and treatment every year. 
Blacker estimated that ten centres and three to four clinics have to be set up for every million 
of the population, in which 200,000 children between the ages of three and sixteen will be 
found. There is, however, in this estimate no provision for mental defectives, nor does it 
make allowance for children below the age of three. More recently (i960) the Royal Medico- 
Psychological Association has estimated the need to be one clinic team per 200,000 total 
population. 

As a provisional measure, until more medical personnel are available, this project may 
be acceptable, but even then for the larger cities only. In smaller towns and country dis- 
tricts, where only one clinic can be set up, the cheaper ‘centre’ will be preferred by local 
authorities. The psychiatrist is often excluded from the direction of the centre, though, as 
will appear in this chapter, his part is an essential one. 

Views on the organization of in-patient treatment for children differ widely, even in the 
United States where child psychiatry has made such vigorous strides in the last twenty 
years. ‘Stefansburg’ in Zurich, the oldest child psychiatric unit in Europe, having been 
founded by E. Bleuler, is today run entirely by teachers as a boarding-school, although 
under the direction of a child psychiatrist. It has no nursing personnel, and is completely 
removed from the hospital atmosphere. Many medical schools in Germany, Scandinavia 
and the U.S.A. have small children’s in-patient units, connected with psychiatric or paedia- 
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trie hospitals. They form a part of the hospital, and have visiting teachers only. Holland, 
on the other hand, has only a few out-patient clinics for children. Maladjustment is regarded 
as an educational problem and, apart from these clinics, is left to teachers who do their work 
in a great variety of schools. Britain has at present about one dozen in-patient units for 
children, each of t^venty to thirty beds; they are parts of psychiatric hospitals and are 
under the direction of psychiatrists. 


PSYCHIATRIC EXAMINATION OF THE CHILD 


The psychiatrist experienced in observing and examining the unwilling, uncooperative 
resistive or stuporose patient should, onewould have thought, be able to observe and examine 
the child, even if at the first meeting with the doctor he be shy, resistive, sulky or mute. 
This is not entirely true ; there are parallels in the two situations, but also differences. The 
child's inaccessibility may indicate no severe mental disturbance, though in the grown-up 
this is as a rule a sign of a serious, often psychotic, disorder. As the child’s resistance is 
superficial and transient, the physician must try to overcome it. He must make allowance 
for the special sensitivities of children, make use of play and other techniques to get in- 
formation, and be aware, especially with small children, of the part played by non-verbal 
communication, gesture, mime and expressive utterance. As Kanner has said, 'a sustained 
discussion of himself is not a part of a child’s way of living’; and yet, as the same author 
emphasizes, the initial contact of physidan and child may be ‘a crucial event’. One should 
try to have a talk with every child over six. The amount of information one can obtain is 
sometimes astonishing, and if the child will talk at all his observations are often remarkably 
pertinent. Too little use is generally made of the ordinary interview between doctor and 
patient in child psychiatry, special indirect methods being exclusively relied on, 

It is clearly important, in order to understand the case, to get an 'objective' history from 
one or both parents, a guardian or teacher. None of these informants can give more than a 
partial account, so that it will be all the better to exploit every suitable source of information 
available. Parents are emotionally involved in the abnormality or failure of their child, and 
feel personally responsible What their report lacks in objectivity it may make up by sup- 
plying clues to the aetiology. The psychiatrist will listen quietly to the mother’s story and 
give her her head, however biased she may seem, before he finally puts his questions. 

Because of the importance of what may then emerge, many psychiatrists doubt the 
wisdom of leaving to the social w’orker the first intervieto with the mother who brings her 
child to the clinic. There is plenty of exploratory as well as remedial work after the initial 
examination, for which the assistance of the social worker is essential. 


Indirect methods of exploration of the child’s mind may be verbal, as w-hen he is asked to 
talk about his dreams, his waking fantasies and imaginary companions, or to say what his 
choice would be if he were given the fulfilment of three wishes by a fairy. More imnort^nt 

are the non-verbal methods, such as watching the cliilddniwinir. finpcr-niinimr, ir‘ 

or at play The play technique has been elaborated and studied more than alt the nl'"®' 
Play maybe controlled and the situations so a^ged as .0 reveaT the cMd’ 0 „ot:rd 
reaction to h.s special situation; or it may be free and uncontrolled The m .1.1 
combining treatment with examination in play thcraov has been 1, ' 1 * a of 

psychoanalysts. Their views on the procedure, and csneciallv nn th c 1 ’)' 

vary widely (e.g. Anna Freud, ,9a8:and Mehnfc '"'“Pretatinn, 

Itisdebatablehowfarplayteehniques should be appiiedl;", he non., 
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of the team. He certainly has to use these and similar indirect methods if the child refuses to 
co-operate in the usual tests. His original field is the cognitive abilities and scholastic pros- 
pects of the patient, as far as they can be ascertained by psychological test methods in the 
widest sense. This is important work; large numbers of intellectually subnormal children 
are brought to the clinics because of their backwardness, or because of other complaints 
closely connected with it. Beyond the crude results of tests of personality and maturation 
as well as of intelligence, the experienced psychologist can contribute observations made on 
the child during testing which may provide clues for the total assessment and treatment, 

MENTAL DEFICIENCY 

This numerically highly important part of child psychiatry is the subject of a later 
chapter, where the recognition of mental deficiency in infancy and early childhood, the 
evaluation of test results, the clinical picture, social and educational consequences, and 
treatment, are fully discussed. The student is referred to this part of the book which, as far 
as it concerns itself with mental deficiency in childhood, is to be regarded as part of the 
present chapter. It is a regrettable shortcoming, in our view, of a book on child psychiatry 
such as Kanner’s that he excludes from consideration the main problem of the great numbers 
of intellectually subnormal children, glossing over their abnormality by blaming the in- 
tellectual requirements of ‘the culture which surrounds them’. 

It is a truism that high-grade defectives may be ‘as . . . stable or unstable, secure or 
insecure, placid or moody, aggressive or submissive as any other member of the human 
species’. But they also show, more frequently than the average or above-average child, 
signs of maladaptation not explained by their intellectual defect alone. This needs an ex- 
planation. Moreover, the symptoms of emotional and conative abnormality take on in the 
feeble-minded and the dull a special colouring which makes it often difficult to discover 
their nature. In the majority of cases it is for these symptoms, and not for his lack of scho- 
lastic achievement, that the child is sent to the psychiatrist. Every child psychiatrist, there- 
fore, should be familiar with the high-grade defective and his peculiarities, and the in- 
numerable ways in which his life is influenced by his defect. 

PSYCHONEUROTIC REACTIONS AND PERSONALITY 

DISORDERS 

There is no difference in principle between the psychiatric formulation required for a 
discussion of psychopathic behaviour in the child and that needed for the adult. The general 
section on terminology, aetiology and pathology, as well as the special forms of reaction and 
personality, described in Chapter III, should, therefore, be consulted for a proper apprecia- 
tion of what follows. The occurrence and manifestations of psychiatrically abnormal 
reactions at different periods of life have been mentioned there in each instance. It was also 
emphasized that, in the authors’ view, tliese reactions and deviations of personality re- 
present variants of normal behaviour and personality equipment. 

This tallies well with the point often made in recent writings on child psychiatry, that 
the most frequent ‘abnormalities’ of child behaviour are, in fact, normal stages in develop- 
meJit, which have, in our patients, been extended in time or in significance. This applies 
to such symptoms as enuresis, hesitation in speech, indulgence in rocking movements 
before going to sleep, magic rituals reminiscent of obsessional behaviour, etc. Lapouse and 
Monk (1958) studied a representative sample of children between the ages of six and t^velv■e; 
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in a high proportion the mothers reported behaviour characteristics commonly thought of 
as pathological, and there was evidence that the mothers were underestimating the amount 
of ‘abnormality’. The authors thought that these characteristics might well be no indication 
of psychiatric disorder, but merely a transient developmental phenomenon in essentially 
normal children. The frequency of psychiatric symptoms, singly and in combination, was 
also studied in children selected from birth registrations by McFarlane, Allen and Honzik 
(1954), with comparable findings. 

Similar reservations must be made about ctttaXn personality features, which are common 
and normal in childhood but, when carried on into adult life, represent psychopathic traits 
which can be interpreted as due to delayed maturation. Submissiveness, weakness of will- 
power in the face of temptation, impulsiveness in action which is guided only by affect, lack 
of foresight and living under the impact of the present, are normal in childhood, when full 
allowance may be made socially for them. In the adult the same allowance cannot be made; 
one has the problem of psychopathy, and special measures are required. Clearly, psycho- 
paths of these kinds could not have been recognized as such during childhood. 

Another peculiarity of psychiatry in children is due to the lack of any clear-cut expression 
of mental abnormalities. In the unformed and developing organism, constitutional variations 
do not show themselves in the well-known, relatively definite, psychological forms with 
which we are familiar in the adult. They produce instead failures of general adjustment 
which take their content and colour from the environment. Hence the prevalence of re- 


latively simple and transparent modes of reaction, closely connected with the stage of 
development through which the child is passing; that such things may be the precursors 
of serious deviations of personality, can only be discovered later. This is not always so. 
Mothers and elderly relatives sometimes make remarkably accurate prognostications, from 
evidence which seems insignificant to the expert. This may be because they are able to draw 
upon a full, if intuitive appreciation of the situation, and the recollection of what was shown 
at the same stage of development by others of the same family stock who have now groivn up. 

If one considers, from the point of view of the biologist, the helplessness of the newly- 
born infant, the long duration of his childhood, and the variation in pace of development 
both between different children, and beUveen the physical, intellectual, emotional and sexual 
aspects of the same child, one is not surprised to find that obstacles and difficulties may arise 
at every stage. The functions of sleep and waking, intake of food and excretion, speech and 
skilled movement, sexual and emotional behaviour, have to be integrated, and may be dis- 
turbed in the process. They may become centres of symptom formation. Such disturbances 
though often only localucd and partial, may also be tigm of a general impairment of develop- 
ment, which later may provide the predisposition for a severe neurotic illness Anomalhs 
such as enuresis, sleep-walking, prolonged dependence on the mother, are found a good 
deal more often in the early histories of adult neurotic patients than in control cases- if a 
number of them are accumulated in the same individual they may be the indications’ of a 
neurotic or psychopathic predisposition (Mayer-Gross et al., 1949). cations ot a 

On the other hand it is to some extent characteristic of the symptoms of children t, 
shown and to remain as isolated abnormalities, indicating a difficultv of 'e. ! '0 te 

tom stage and in a special field-, and in this case they are of little value inT Y"' 

mental maladjustment or disease. As a rule they disappear without to. 
most episodes of truancy or thumb-sucking; wd othws which o' happens with 

as a stammer, or food-fads, or nail-biting,®^ ^ whwtit P^f^ist through life, such 
fields. g. uo so without impairing adjustment in other 
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The clinician who has to treat the disturbed child will allow only a relative importance 
to single symptoms. In order to arrive at a plan of treatment and a prognosis, he has to gain 
a picture of the child as a whole, to weigh features of strengtli against ones of weakness, 
assets against deficiencies or forms of dysfunction. 

The Parent-Child Relationship 

The child is more responsive than the adult to the emotional atmosphere of the en- 
vironment in which he lives; and for the child too young to go to school, the home makes 
up the whole of that environment. The relationship between the child and his parents and 
other members of the family therefore assumes a central importance. If the relationship is 
amiss, one may expect unhappiness for the child and an increased probability of neurotic 
symptoms or behaviour disorders. Thus Bowlby (1951) has attributed a central importance, 
for the healthy mental development of the child, to the existence of ‘a warm, intimate and 
continuous relationship with his mother in which both find satisfaction and enjoyment’. 

MATERNAL DEPRIVATION. It has been maintained, and sometimes still is maintained, 
that separation of mother and child, or changes from one to another mother-figure in the 
crucial first three years, or failure to form a satisfactory relationship with a mother-figure, may 
lead to a permanently distorted development of the personality. This is commonly known 
as the hypothesis of Maternal Deprivation, on which a very large amount of work has been 
done during the last twenty years since it was first formulated by Bowlby. In more specific 
terms it is supposed that the extreme susceptibility of the child to the effects of maternal 
deprivation is shown during the first year or two years of life, after which this suscepti- 
bility diminishes. Support for this view is derived from ethological studies of bird and 
mammalian life, which indicate that in the young of some species ‘imprinting’ effects 
occur which may finally determine a behaviour pattern; tlius the young gosling can be 
trained to accept a human being as tlie mother-figure. So far, however, no ewdence has been 
found for the importance of such processes in the human infant. 

Bowlby’s first work on the subject of maternal deprivation was based on fort}r-four 
juvenile thieves (1946); he concluded that the specific abnormality of personality develop- 
ment which resulted from maternal deprivation was a deficiency in forming adequate 
interpersonal relationships; what eventually emerged was an affectionless, psychopathic 
child, adolescent and adult. There was an enhanced probability of delinquent behaviour 
and, among delinquencies, thieving was especially likely. Deficiencies of development, 
however, could occur not only in the temperamental but also in the cognitive field; 
psychologists have found that maternally deprived children, e.g. those brought up in 
institutions, have lagged behind their peers especially in verbal intelligence. The whole 
field has been reviewed by a number of authors in a W.H.O. booklet edited by Ainsworth 
(1962), and has also been subjected to a very useful critical review by O’Connor and 
Franks (i960). 

However criticism has not been lacking, not only from outside but also from witliin. 
Bowlby himself (1958) was led by his re-examination of the relevant facts to conclude that 
‘statements implying that children who are brought up in institutions or who suffer other 
forms of serious privation or deprivation in early life commonly develop psychopathic or 
affectionless characters (e.g. Bowlby, 1944) are seen to be mistaken.’ The validity of tlic 
maternal deprivation syndrome, standing on its triple footing of (i) a specifically susceptible 
age span, (2) a specific psychic trauma, and (3) a specific distortion of personality development, 
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has been devastatingly attacked by Barbara Wootton (1959), also in Ainsworth (1962); in 
fact , at the present time little of the original structure can be said to remain. There is practic- 
ally no evidence that a limited experience of maternal deprivation occurring at any age pro- 
duces irreversible effects. The earlier retrospective case studies of delinquent- children 
with serious personality disorders found a significant incidence of severely depriving early 
separation experiences. But later prospective follow-up studies of children who have suf- 
fered early prolonged and severely depriving separation experiences showed a small 
incidence of delinquent outcome, 

Hilda Lewis (1954) studied 500 children, boys and girls, admitted to a reception centre 
because of neglect (i 1 1), being uncontrollable (90), loss of parental care {78), pilfering (50), 
etc. Psychiatric disturbance in these children w'as associated vrith (i) a neurotic or psycho- 
pathic mother, (2) mother lacking in affection, (3) father lacking in affection, (4) prolonged 
stay in public care, (5) illegitimacy. It was found that a mentally disturbed mother tended to 
produce a neurotic reaction in the child. Unsocialized aggressive behaviour was more likely 
if either the mother or the father were not affectionate, or if the child had been in public care. 
However, separation from the mother as such did not seem to be particularly important; 
unless it had occurred before the age of two years, and had been lasting, it bore no statisti- 
cally significant relation to the normality or otherwise of the child’s mental state at the time 
of admission. No clear connexion was evident between separation from the mother and any 
particular pattern of disturbed behaviour. Neither delinquency nor incapacity for affection- 
ate relationships n*as significantly more frequent m the separated children. Children long 
exposed to the dislike or indifference of their natural mothers gained rather than lost by 
separation, provided they passed into kind and sensible hands. 

In many of the studies supposed to show the effects of maternal separation or depriva- 
tion, the subjects were living in a deprived state, e.g. m a ‘broken home’, at the time of the 
study; this would not suggest the importance of a critically susceptible stage in the child's 
life at an earlier time. The specificity of the psychic trauma has also been eroded, since much 
of the work has been done on institutionalized children, who may represent a genetically 
biased selection, and who may well have suffered from other deprivations (e.g. nutritional) 
than that of maternal love. Wootton says that the mam result of much work has merely been 
to show that deplorable patterns of upbringing are prevalent in institutions. Thirdly, the 
specificity of the response has become blurred. Little by little a great range of behavioural 
anomalies has come to be associated with forms of maternal deprivation more and more 
loosely defined. 

As an example, Hewitt and Jenkins (1946) made a study of the so-called conduct dis- 
orders. The>’ examined 500 case histories of problem children referred to the Michigan 
Child Guidance Institute, using the routine c.ise records of children of n and 12 years and 
a mean I.Q of 94. Forty-five traits were taken from the case histories, and correlations were 
calculated. A cluster analysis then showed three clusters of mtercorrelated traits, and related 
to them by significant correlation coefficients there were three clusters on the parental side. 
Parental rejection went with unsocialized aggressive behaviour on the part of the child; 
parental negligence with socialized delinquent behaviour of the child; parental repression 
with over-inhibited behaviour by the child. 

Attempts at a better formulation of the maternal deprivation hypothesis have led to a 
subclassification into sensory, social and emotional components. This standpoint has been 
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and vestibular pathways, and ‘perceptual deprivation’ may have significant consequences for 
development. This formulation too, however, requires more rigorous definition. 

It must be noted finally that doubts have crept in whether there is any statistically 
reliable association between a delimited period of separation from the mother and any 
subsequent abnormality. Douglas and Blomfield (1958) reporting on the National Survey 
of the later development of a population sample of children born in 1946, noted that 52 per 
cent, of the legitimate children were separated from their mothers at some time between 
birth and the age of six. Comparing the separated and non-separated children there was no 
significant difference in the incidence of neurotic traits, if the children remained at home. 
If there was a separation both from mother and from home, one symptom showed up more 
frequently in the separated than the non-separated children — bed-wetting. 

The effects of maternal separation and maternal deprivation have recently been reviewed 
by Yarrow (1964). He concludes that the evidence is convincing that harmful effects result 
from marked deprivation of sensory, social and affective stimulation, such as the child 
frequently has to suffer in institutional life ; but much of the evil effects of separation from 
the mother have been caused by unfavourable features of the environment into which the 
move was made. 

However as Wootton has pointed out, research into the effects of maternal deprivation 
has been of value in mitigating the conditions under which children had been reared in 
institutions. It has also encouraged more enlightened attitudes in children’s hospitals and 
exerted beneficial effects on the practices of organizations responsible for the care of 
illegitimate and homeless children for whom it is now usual to arrange adoption or foster- 
home care with the least possible delay. 

THE BROKEN HOME. If the specific postulates of the theory of maternal deprivation are 
abandoned, we are left with a formulation of a much more general kind, to which there are 
few who would take exception. This is the homely truth, in the words of Barbara Wootton, 
that children ‘need to be dependably loved, and that without such dependable love, they are 
likely to become frightened, unhappy or mentally retarded’. There seems to be no reason to 
suppose that it has to be the child’s blood-mother who supphes this love, or that a kind, 
loving and sensible aunt, granny or foster-mother cannot fulfil the need. The maternal 
deprivation theory, deprived of its specificities, merges into the theory of the ‘broken home’, 
which also has been held responsible for a multiplicity of psychiatric and psychosomatic 
disorders in children, and perhaps particularly for juvenile delinquency. 

The studies made on the significance of the broken home in the aetiology of behaviour 
disorders in children are, if anything, even more numerous than those made into maternal 
deprivation; but the results obtained are much more consistent. In the field of delinquency, 
especially delinquency in girls, the evidence supporting the view that the broken home plays 
an important role, is strong and consistent. This theory too has been sharply criticized by 
Barbara Wootton, but mainly on the grounds of being insufficiently precise. The definition of 
what constitutes a ‘broken home’ is indeed a matter of considerable difficulty. Onemay choose 
a wholly objective definition, which does not do justice to the psychological circumstances; 
or one may choose something more psychologically apt, at the cost of introducing a sub- 
jective element. However, on either basis, the findings made for example in the field of 
delinquency, are consistent. 

Among the objective definitions of a broken home one of the best is that of Carr- 
Saunders, Mannheim and Rhodes (1942). They classified homes into four types: 
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*(A) Normal family consisting of husband and wife, who are parents of the case, and 
children (including the case) living at home. 

(B) Normal family, as in (A) with the addition of others, relatives, e.g. grandparent(s), 
or non-relatives (lodgers). 

(C) Other families, with two heads of the household (male and female), e.g. uncle and 
aunt of the case, or step-father and mother of the case, or father and mother cohabiting 
but not married, etc., and children (including the case) living at home, and others, 
relatives or non-relatives. 

(D) Families with one head of the household only, e.g. widowed mother of the case, 
and children (including the case), and others.’ 

These authors applied these standards to nearly 2,000 delinquent boys, equally divided 
between London and sb: provincial cities, and matched them with an equal number of 
control boys of the same age from the same schools. In London 25 per cent, of the 
delinquent boys came from families of types C or D, as against 13 per cent of controls, in the 
provinces 32 per cent, as against 18 per cent, in controls. In their report on delinquent 
girls Cowie, Cowie and Slater (1968) noted that 58 per cent, of the girls in a year’s intake to 
a classifying school came from homes of types C or D. Other authors have used slightly 
different definitions, but agree in finding a higher ‘broken home’ incidence in boy delin- 
quents than in controls, and a higher incidence in delinquent girls than in delinquent boys 

Objection can be made to the reliability of these findings in the field of delinquency, 
because many of the samples studied may have been selected, in part at least, by the magi- 
strates or other social agencies for the very fact that the home background of the child %vas 
known to be broken; this would be a reasonable cause, for instance, for deciding that 
institutional care was called for. However, the raised incidence of broken home is still found 
when one retreats further and further away from any possible effect of administrative 
selection. Thus it has been found, not only m children who have been committed to care, 
but also in samples of those convicted, regardless of committal ; in samples of those charged, 
regardless of conviction; m samples of those against whom a complaint has been made, 
regardless of whether they were charged or not; and finally in samples of those, selected 
from the general population, who have, in the anonymity of the research enquiry, provided 
their own statement of delinquent or aberrant behaviour (Cowie et ah, 1968). 

If we ask what kind of breaking of the home is of particular aetiological significance, 
forms of breaking which involve emotional tensions and stresses show up in relative promin- 
erice; merely being orphaned, for instance is much less dangerous for the child than living 
'vith his natural parents when they are constantly quarrelling. The disturbing effect of such 
emotional stresses is shown predominantly at the time; if the child can be removed from 
^ch an unsatisfactory enviroiunent he responds very well to treatment or rehabilitation. 
Really lasting effects usually result only from years spent in a psychologically traumatic 
background. 

It must be admitted that we know very little of the specific effects of unfavourable 
aspects of the home environment; nor do we know whether there are, as some believe, any 
particular danger periods in the development of the child when unfavourable circum- 
stances v ill have their maximum effects. In practice we have to make the best use we can of 
I ws which may seem to be mere commonplaces. The child in his dependence needs love 
an attention, and, in order to feel secure, some consistency in his environment. He can be 
expected to thrive when his parents are themselves well adjusted, affectionate and placid. It 
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and vestibular pathways, and ‘perceptual deprivation’ may have significant consequences for 
development. This formulation too, however, requires more rigorous definition. 

It must be noted finally that doubts have crept in whether there is any statistically 
reliable association between a delimited period of separation from the mother and any 
subsequent abnormality. Douglas and Blomfield (1958) reporting on the National Survey 
of the later development of a population sample of children born in 1946, noted that 52 per 
cent, of the legitimate children were separated from their mothers at some time between 
birth and the age of six. Comparing the separated and non-separated children there was no 
significant difference in the incidence of neurotic traits, if the children remained at home. 
If there was a separation both from mother and from home, one symptom showed up more 
frequently in the separated than the non-separated children — bed-wetting. 

The effects of maternal separation and maternal deprivation have recently been reviewed 
by Yarrow (1964). He concludes that the evidence is convincing that harmful effects result 
from marked deprivation of sensory, social and affective stimulation, such as the child 
frequently has to suffer in institutional life; but much of the evil effects of separation from 
the mother have been caused by unfavourable features of the environment into which the 
move was made. 

However as Wootton has pointed out, research into the effects of maternal deprivation 
has been of value in mitigating the conditions under which children had been reared in 
institutions. It has also encouraged more enlightened attitudes in children’s hospitals and 
exerted beneficial effects on the practices of organizations responsible for the care of 
illegitimate and homeless children for whom it is now usual to arrange adoption or foster- 
home care with the least possible delay. 

THE BROKEN HOME. If the specific postulates of the theory of maternal deprivation are 
abandoned, we are left with a formulation of a much more general kind, to which there are 
few who would take exception. This is the homely truth, in the words of Barbara Wootton, 
that children ‘need to be dependably loved, and that without such dependable love, they are 
likely to become frightened, unhappy or mentally retarded’. There seems to be no reason to 
suppose that it has to be the child’s blood-mother who supplies this love, or that a kind, 
loving and sensible aunt, granny or foster-mother cannot fulfil the need. The maternal 
deprivation theory, deprived of its specificities, merges into the theory of the ‘broken home’, 
which also has been held responsible for a multiplicity of psychiatric and psychosomatic 
disorders in children, and perhaps particularly for juvenile delinquency. 

The studies made on the significance of the broken home in the aetiology of behaviour 
disorders in children are, if anything, even more numerous than those made into maternal 
deprivation; but the results obtained are much more consistent. In the field of delinquency, 
especially delinquency in girls, the evidence supporting the view that the broken home plays 
an important role, is strong and consistent. This theory too has been sharply criticized by 
Barbara Wootton, but mainly on the grounds of being insufficiently precise. The definition of 
what constitutes a ‘broken home’ is indeed a matter of considerable difficulty. One may choose 
a wholly objective definition, which does not do justice to the psychological circumstances; 
or one may choose something more psychologically apt, at the cost of introducing a sub- 
jective element. However, on either basis, the findings made for example in the field of 
delinquency, are consistent. 

Among the objective definitions of a broken home one of the best is that of Carr- 
Saunders, Mannheim and Rhodes (1942). They classified homes into four types; 
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‘(A) Normal family consisting of husband and wife, who are parents of the case, and 
children (including the case) living at home. 

(B) Normal family, as in (A) with the addition of others, relatives, e.g. grandparent(s), 
or non-relatives (lodgers). 

(C) Other families, with two heads of the household (male and female), e.g. uncle and 
aunt of the case, or step-father and mother of the case, or father and mother cohabiting 
but not married, etc., and children (including the case) living at home, and others, 
relatives or non-relatives. 


(D) Families w'ith one head of the household only, e.g. widowed mother of the case, 
and children (including the case), and others.’ 

These authors applied these standards to nearly 2,000 delinquent boys, equally divided 
bet^veen London and six provincial cities, and matched them with an equal number of 
control boys of the same age from the same schools. In London 25 per cent, of the 
delinquent boys came from families of types C or D, as against 13 per cent of controls, in the 
provinces 32 per cent, as against 18 per cent, in controls. In their report on delinquent 
girls Cowie, Cowie and Slater (1968) noted that 58 per cent, of the girls in a year’s intake to 
a classifying school came from homes of types C or D. Other authors have used slightly 
different definitions, but agree in finding a higher ‘broken home’ incidence in boy delin- 
quents than in controls, and a higher incidence in delinquent girls than in delinquent boys. 

Objection can be made to the reliability of these findings in the field of delinquency, 
because many of the samples studied may have been selected, in part at least, by the magi- 
strates or other social agencies for the very fact that the home background of the child was 
known to be broken; this would be a reasonable cause, for instance, for deciding that 
institutional care was called for. However, the raised incidence of broken home is still found 
when one retreats further and further away from any possible effect of administrative 
selection. ’Thus it has been found, not only in children who have been committed to care, 
but also in samples of those convicted, regardless of committal; in samples of those charged, 
regardless of conviction; in samples of those against whom a complaint has been made, 
regardless of whether they were charged or not; and finally in samples of those, selected 
from the general population, who have, in the anonymity of the research enquiry, provided 
their own statement of delinquent or aberrant behaviour (Cowie et 0/., 1968). 

If we ask what kind of breaking of the home is of particular aetiological significance, 
forms of breaking which involve emotional tensions and stresses show up in relative promin- 
ence; merely being orphaned, for instance is much less dangerous for the child than living 
with his natural parents when they are constantly quarrelling. The disturbing effect of such 
emotional stresses is shown predominantly at the time; if the child can be removed from 
such an unsatisfactory environment he responds very well to treatment or rehabilitation. 
Really lasting effects usually result only from years spent in a psychologically traumatic 
background. 


It must be admitted that we know very little of the specific effects of unfavourable 
aspects of the home environment; nor do we know whether there are, as some believe, any 
paiticu ar danger periods in the development of the child when unfavourable circum- 
M maximum effects. In practice we have to make the best use we can of 

seem to be mere commonplaces. The child in his dependence needs love 
exnPM secure, some consistency in his environment. He can be 

pcctd to thrive when his parents arc themselves tvell adjusted, affectionate and placid. It 
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seems that excessive strictness may tend to produce neurotic patterns, and excessive 
indulgence and permissiveness tend rather towards delinquency; worse than either is an 
unpredictable variation from one attitude to the other which leaves the child bewildered and 
deprived of all security. Any sudden change in the environment, and particularly one in 
which there is a sharp fall in the level of affectionate protection, may produce an emotional 
crisis, especially in the insecure or over-sensitive child. Going to school, admission to 
hospital or being left to stay with relatives may act in this way. Neurotic tendencies in the 
parent may evoke or reinforce neurotic traits in the child. Dissensions between the parents, 
and exhibitions of strong emotions of anger or fear, seem particularly likely to arouse 
insecurity and .anxiety. What is remarkable, clinically, is that the mental health of children 
from unfavourable homes is as good as it is. Even from such homes the majority of children 
develop normally ; and gross disturbances of behaviour or neurotic states may be shown at 
times by children from happy and sensible homes. 

Some special modes of reaction have been held to be particularly dangerous for the 
child. A mother may seek compensation for her unhappy marriage by building up strong 
emotional ties with her son. Unable to face the prospect of his separation from her, she 
may block or delay any step he takes towards greater independence, and so encourage in 
him the development of a dependent and inadequate personality. Another pattern which is 
frequently held accountable for neurotic symptoms, is seen when the mother comes to be 
regarded as the source of all love and tenderness, and the father is a remote figure whose 
relationship with the children is largely that of a disciplinarian. Plausible as it is that such 
constellations may cause neurotic symptoms in the child, there is no sure proof and we do 
not know how frequent and how important they are. Similar doubts apply to suggestions 
that only children, and the first and the last child in a sibship are specially endangered. One 
might expect that such children would be more prone than others to be domineering or 
demanding, or to remain babyish, dependent and lacking in self-reliance. We do not know 
that this is so. 

Adverse home circumstances are not, of course, the only causes of failure of adjustment 
in childhood. We cannot even say of any particular symptom or syndrome that it must be 
caused in this way. Nevertheless such circumstances are common, and where they are 
found they may be assumed to be playing some part, and to be making the adjustment of 
the child so much the more difficult. This will be true in conditions in which the primary 
cause of abnormality is to be sought elsewhere, such as in cases of epilepsy. If the unfavour- 
able environmental factors are then ignored, treatment of the primary condition %vill 
probably be less successful than it otherwise would be. In other cases, the adverse environ- 
ment may prove to be the main or even the only significant cause of maladjustment, and 
should be the focus of the therapeutic attack. One must, however, be wary of jumping 
to conclusions, of assuming merely because of the existence of a neurotic symptom in the 
child that the environment must be at fault, in total disregard of the lack of any positive 
evidence that it is so. 

It is quite common even for highly intelligent parents to show very little insight into the 
nature of the situation within the family that contributes to or causes the child’s behaviour 
disturbances. In such cases the psychiatrist is frequently able to give help by relatively 
simple measures. In addition to providing specific treatment for the child’s illness, his aim 
must be to educate and encourage the parents to adopt an objective attitude towards the 
problem that confronts them. He too, should remember his own inadequacies and the 
uncertainty of all his insights. As Lauretta Bender has remarked (1962): ‘For fifty years. 
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Isolated Symptoms 

DISORDERS OF SLEEP. Investigations into the physiology and psychology of sleep, 
which have recently been reviewed by Oswald (1962) and Kleitman (1963), are of prat 
interest and importance to the psychiatrist and neurologist. RJeitman s work, with a hibh- 
ocraphv of over 4,000 titles, gives a comprehensive account of a vast range of phenomena. 
'Hiere is of course no human function in which there are not differences between the sleeping 
and the waking states, not to speak of such intermediate conditions as the hypnotized state, 
somnambulism and somniloquy; and the examination of changes between sleeping and 
waking, along biochemical, physiological and electro-physiological lines, leads to theoretical 
problems many of which are unresolved as yet. Nevertheless recent advance have been so 
great that earlier theories of historical importance, looking for the regulation of sleep in 
humoral changes, or in reflex irradiating cortical inhibition, now find little support. The 
predominant view is that wakefulness is the positive phenomenon, sleep itself being thought 
of as a passive state, needing no special mechanisms for its onset. Waking is controlled by a 
subcortical centre, most probably in the roesodiencephalon. In the infant the spontaneous 
rhythm generated by this centre involves short cycles recurring 0 number of times in the day, 
with about twice as much time spent sleeping as waking. With the maturation of the indivi- 
dual, largely as a result of processes of learning and habituation, the waking centre comes 
gradually under cortical control. This finally results in a single nventy-four hour cj'cle, in 
which the proportions are reversed, and twice as much time is spent tvaking as sleeping. 
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INSO.MNIA AND RESTLESS SLEEP. Disturbances in the development of the normal pattern are 
only rarely due to a fault In the central component. Letliargic encephalitis and narcolepsy, 
in which a lesion of the sleep centres may be suspected, are rare until after the age when the 
sleep rhythm has been differentiated, in school-children or adolescents. On the other hand 
peripheral causes of disturbance may be important. Any kind of physical illness which can 
cause pain or other forms of sensory stimulation, alimentary disorders, or the breathing 
difficulties caused by adenoid vegetations, may disturb sleep. Children who are getting an 
inadequate amount of sleep are generally fidgety and restless or liable to outbursts of temper; 
but it is doubtful whether lack of sleep is the cause of such symptoms or only an associated 
manifestation. 

Lively active children sometimes show unusual patterns of motor behaviour in sleep 
such as tossing, jerking or talking, crying out or screaming without waking up, and grinding 
the teeth. They are mostly of little significance, but may at times be indications of emotional 
difficulties. To the same group of anomalies belong certain rhythmic movenimit shoxon before 
going io sleep, especially head-rolling, ‘jactatio capitis nocturna’; in rare instances motor 
phenomena of these kinds may be seen when sleep is very deep. As a rule these symptoms 
disappear when the child grows up. If there is other evidence of emotional upset, and no 
ph>'sical cause can be found, an environmental stress can be looked for; disharmony 
bettveen the parents, the excessive strain of competition with an elder brother or with school- 
fellows, or the amdous solicitude of the parente for the child to excel. 
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Sleeping difficulties often arise from or are made much worse by the fact that parents 
easily become disturbed about any minor anomaly that is shown. The emotional tension rises 
at bed-time, and dramatic scenes ensue. Kanner refers to three typical ones: ‘Refusal to go 
to bed, with arguments, excuses and delays ; rituals, crying, calling, playing after the child 
has gone to bed; waking at night, calling for mother or father until the child has been 
“calmed” or taken into the parents’ bed.’ 

These children often show other signs of defeetive training in feeding, excretion, etc., 
which the physician may only discover after asking about them. The parents themselves 
may be irregular and erratic in their sleeping habits ; and by direct suggestion, in conver- 
sation about late nights, or grumbles about the noisiness of the neighbourhood, they may 
be the immediate cause of the symptom they deplore. Treatment can only start when the 
nature of the situation has been understood, the parents are made aware of it and are 
prepared to collaborate. It consists in giving the regular and consistent habit-training which 
should have been provided from the earliest age. 

SLEEPWALKING. Sleepwalking is quite common; it has been estimated that about i per cent, 
of the general population are occasional sleepwalkers, and up to 6 per cent of children 
having any type of sleep disturbance. Sometimes it has been found to run in families. 
Physiologically it is looked on as a partial break-through of the sensory and motor block 
(de-afferentation and de-efferentation) by which the cortex is normally isolated during sleep ; 
and clinically the state is more akin to waking, with symptoms of hysterieal dissociation, 
than to the normal sleeping state. As an isolated symptom, it is rarely brought to the atten- 
tion of the physician, and he usually meets it only when there are also other neurotic 
complaints. His main duty will probably be to point out its insignificance. 

Children who cry out or talk in their sleep often sleepwalk too ; and there is a connexion 
between somnambulism and night terrors. For all these symptoms a subsequent amnesia 
is the rule ; but unlike the child with night terrors, the typical sleepwalker shows little 
sign of affect, walks slowly and deliberately, and engages in no dramatic action. Although 
perception is reduced or narrowed, he seems to find his way and avoid objects, and is rarely 
in danger. Accidents, even severe ones, can however occur; and if the sleepwalking pattern 
obviously involves risks, accidents must be guarded against. 

If sleepwalking occurs frequently and persistently, it may well be an expression of a 
conflict in the child’s life, such as a division of loyalties between parents, siblings or friends, 
or the first unrequited love for a grown-up. If, with treatment, the symptom is not resolved, 
it may be easily influenced by suggestion. 

NIGHTMARES AND NIGHT TERRORS. These two forms of reaction to fear in sleep, though 
similar, should be kept distinct. Nightmares can be experienced at any age, and are in 
essence no more than frightening dreams. Night terrors are peculiar to children, mostly 
between the ages of three and eight years, and are not seen after puberty. 

If the child has a nightmare, usually a dream of a threatening kind of men or animals, he 
wakes up, lies awake remembering the dream, and calms down quickly from his fear. The 
night terror has been described by Roger (quoted by Kleitman): ‘Suddenly, while fully 
asleep, after a short period of agitation and one or two groansv^ the child sits up in bed, eyes 
wide open and facial expression one of terror. Pale, covered with perspiration, he extends 
his trembling arms, as if to protect himself against an approaching enemy.’ The child is in a 
twilight state, usually cannot be wakened, and is not accessible to calming words of 
reassurance. He still sees whatever it is that terrifies him, and sweating and other physical 
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In some cultures emphasis has been placed on the value of breast-feeding to the infant. 
Largely on the basis of psychoanalytic concepts, it has been held to be necessary if child and 
mother are to achieve a mutually satisfying relationship. Of this there is no proof. The 
subject has been reviewed by O’Connor and Franks (i960), since when there has been no 
new work of importance. In the United States, where parents are very open to psyehological 
guidance, the frequency of breast-feeding has dropped dramatically, though at the time of 
writing there are hints of a change in the opposite direction. Practice in child-feeding seems 
to be much affected by non-medical and non-psychiatric influences, and tends to be a matter 
in which there are changes of fashion from time to time. 

The decision whctlier to breast-feed or bottle-feed, and when to wean, depends a good 
deal on social considerations, on the mother’s ideas on the subject, on her attitude towards 
breast-feeding and her relationship to the ehild. Similar factors affect the question whether 
the feeding regime will be well organized, or flexible and permissive. It may be well, for 
instance, to advise the rather indecisive and inadequate mother with little self-confidence to 
have a definite feeding schedule, whereas the child of a perfectionistic and obsessional mother 
is best not exposed to such a regime. 

REFUSAL OF FOOD AND FOOD FADDISM. In our last edition we wrote that these problems were 
very common, and were presented by a quarter or more of the children attending psychiatric 
clinics and paediatric clinics. This seems to have been to a large part caused by the anxieties of 
mothers to rear their children by the best scientific standards. Now that scientific standards 
have been made more flexible, and approach closer to the folk ways of unsophisticated 
peoples, the problems are receding again. 

Children show a great variety of feeding preferences and habits, and the regime to which 
tliey adjust should itself be adjusted to their individual desires and needs, A generation ago 
the paediatrician Davis (1928, 1935) showed in experiments on self-selection of diet in young 
children, that they were well able to choose the diet which best suited them and thrive on it, 
without any adult direction. His experimental subjects were ‘omnivorous’ and governed not 
only by caloric needs but also by preferences which changed from time to time in an 
unpredictable way. If today the psychiatrist is asked to advise in a case of food-refusal or 
food-faddism, he will look for the source of anxiety in the feeding situation as the prime 
cause of refusals and difficulties, and will probably pass off the food-fad as a temporary and 
harmless affair. We have found that if force, bribing, cajoling and similar tactics are 
abandoned, and nutritional perfectionism allowed to lapse, food-refusal and anorexia, the 
one-time dreaded crux paediatrica, disappear. 

NAUSEA AND VOMITING. Nausea and vomiting are in children readily provoked by any mental 
upset, and also by any disturbance of physical health. They may be the early signs of a 
serious physical illness, such as meningitis or cerebral tumour. Vomiting may also be a 
physiological mode of self-protection against over-eating. 

Once it has been established as an easily released viechanism, vomiting may appear in the 
child in any situation of imhappiness, frustration or excessive excitement. The cliild who 
dreads going to school may vomit earlier in the morning. Vomiting at meal-times is generally 
part and parcel of a variety of feeding difficulties; one-third of Kanner’s children who had 
such problems were also liable to vomiting and gagging. Vomiting at night may occur with 
over-fatigue, or with over-excitement at a game or party. The cause in small children is 
usually not far to seek, and once found can soon be remedied. In school-children something 
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more may be required. The cause may not be so obvious, and may for instance be found in 
a forcing of the pace by ambitious parents or teachers, or an unhappy relationship with a 
school-fellow. Even after the basic trouWe has been put right, some active step, such as a 
few but impressive suggestions from the doctor, may be needed to terroinate the abnormal 
pattern. 

Cyclic vomiting, lasting two to five days and recurring after weeks or months, represents 
a definite clinical syndrome. The causation is not fully understood, but there is always 
severe ketosis and usually acidosis during attacks. These may be precipitated by events with 
an affective colouring, and the patients often have emotional problems of some seriousness. 
Cyclic vomiting may be the precursor of migraine in the adult. It never outlasts puberty. 
The attacks arc usually brought under control by the administration of glucose in small, 
frequent doses, and sodium bicarbonate gr. 15-30, 4-6 hourly, to combat acidosis. 

Abdominal pain, colic and constipation in children have been thought to be psychogenic, 
without much proof- but considering bow sensitive the child’s digestive tract is, psycho- 
logical causes may well be the important ones in some cases. 

With rather more justification, rumination and pica have been r^arded as evidences 0/ 
mental abnormality. Rumination, the returning of food from the stomach into the mouth 
without nausea, may be an apparently pleasurable habit, which may lead to loss of weight 
and serious consequences. It can be combated by symptomatic treatment and fully engaging 
the child’s attention elsewhere between meals. Pica, ‘perverted appetite’ in children below 
one year of age, is mainly found in neglected and retarded children who are inadequately 
nourished. The tendency of the baby between four and rune months to put into his mouth 
everything within reach, may last longer in backward children. There are however no 
cravings for special substances, as in the pica of pregnant women. Normal nourishment and 
proper care easily cure the habit, even though, as in severely retarded children it ertend* 
to the swallowing of its own faeces. * 


DISORDERS OF EXCRETORY FUNCTIONS. Eneopresis, involuntary defaecat.nn • 
children, not direcUy attributable to any organic lesion, is a sign of a serious ^ 
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and parents. He found mueh individual variation in the time at whieh "wetting ceased. 
Children suffering from both nocturnal and diurnal enuresis cease to wet, as a rule, later at 
night than by day; on average boys stop later than girls, and children with primary later 
than children with acquired nocturnal enuresis. Nocturnal enuresis is associated with diurnal 
frequency and urgency of micturition. Hallgren found heavy sleep to be associated with 
nocturnal enuresis, but the relationship did not seem to be a simple causal one. Physical 
disorders were not prominent in the aetiology; but emotional disturbances were commoner 
in cnuretic children with nocturnal and diurnal enuresis than in the non-enuretic, and this 
type of enuresis might appear as a result of disturbances of the child’s emotional 
security. 

Plallgren concluded that nocturnal enuresis was aetiologically heterogeneous. There are 
probably non-genetic cases, but very probably also a nuclear group in which the liability to 
enuresis is primarily genetically determined, gene manifestation being modified by 
environmental factors. In familial cases, the morbidity risk was about 40 per cent, in fathers 
and brothers, and about 20 per cent, in mothers and sisters. On the other hand there was no 
evidence that diurnal enuresis, occurring alone, was due to any genetical difference. The 
mode of inlreritance was probably polygenic, or if related to a major dominant gene, subject 
also to polygenic modification. Enuretics and their relatives were not found to be liable to 
any raised mortality or decreased fertility. 

Similar conclusions were reached by Barbour et ah (1963). A positive family history of 
the condition was frequent, and abnormalities in the E.E.G. were present in 84 per cent, of 
all cases. The majority of the children came from stable homes, and most of them did not 
show any marked emotional disturbances. The authors regard enuresis as a developmental 
functional retardation, for which no single cause or factor could be held responsible. 

Toilet training is usually completed by the age of three. It has been made the focus of 
interest by psychoanalysis, for which it has a central importance in the development of pei‘- 
sonality. It is ‘the ego’s first conscious struggle for the mastering of an id impulse’. One may 
admit that the passing of urine or stool into the chamber by a baby is, under the stringency 
of present-day washing facilities, a present to the mother which is received with a smile of 
approval. But why this nursery event should be surrounded by a mass of sophisticated inter- 
pretation, taken from adult psychology, is difficult to see. Toilet training is a mode of adap- 
tation which normally in man, as in animals, proceeds of itself, and is only disturbed when 
the integration which is needed on various nervous levels is interfered with by constitu- 
tional, physical or situational factors. A critical review of botli Freudian and learning theory 
in relation to enuresis has been provided by O’Connor and Franks (i960). 

There are several stages in the development of central regulation. This is well illustrated 
by experiments in which children at the early age of four to five months were conditioned to 
cleanliness by linking the feeling of the cold brim of the chamber with urination. Of those 
who were successfully trained, 70 per cent, lost the automatic response once more between 
the ages of nine and fourteen months. ‘The child had then to learn intellectually what was 
expected of him and gain conscious control of his sphincters’ (Hellmann, 1949). 

Physical factors, which at various times and by various authors have been regarded as 
playing some part in the causation of enuresis, include spina bifida, local irritation of the 
genitals, small size of bladder, adenoids, abnormally deep sleep, and epilepsy. In individual 
cases each of these may prove to be important, but none of them is of significance in the 
bulk of cases. Parental attitudes, especially maternal over-protection, are probably some- 
what more important. Mothers who go on putting diapers on their children to an abnormally 
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late age, or who othenvise encourage dependence and immaturity, are asking for trouble. 
In slum dwellings, urban or rural, where there are inadequate lavatory facilities, dean 
habits may never be developed. Some of the children of relatively advanced age, who in 
Britain during the war were evacuated from danger areas to new homes, surprised their 
hosts in this way. Regression to earlier behaviour patternsy and not only the loss of toilet 
habits but the resumption of baby talk, may occur during a physical illness. Among the 
affective influences which may start enuresis in formerly clean children the arrival of a new 
baby is well knorni. 

The c]mca\ pktnit and the course of enuresis involve all kinds of variations. There may 
be any combination of daily and nocturnal wetting, although regular nightly enuresis is by 
far the most common. A very few children wet only occasionally, or in spells, though the latter 
rhythm may be seen prior to recovery, under the influence of regular waking by parents 
or by other therapeutic measures. Enuresis may not always end with entry' into adult 
life, even when the best measures have been taken- Grown-up bedwetters may be found sleep- 
ing in common lodging-houses because they cannot find lodging elsesvhere. 

Before treatment can be embarked upon, an intelligent appraisal of the relative importance 
of the different factors in causation is called for. Enuresis may represent only one symptom 
in a normal child or one link in a complicated life situation which needs disentangling. 
Treatment should then proceed along general lines. The child must be encouraged to give 
free expression to his difficulties without fear of ridicule or disapproval, the parents helped 
to understand their role in the situation and the ways in which their attitude to the child calls 
for modification. Punishment is of no avail and the parents should be persuaded to repudiate 
it. A small reward for e.^ch ‘dry night* is, on the other hand, a valuable aid to treatment. In a 
high proportion of cases, however, the domestic situation and the child’s psychological 
difficulties will not by themselves account satisfactorily for the condition j they w'ill, for 
c.\ample, be no longer active as causes. In such circumstances it is fully justifiable to employ 
measures aimed at terminating a bad habit. The reduction of fluid intake, and waking before 
the parents retire for the night or before wetting can be expected to occur, will often be of 
some help. Ephedrine in doses of 15-60 mg. a night, or amphetamine from 2*5 mg. to much 
more, have proved effective in some cases, probably not altogether owing to suggestion. 
1 he latter IS probably better avoid^. An autonomic blocking agent, such as propantheline 
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been discontinued. The child is now awakened by distension alone and is able to anticipate 
the onset of urination. 

It is not only, as has been suggested, beeause of their large numbers that enuretics 
cannot be treated by a prolonged course oi psychotherapy. If enuresis is an isolated symptom 
in an otherwise well-adjusted child, psychotherapy on analytical lines usually does no good, 
reinforces the child’s feeling that there is something special the matter with him, and may 
destroy his spontaneity or add to his unhappiness. In these circumstances, the symptom 
nearly always passes off of its own accord, as a part of the process of maturation, and some- 
times does so prematurely as a result of a change of environment, such as a holiday with 
friends. 

ENCOPRESis appears hardly ever as an isolated symptom, but as a rather ominous one in a 
maladjusted child with a number of neurotic traits. It is a more difficult problem to deal with 
than enuresis, and causes much more distress and anxiety to parents. 

Vaughan and Caslunore (1954), and later Anthony (1957) along very similar lines, 
distinguish tluree ways in which the problem may appear, (i) What may be called the un- 
trained soiler comes from a family in which there is poor training and in which the child is, 
in effect, trained to be ‘dirty’. Family standards and the general social level are low. The way 
to deal with the problem is to institute ordinary bowel routine and habit training. (2) The 
over-trained soiler is related by Vaughan to prolonged conflict between mother and child, in 
which the child is using bowel success or failure to resist the mother’s high standards. The 
denial of the call to stool leads to retention constipation and overflow, or misplaced and 
mistimed evacuation. There will be alternating periods of soiling and retention. Vaughan 
claims that this is usually a product of a compulsive home environment; there has usually 
been a period of early achievement of bowel control, but later breakdo^vn. Soiling starts at 
the age of five or six, and tends to occur on the way home from school. It ceases at nine, ten 
or eleven ; and then the child starts to steal. (3) Encopresis may also appear as a psycho- 
logical response to stress. These children just produce a passive overflow in response to 
chronic stress. They soil when stress or tension is high in the home, and do not soil when the 
home atmosphere relaxes. The children are often clear of the symptom in hospital, but 
relapse to soiling on return home. 

Encopresis was found by Rogers (1953) to be closely related to hostility and aggres- 
siveness in the child towards the mother, and may indicate a bitterness of feeling and an 
irreconcilable attitude which make the case a difficult therapeutic problem. 

CONSTIPATION. This is best not defined as infrequent bowel movement or lack of a daily 
stool, but confined to those cases where a clinical problem arises, i.e. when the evacuation of 
hard faeces becomes difficult. Local abnormalities alwa)’^s have to be looked for, and tire 
possibility of an anal fissure should be remembered. The passage of one large hard painful 
stool may cause the child to become afraid of going to the lavator>^ After that his efforts to 
hold back a bowel movement, which he fears may be painful, increase tire constipation. 
Pinkerton (1958) describes the bowel negativism aroused in children by either over- 
fastidious or over-anxious mothers who make the mistake of talring ‘issue over a function 
which they cannot dictate because the child retains its own voluntary control. . . . Resistance 
to defaecation by the young child can be so determined and so protracted that it may produce 
major physical repercussions, including radiologically demonstrable megacolon’. He claims 
that fissure-in-ano, a more frequent complication, does not precede the constipation but 
is caused by it and is an organic complication in a disorder which is psychogenic in origin. It 
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may deflect attention a^-ay from the emotional basfa of the constipation and so prevent its 
resolution. 

The application of learning theory to the treatment of single symptoms in children, 
especially phobias, enuresis and encopresis, has been discussed by Eysenck and Rachman 
(19656) at theoretical, experimental and clinical levels. Operant conditioning is seen as likely 
to become a treatment of choice. Operant behaviour affects the environment and generates 
stimuli which feed back to the organism; conditioning therapy consists in modifying the 
feed-back stimuli so as to reward, or better reinforce, one mode of response rather than 
another. 

DISORDERS OF SEXUAL DEVELOPMENT. The basic problems of this field are 
discussed in Chapter III, in which the section on ‘the sexually perv'erse’ (p. 260) deals 
with many questions related to child psychiatry. It also contains a critical appreciation 
of Freud’s pioneer work. 

As a general introduction to the preventive aspect of this part of child psychiatry, we 
propose to quote in free translation from Homburger (1926). Homburger follows in many 
points the views of Freud, and gives useful advice on the upbringing of children xcith regard to 
sex. This consists mainly in commonsense rules; but they are addressed to doctors who, as 
he points out, often have to deal with mothers who are themselves unstable, uncertain, too 
tied up with repressions to respond naturally to the situation, or too simple to think of a 
way out close at hand. 

From the time of infancy the child should be protected against untimely sexual excitement. 
The mother who is free of psychopathic traits instinctively gives her child the fondling and 
hugging he needs, but in no excessive measure. She does not yield to the temptation of 
comforting her own weakness at the expense of physical or emotional claims on him which 
may be harmful. However, we must be aware that many mothers have little insight and 
little control. Equally harmful, though today we may be over-estimating the harm it can do, 
13 an excessive reticence and an imwillingness to give or to receive the expressions of love. 

As the child grows out of infancy, caresses by bodily contact should begin to become 
less frequent. By pby, occupation and companions, the interests of the child should be 
directed atvay from his ovm body as the main source of pleasure. He should not be indulged 
with petting and cuddling whenever he finds something to dislike, or fails in an effort and 
is disappointed. 

Homburger disapproves of any cultivation of the coquettishness and graceful display 
of children, especially girls ; he thinks that it may do no harm as long as it is nalv'e and un- 
selfconscious, but that it may awake vanity, wantonness and premature sex interest later. 
The child should not be the witness of the parents’ connubialities, and should not share 
their bedroom. On the other hand, the atmosphere of warmth and love in a happy marriage 
the tenderness and mutual respect shown by his parents, helps him to emotional security and 
balance. Ambiguous references to sex and conversations wth shady double meanings should 
be avoided in the presence of children, in whom an unhealthy curiosity may be aroused 
thereby. 

An important and sometimes difficult task for parents is the development of the sense 
of shame. It may be that this is an artefact of our culture, and certainly in some other 
cultures it plays a less momentous role. Nevertheless the child has to be broughw up to be 
happily adjusted to our prevailing customs and ideas of decency. The usual practice is to 
link ideas about sex 'with the distinctions drawn between what is dean and unclean, neat and 
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Ugly; and the fact that the same organs arc used for sexual and excretory purposes makes this 
easy. This is quite unnecessary and may prove positively harmful. Children leam in an 
automatic way that certain modes of behaviour are or are not possible in company, and by 
their imitativeness and tendency to conformity usually accept general practices without 
question, in the same way as they learn to refrain from handling their food with their fingers. 

Finally, when the first quasi-sexual feelings make their appearance in affections for 
other people, the child who has learned to limit his desires for food, possessions or pleasures 
in other fields, will readily accept limitations here. 


MASTURBATION. Here again we refer the reader to the corresponding part of this book in 
Chapter III (p. 163). Children who masturbate are rarely referred to the physician unless the 
habit is excessive. There are two periods in which masturbation is relatively frequent. The 
infant plays with his genitals as with other parts of his body, unaware of the sophisticated 
ideas of his elders; and in infant boys penile tumescence may be observed. Sometimes this 
seems to arouse pleasurable feelings, which induce repetition of the play. Tumescence also 
occurs in times of restlessness, crying and fretting, and if the child then handles his genitals, 
it may be interpreted as a mode of relief similar to thumb-sucking. There is no need then 
to be alarmed, or to fear that it will lead to masturbation. Diverting the child’s interest to 
play with other objects is all that is usually needed. 

What has been described is commoner in boys than in girls; but in older children of 
three or more masturbation seems to be equally frequent in both sexes. It may be induced 
by local irritation or a skin infection, by tight clothes, or certain forms of playful exercise, 
such as climbing or riding astride a rocking-horse. Sometimes the child has been ‘seduced’ 
by older children or an irresponsible nanny, but more frequent is the apparently accidental 
discovery of the manipulation and its pleasurable effects, then felt by the child to be a 
soothing relief ior moods of anger or frustration. 

If the cause can be found and removed, the habit ceases. This is not always easy, and the 
full co-operation of the parents may be required. They will themselves almost certainly 
need enlightenment, and reassurance about the harmlessness of the dreaded ‘self-abuse’ ; 
and the child will benefit by diversion of interest. In any case, it will almost certainly prove 
a passing phase. 

If masturbation presents itself as an isolated complaint in puberty, the knowledge alone 
of its almost universal occurrence in the male may be sufficient to allay the parents’ and the 
patient’s fears. It is desirable that the patient should guard himself against the development 
of a habit, or persist in his efforts to gain control over it, both as a valuable form of self- 
discipline and as an insurance. The confirmed masturbator often has difficulties in making 
an easy and successful adjustment to adult heterosexual life. 

There are, however, rare instances, usually in a highly psychopathically tinged milieu, in 
which a child masturbates at every moment when he is unobserved, and bears the tired 
and guilty expression attributed by common belief to the habitual masturbator. In pubescent 
boys this may be combined with premature or perversely directed sexual development; 
and the abnormal, eccentric or asocial behaviour of the parents may reduce any chance of 
social therapy. It is this type of case which the psychiatrist is asked to see when the family 
doctor and social agencies have exhausted their resources. Then only by admission to a 
hostel or department of child psychiatry, can one hope for improvement, which may then be 
relatively easily achieved thanlcs to the complete change of environment. 
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Homosemal activities m childhood are sometimes the object of parental distress and 
medical attention. They are often no more than experimental sex play between boys, one 
of whom is older and more mature. In any case the degree of sexual development attained 
by a given age varies very much. The play often takes on the character of a group activity, 
involving a number of boys who practise masturbation at a secret meeting*place. Other 
manifestations of childish homosexuality are the strong affections and passionate devotions 
felt, in all seriousness and depth, by girls and boys towards a class-mate or teacher. 

All this is common and without lasting significants, except in the single instance when it 
releases an aberrant predisposition and becomes the 'key event' of a lasting homosexuality. 
The patient then seems to be sidetracked from the developmental highroad, and to proceed 
no farther towards adult heterosexuality. We have no means of knowing the relative im- 
portance of environmental and constitutional causes in determining the deviation, or 
whether the Freudian notions of mother-fixation and castration-anxiety in boys and penis- 
envy in girls have much importance. Genetical factors are not to be ignored (see Chapter III, 
p. 170) and may be the only significant ones in a group of patients at one end of a scale, at 
the other end of which environmental causes equally preponderate. 

In concluding these remarks on the sexual behaviour of children, two points need to be 
underlined. The first is that we do not have sufficient knowledge of the factors that govern 
sexual development, physically and emotionally. There is a great degree of variahility in 
the pace of development, which sometimes seems to be but poorly correlated with maturation 
in other respects. If all forms of maturation occur at equal and harmonious speed, there 
seems to be a much better chance of the child passing through the difficult time of pube- 
scence without the storms and suffering that others endure. We know little even of the 
frequency of these inequalities In rate of maturation, or of their influence on the adult per- 
sonality. Here, as in so many other fields, opinions are determined by preconceptions rather 
than factual knowledge. 

The second point for emphasis is our lack of knowledge of the effects of education. There 
is no general agreement about the ^vay in which education on sexual matters should be 
given to children, the persons who should give it, or the age at which it should be made 
available. In our own view, the most sensible thing to do is to answer the questions of 
children whenever they are put, with frankness and without concealment, but in a way to 
satisfy that degree of curiosity which is actually shown. There is no need for the parent to 
belabour the child with unasked-for information. An acquaintance with the biological 
background of development and reproduction might well be part of the general science 
course at schools. 


DISORDERS OF SPEECH. As speech is one of the highest forms of neuronic integration 
one should expect that imperfections would be relatively frequent. A Common form of 
imperfection is stammer, a symptom which is of considerable significance for the develoo- 
ment of the personality. There are, however, other rarer speech symptoms, such as delav^ed 
onset of speaking, transient or ‘elective’ mutism, disorders of articulation’ such as lispine 
lading, etc., baby-talk, and aphonia, all of which are usually psychogenic in origin or 
invohe a psychological element in causation. Whenever one is faced with a disturbance of 
speech, one should remember the important part played by accurate hearing in the correct 
development of speech. If there is any doubt of the patient’s acoustic abilities, a specialist 
should examine the child, audiometricolly as well as otherwise. 
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Stammering (or stuttering) in most eases begins during the period of intensive speech 
acquisition during the tliird and fourth years of life. At that time the child’s world and his 
interests arc rapidly extending, and his vocabulaiy grows, or should grow, correspondingly. 
One need think nothing amiss if he then hesitates, or needs some time, to find the right 
word; physiological stanuncr has been spoken of as occurring at this age. Other important 
times are the age of first attendance at school, and puberty; the group of stammerers who 
date their handicap from this last age is relatively small. 

At all these times it is clear that special demands are being made on speech. In the 
young child, acquisition of speech is the highest point of cortical integration yet reached, 
and follows or coincides with the ability to eat solid food and to make full use of the hands. 
The co-ordination of function at many levels of the nervous system, which is necessary for 
speaking, may easily be disturbed. Speakhig at school is, for many children, speaking in 
front of an audience of strangers for the first time, and an element of anxiety is often 
prominent in disturbances which then first appear. The widening of the mental horizon at 
puberty, and the occurrence of more differentiated emotional reactions, for which adequate 
modes of expression may be lacking, makes this another danger period. As in the small 
child, the stammer which starts at puberty is a hesitation due to a need for words while 
there is a superabundance of thoughts. 

In a survey of all the children in the last two years of their primary schooling (age 
range 9-1 1 years) in Newcastle upon Tyne, Andrews and Harris (1964) carried out a 
principal component analysis of data relating to 80 stutterers. Three factors emerged 
corresponding with the three most common settings for stuttering. The first is composed of 
items illustrating the child’s poor ability on tests of intellectual functioning, of his retarded 
and abnormal speech development and of his failure to learn to fit in with others. The items 
concerning the mothers and home show evidence of a poor school and work record in the 
mother, but more importantly, failure to create a stable home and marriage as a satisfactory 
background for the child. The second factor appears to be primarily descriptive of the severe 
syndrome. Overactivity, irritability and articulatory ataxia seem to be associated witli a rapid 
increase in the severity of the stutter and hence in its persistence. These features are reminis- 
eent of changes commonly associated with brain damage in children, which appears to be 
associated with an increased incidence of stuttering. These cases will tend to merge in their 
clinical features with those in which definite though minimal brain damage plays a part. 
The third factor describes able, anxious children who have difficulty in developing or re- 
taining fluent speech under the double handicap of genetic endowment and parental pressure 
on them to succeed. In this representative sample these cases formed a much smaller group 
than in some other series. A genetic study showed that the risk of stuttering among the first 
degree relatives of probands was 3 to 4 times higher than the risk in the general population. 
This was difficult to explain on the basis of non-genetic factors alone and familial cases 
almost certainly have some hereditary basis. This may consist of a common dominant gene 
and a multifactorial background with sex limitation. Alternatively inheritance may be 
wholly polygenic (Kay, 1964). The risk of developing the condition was highest in the male 
relatives of female stutterers and lowest in the female relatives of male stutterers. 

One may presume that in some cases, probably a small minority, the organic tool of 
speech is itself at fault. Such a defect might be caused genetically, or by damage to the 
speech centres during foetal or early infantile life. Because an excess of left-handed people 
has been found in stammerers and their relatives, blame has been laid on the transient rivalry 
for cerebral dominance between the two hemispheres. Nothing certain is known about tliese 
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physical factors. Minor organic faults, or disturbances of dominance, are as a rule com- 
pensated for and overcome during the normal process of growth and development. But if 
at any time unfavourable emotional tensions develop, due perhaps to anxious perfectionist 
parents, a bullying brother or a disciplinarian teacher, impairment of certamty and control 
may lead to a stammer. Acute factors, such as a sudden fright, have been held responsible; 
but the general pressure of the life-situation and anxiety are more often the decisive psy- 
chogenic factor. 

The idea of Homburger (1926), that stammer is always a symptom of an anxiety neurosis, 
probably goes too far. Often enough, anxiety tendencies develop as an effect of the speech 
handicap, A stammer may, however, be the sign of a general abnormality of personality, 
and be associated with anxious and obsessional traits. Nevertheless it occurs, as West 
(1943) has pointed out, in all kinds of personalities, in all strata of society, in rich and 
poor, in city and country dwellers, and is independent of physique, blood-groups, race, 
language and nationality. There is, however, a differential sex incidence. Stammering 
is definitely more common in boys (the sex ratio varies from 2:1 to io:r, according to age), 
and no explanation has yet been found for this. That girls acquire speech earlier, make use 
of it more easily, quickly and purposefully than boys, may perhaps provide a clue. The 
reports of anthropologists that stammer is not found in primitive groups, such as the Ameri- 
can Red Indians, where there arc different methods of child-rearing, cannot be accepted 
without reserve. 

^Vhatever the original mental make-up of the stammerer, his psychological growth is 
unfavourably infuenced hy his symptom. He becomes insecure in his relations tvith parents 
and playmates and others, and by his ‘speech consciousness’ is driven into isolation and 
barred from the enjoyment of school and play and social activity. If he tries to take part, 
he develops all too easily a state of tension which makes his speech worse and his social 
incapacity more extreme; and this may then become habitual. The very knowledge 
that the stuttering only appears in certain situations, and that he and his parents have 
nourished the hope of mastering it by an effort of will, necessarily increases his insecurity 
and frustration. At the time when the stammerer is seen by the psychiatrist, all kinds of 
popular remedies have usually been tried, and the stuttering pattern is firmly established. 

Early treatment is also often delayed by the widespread belief that the child will outgrow 
his handicap one day. If he does, it is a rare and exceptional event. Such comforting beliefs 
have been kept alive by tales of famous orators who have been stutterers. Treatment should 
be begun as early as possible, as in many cases not only the child, but also the parents and 
teachers have to be included in the therapeutic plan. The doctor will have to combat their 
distress and anxiety, their perfectionism, and the inclination to coercion. The patience, tact 
and resourcefulness of the therapist will be fully extended if he is to bring about the change 
in emotional atmosphere surrounding the child, which is necessary before personal and direct 
therapy can j-ield results. This preliminary work cannot be left to the speech therapist or the 
educational psychologist; and even the choice of cases in which technical assistance alone 
will suffice must be made by the psychiatrist. Educational treatment by the speech therapist 
should be but a part of a general psychotherapy. Its purpose is to enable the child to relax and 
to use his speech apparatus, including respiration, freely and unconcernedly, whatever his 
audience. It should enable the stutterer to understand that the situations in which he stutters 
are not necessarily a cause for anxiety, and that he can come to face them with less and less 
emotional disturbance. This learning of new and more realistic attitudes is often most easily 
achieved in a group. It is made easier if at the same time the symptom of stuttering is being 
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treated so that the patient has sufficient control of his stutter to be able to communicate with 
comparative fluency. 

A useful technique for achieving this is syllable-timed speech. This is a form of speech 
from which all the stress and syllable contrasts arc removed. The patients are taught to 
speak syllable by syllabic, stressing each evenly and saying each in time to a regular even 
rhythm. This requires about 100 hours’ practice given intensively over a short period and 
at first this artificial form of speech must be used consistently in all situations. Speed and 
fluency quickly increase to normal levels without stutter. Through time a return to the 
stress contrasts of normal speech takes place spontaneously. This technique has produced 
promising results particularly in pre-adolescent children but controlled enquiries into its 
efficacy are needed (Andrews and Harris, 1964). 


PSYCHOMOTOR DISORDERS: HYPERKINESIS AND TICS. Winnicott, in his 
Clinical Notes on Disorders of Childhood (1931), has a special chapter on fidgetiness. He 
compares and contrasts cases in which the ‘restlessness is part of the child’s nature’ with 
others in which it follows an attack of chorea. His description of common fidgetiness is 
worth quoting and even today has not been superseded: 

‘Such a fidgety child is a worry, is restless, is up to mischief if left for a moment un- 
occupied, and is impossible at table, either eating food as if someone would snatch it from 
him, or else liable to upset tumblers or spill tea. . . . Sleep is usually restless. . . . These 
children are over-excitable, or “nervy” rather than nervous (of things, people, the dark, 
being alone). However, these children are often happy, though irritable if restricted in 
activity. Picturing such a child one remembers countless children of between five and ten 
years old, thin and wiry, quick in the uptake, and eager.’ Similarly, in a German text-book 
of diseases of children the condition is described as follows : ‘Restlessness and instability of 
voluntary musculature of which the child is not conscious is a purely nervous anomaly, 
though psychic influences tend to increase it. Such a child is fidgety, it cannot sit still, plays 
with its fingers or its clothes, grimaces, turns its head right and left, licks the corner of its 
mouth. This behaviour is intensified by emotion and is often reminiscent of early chorea. 
Often the tongue cannot be kept still when put out; on closing the eyelids a slight tremor is 
noticeable, and the spread-out fingers exhibit a moderately fine tremor’ (Goett). 

In Winnicott’s view, common fidgetiness is related to anxiety; and there is no doubt that 
emotional factors can increase the motor overflow in children. Nevertheless all children are 
hyperkinetic in comparison with adults, and restlessness may be little more tlian abundant 
vitality. ‘General motor unrest’ may be either a constitutional peculiarity, or may in some 
cases signify a developmental delay; if it is the latter, we may suppose that the child did not 
develop the feeling for kinetic economy at the normal time, which in the majority of children 
is before the age of five. A caricatured form of overactivity was first described by Kramer 
and Pollnow (1932) in the hyperkinetic syndrome. This is described and discussed on p. 690. 

One outlet for constitutional hyperactivity is the tic or habit spasm, so much more fre- 
quently seen in childhood than in later life. Boncour (1910) found 23 per cent, of tiqueurs 
among 1,759 children between the ages of two and thirteen. Girls and boys seem to be 
equally affected, and the variety of movements and their combinations in the same patient 
are numerous. Kanner includes the following in his list of 7 nultiple tics: clearing the throat, 
twisting the mouth, and wrinkling the forehead; turning the neck and opening the mouth 
in a child who had previously been blinking; making a noise in the throat, blinking, 
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twitching the neck muscles and at times mouth and nose; twitching the hands, jerking the 
head and blinking; jerking the arms, jumping and grimacing. 

Any sudden, quick, frequently repeated and purposeless movement may be called a tic. 
As a rule the child says he cannot help doing it. Tics may be an isolated symptom, but more 
often present in a picture of general psychopathic maladjustment and neurotic difhculty. 
Some say that it points to mental loneliness, or is an expression of the child’s defence against 
the unpleasant, or of disgust or aversion from persons or things, or of negation or dis- 
approval. In some cases the tic is actually e.xpressive of such emotions, and can he easily 
recognized. But in other cases any psychological explanation is forced and artificial, and may 
be wrongly applied to movements hilly explicable neurologically and of organic origin. 
Whether the tic be psychopathologically or neuropathologically determined, its automatic 
and repetitive character indicates a disturbance of function at the level of the thalamo- 
strio-pallidar centres. 

Suppression of the tic by voluntary effort results in feelings of uneasiness or anxiety, 
similar to those felt by other children in suppressing compulsive symptoms. True com- 
pulsive symptoms are relatively rare at this time of life. 

By following up a number of children attending at a child-guidance clinic for motor 
restlessness or for tics, Guttm-inn and Creak (1940) found mild residual motor symptoms in a 
considerable proportion ; these were of a nature only to be found by the careful observer 
and on the whole the prognosis of psychomolor abnormalities in childhood is good. 

While tics in childhood may be substitutes for more highly differentiated activities such 
as compulsive rituals, they are also related to such primitive manipulations as thumb-sucking 
and nail-biting. These and other habitual manipulations of certain parts of the body can, 
however, be distinguished from tics. They have not the sudden onset and short time-pattern 
of the tic; unlike tics they are not repeated in the photographically identical form* and 
they are more obviously purposive in providing pleasure. Subjectively they are felt to be 
under volitional control, and they always involve nvo parts of the body at the same time 
one of which is usually the hand. ' 

Thumb-sucking can be regarded as a normal habit: Biihler (1927) found it in 83 per cent 
of all infants. Babies have been born sucking their thumbs, and, as Gesell (1937) has sho\vn it 
IS associated with hunger in the first months of life, and later with the relief of pain or irrit- 
ation doe to dentition, playing a part ‘m the developmental economy of teething' The 
persistence of thumb-sucking after the age of two or three has, because of its unhygienic and 
hedonic aspects, been the cause of anxiety to parents. Fears are aroused that the teeth may 
be malformed, that an intestinal infection could occur, that it is a sort of masturbation or 
that it adumbrates indulgence m oral pleasures later in life. All this is without factual 
justification. In the othenvise well-adjusted child no concern need be felt, and the wav to 
therapy is indicated by Kanner’s dictum; *lf a child’s hands are pleasantly occupied with 
some interesting activity, he does not and cannot suck them at the same time ’ 

Parents seldom bring their child to the doctor because he bites his nails, and nail-hiiinp 
is usually discovered incidentally. About a quarter of the nail-biters seen by Kanner 
showed motor restlessness and sleep disturbances, and 19 per cent, suffered from tics Nail- 
biting has been interpreted as a ‘motor discharge of inner tension’, and may spread among 
whole classes of school-children disciplined by a particularly severe teacher (Bowley iqi.t'f 
In psychopathic children, nail-biting is the most difficult symptom to treat, persisting even 
when the apparently causative emotional difficulties have been removed, and other svmot m 
have passed off. ^ " 
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DISTURBANCE OF SOCIAL BEHAVIOUR. The things children do, which their 
elders consider morally wrong, are usually covered by the term ‘delinquency’. Kanner has 
pointed out how unfortunate, and often how meaningless, the use of this term is. Truancy 
and other forms of running away, stealing, lying, cruelty, and aggressive behaviour, are 
often shown in isolated episodes, or as single symptoms, in otherwise well-adapted children. 
They may also be shown by the children who exhibit the psychopathic symptoms which we 
have already described in earlier pages. Like those symptoms, antisocial trends may be 
reactions to an unfavourable environment, or be the result of a delay in development which 
is itself either constitutional or aivironmental in origin. 

Piaget (1932) describes two stages in the development of the child’s respect for the 
moral behests of society. The first of these is blind obedience. The child at this stage feels 
that the precepts of the adult are powerful and objective realities; they are, in fact, ‘reified’. 
At this time parental example and the tone of the environment will obviously be 
decisive. 

The reification of precepts may only be achieved after some delay, but even more so the 
second stage, in which mutual respect and co-operation are required. This is ordinarily achieved 
at the age of seven or eight. Then environmental influences, such as low social standards 
in the home, play their part; but emotional differentiation and the maturation of intelligence 
are equally important. In the single case the disentangling of the complex causation of 
delinquent behaviour will be difficult, although the successful therapist may find relatively 
easily a practicable way out of what appeared to be a maze. As long as our knowledge of 
normal standards is so incomplete, Burt’s concept of tire ‘multiple causation’ of delinquency, 
physical, mental and social, can be accepted as a working hypothesis. 

There is much to be said for the point of view presented by Nye (1958), namely that one 
should not thinli of delinquency as having been caused, but think rather that there has been 
a failure in its prevention. Delinquency in itself is normal from the psychopathological 
point of view; and to prevent the child and adolescent from developing along delinquent 
pathways positive action is required. Nye classifies the social controls which prevent 
delinquent behaviour as twofold: the internal controls which are built up within the 
personality of the developing individual by equipping him with a conscience and standards 
of behaviour, and the direct controls which impose some pimishment for infractions of the 
rules of society. 

On this basis the causes of delinquency should be investigated along the lines suggested 
by learning theory and conditioning processes, and the contribution of pathological 
processes should be small. This is largely true, although the capacity of the developing 
individual to respond successfully to training may be interfered with in a number of ways. 
Any brain damage may impair this capacity, so that delinquent behaviour is more common 
in defectives and epileptics. The extent to which the common syndrome of ‘minimal brain 
dysfunction’ may interfere with social development has not been adequately explored. Some 
evidence has been produced by Stott (1957, 1959) that congenital factors and perinatal 
damage may contribute to delinquency. 

Perhaps more important are the constitutional factors involved in the normal processes 
of maturation. Particularly if there is some disparity in the degree of maturation, phj^sically 
and emotionally, a pattern of delinquent behaviour may arise. In many youths with a 
delinquent history the electroencephalographic record shows evidence of delayed matura- 
tion of cerebral function. The work of Glueck and Glueck (1950), in which two series of 
delinquent and non-delinquent children were carefully matched for age and intelligence. 
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showed the significance of constitutional factors of both physical and temperamental kinds. 
Ph)’sically, the delinquent boys were rather more robust th^ the controls, bigger, stronger, 
more muscular and more masculine. In temperament they w'ere more adventurous, 
assertive, impulsive, independent and insubordinate. It appeared that positive assets of the 
personality might constitute a danger to the indiwdual, as much as deficiencies such as 
inadequate self-control. 

The social coxises of delinquency are undoubtedly the most important. The work of the 
Gluecks suggests that the delinquency of childhood and adolescence may be partly, at least, 
a form of seeking for danger, adventure, independence and self-assertion for w'hich inade- 
quate outlets are provided in many cultures, especially in large towns, A similar suggestion 
arises from the age incidence of delinquency and the sex distribution. Delinquent behaviour 
is many times commoner in boys than in girls, and rapidly rises in frequenc}’ from about 
the age of ten, over the years of adolescence, to diminish again steadily thereafter. These 
are the years in which there is a great increase in the flow of energy and animal spirits, 
which can all too easily take a socially obnoxious form. 

Probably for both sexes but certainly for girls, by far the largest factor in securing 
development along socially adjusted lines can be traced to the parental home. The influence 
of the ‘broken home’ has been discussed on p. 638. It seems probable that the role of the 
mother is even more important than that of the father, and if she is unstable or emotionally 
disturbed, or defective in intellect or personality, or if she is subjected to excessive extern^ 
stresses, or finally if her attitude to her child is lacking in love and care, the future adjust- 
ment of the child is prejudiced. In their study of delinquent girls Cowie, Cowie and Slater 
(1968) found eNTdence to suggest that the psychopathic mother had a bad effect on her 
daughter more by way of being a source of tension and difficulty, than as a transmittter of 
unfavourable constitutional components of personality. In this study as in many others, 
delinquents were found to come from families of more than average size, where the mother 
was likely to be overpressed. It was the earlier rather than the later members of the sibship 
uho had the greatest predisposition to delinquency, again veiy likely because the elder 
children would be more likely to slip out of control when there were yoimger ones in the 
house to claim the mother’s first attention. One child in a sibship would be endangered if 
another child had already become delinquent, and the danger was the greater the closer the 
two came to one another in sibship order. This is one of the many findings which suggest 
the significance of psychological contagion in spreading dehnquency. Suggestive of neglect 
outside the home is the poor educational record which has been generally found among 
young delinquents, both girls and boy^. In the sample of girls menuoned, nearly all were 
found to be educationally retarded to some degree; using Burt’s standards over half the 
girls were ‘backward’ or worse in reading and more than three-quarters of them were 
‘backward’ in arithmetic, although the mean I.Q. of the whole group approximated closely 
^0 normal (96 per cent.). One of the interesting findings of this sur^'ey was that pathological 
factors, such as mental subnormality, neurosis, abnormality of personality, epilepsy, mam'c- 
depression and schizophrenia, played a material role, affecting nearly one in three; this is 
^crefore psychiatrically a more abnonnal group than a corresponding group of boy 
delinquents would be. Nevertheless mental abnormality was the exception, and the majority 
^ fiiese girls had been motivated into delinquency by environmental forces sufficient to 
^'crv.helm a basically normal psychological i^c-up. 

m American studies crime and delinquency have been frequently related to the social 
organiatiow which is characteristic of cert^ areas of large cities. Investigations in this 
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country (Sprott, 1956; Mays, 1952; Spencer, 1955) have shown, however, that there are 
wide variations in the social climate prevalent within a given locality. Streets which are 
side by side as in Sprott’s investigations, may constitute different sub-cultures with 
corresponding variation in the incidence of delinquency. In those contributing a large propor- 
tion of delinquents, there is a pattern with the familiar constituents of over-crowding and 
large families, inadequate facilities at home and a tendency for the cliildren to seek recrea- 
tion in the streets where their play and actmty are not supervised by the parents and they 
readily fall in with the tradition of ganging. Discipline tends to be laxer and more incon- 
sistent and it is part of the accepted social tradition for children to commit certain illegal 
acts such as shoplifting and petty larceny. ‘Delinquency is thus embodied in a way of life, 
is part and parcel of the juvenile code and pattern of behaviour to which the majority tend 
to conform’ (Mays, 1956). In the same neighbourhood there is often a clustering of problem 
families, mental defectives or persistent truants, yet social communication between the 
families is relatively free. In an adjacent street occupied by individuals who come from the 
same income group, there may be found the ‘respectable’ pattern of life in which great 
pains are taken with the upbringing of children, discipline is stricter, money is less liberally 
given, ambitions run higher and leisure time is spent in the home and more strictly super- 
vised. In such streets situated in the same localit}', delinquency will be a rarit}'-. In Spencer’s 
studies in Bristol this pattern was associated with a desire for privac}’’ and isolation and also, 
it is claimed, with a higher rate of neurosis. 

The t^wn studies wliich have been carried out in tlie field of delinquenc}’' tend to 
emphasize tire importance of environmental forces in the aetiologjL This is sho\Yn particu- 
larly in the liigh concordance rates found among same-sexed diz}fgotic twins, often closely 
approaching the concordance found among monoz}-gotic twins. Rosanoff, Handy and 
Plessett (1941) studied four groups of same-sexed twins, totalling 269 pairs, 162 male pairs 
and 107 female pairs, 137 MZ and 132 DZ. Their results are shown in the tabulation below 
with the concordance rate (C.R.) given as a per cent: 



N 

C.R. (%) 

MZ 

DZ 

MZ 

DZ 

Childhood behaHour difficulties : 





pre-neurotic and pre-psychotic typies, males . . 

19 

19 

77 

12 

» i> ,, females . . 

10 

22 

SO 

34 

pre-delinquent types, males 

8 

9 

100 

56 

» ), females . . 

14 

19 

100 

42 

Juvenile delinquency, males 

29 

17 

100 

71 

j> >j females 

12 

9 

92 

100 

Adult criminality, males 

38 

23 

76 

22 

!i )> females . . 

7 

4 

86 

25 


It is noteworthy that the highest concordance rates among DZ pairs are shown in the 
juvem'Ie delinquent group. Relatively high rates in DZ pairs have also been found among 
adult criminals by Kranz (1936) and by Stumpfl (1936); in both these reports the DZ rate 
came fairly close to the rate in MZ. ]&anz’s figures wnre 65 per cent, for MZ pairs and 
53 per cent, for male DZ pairs, and Stumpfl’s were respectively 61 per cent and 37 per cent. 
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Stumpfl found that genetic factors played a smaller part in the causation of occasional than 
of persistent criminality; and his results were such as to stress the significance of family 
tradition and the effect of parental example on the standards and behaviour of children. 

Yet another pointer to the great significance of the cultural milieu is the large upsurge 
of juvenile as well as adult delinquency after a social upheaval such as is caused by war. The 
detailed analysis by Wilkins (igfe) of persons found guilty of indictable offences 3946-J957 
with birth years from 1925/6-1948/9 showed the greatest crime proneness in those who 
went through their fifth year (the year immediately preceding school attendance) during the 
war. This implies that disturbed social conditions may have their greatest effect on children 
at this time in their lives. Delinquency rates in young people have risen steadily since the 
war; and according to the 1961 Criminal Statistics for England and Wales, more than 
120,000 persons between 8 and 17 years ofage were found guilty of offences. Girls up to the 
age of 17 contribute only about one-sixth of the indictable crime. 

In recent years delinquency has become more and more a subject for sociological rather 
than psychiatric or even psychological research. More and more emphasis has come to be 


laid on the specific features of the social environment in which the adolescent boy gron^ up 
(Cohen, 1956; Clonvird and OhVm, 1961; Bovmes, 1966). Some of these theories such as 
the theory of cultural transmission (Shaw and hIcKay) and the theory of differential 
association (E. H. Sutherland), which have been reviewed in the book by Cloward and 
OWin, ore clearly capable of explaining part at least of the facts. It would be regrettable to 
dismiss them because they do not, alone, give a solution to all the problems. Clow'ard and 
Ohlm were specifically concerned with the theory of delinquent gangs. These they relate to 
three types of subculture: a criminal subculture, in which there is integration at all age levels 
and the young learn from the older; a conflict subculture, in which the background is 
chaotic, and the boy finds his avenue to success by showing his ‘guts’ or 'heart* and 

dcvclopmghis'rep’'-— • ' ' ' ■■■■ifound 

the drug-takers as \ ' . 

has been much less icnUcncy m Uritam than in the U.S.A,. for the development of 
organized gangs; but the formation of a rather more fluid group, with a leader and folWrs^ 
IS a not uncommon event among schoolchildren. ’ 


The antisocial activities of children are of course much narrower in range than those 
shown hy adults, and in many cases arc rather simply motivated and easy to understancT 
Children may steal to make impressive presents to their companions, or tell lies to m k 
themselves impottant. rseudologia in children is fairly common, and may be engaged in in 
good faith, as it were, without any conscious intent to deceive, on the basis of a vivid hna ' 
non and a love for stories. Truancy and running away always need to be taken serioS” 
Truancy shows a strong correlation with more antisocial forms of delinquency which cci^ 
n ilh the onset of adolescence ; and it is a sign that the child is already breaking away fro 
conventional standards and is getting out of control. It has its own unfavourable cn ” 
quences, since the child who is absenting himself from school is likely to fall in with ° 
companions. Running away from home is practically always a sign of a serious cr^fl"" 
situation, and of the child’s unhappiness and need for help. " 

Thcie arc no large differences between prc-pubertal boys and girls in the for 
delinquency most favoured, and no very large sc.v difference in their frequency Wl!h\s 
onset of adolescence, however, sex differences soon increase. Although in both™'™ 
there is an upuard slant in the curve of incidence, it is much steeper in the male th 
female ; by theage of SKtecn or so the maleprcponderance i.v very large, and has been es/" 



CLINICAL PSYCHIATRY 


660 

in different samples as anything from 5 : i to 14 : i. In 1965, 4,633 boys as against 764 girls 
went to Approved Schools in England. The pattern of delinquency in the two sexes has also 
become quite different. While boys of sixteen are mainly convicted of crimes against prop- 
erty, some of them of a very serious kind, the total I'ange of criminality open to them is 
almost as wide as that of the adult. Girls of sixteen, on the other hand, are most usually 
charged with non-indictablc offences (being in need of ‘care or protection’), consisting in 
such behaviour as promiscuity, wandering around at night, and thumbing lifts from lorry- 
drivers over the country. Only one out of every four girls is charged with an indictable offence, 
and in almost every case it is petty larceny. 


Depressive and Neurasthenic Reactions 

These are apparently rare in children, at least in the form seen in adults. It may be, 
however, that the timidity and shyness of the small child, or the complaints of forgetfulness, 
dreaminess and inability to concentrate of the young school-child, correspond to the re- 
active depressions of the adult. Suicide in children can occur, though very rarely under the 
age of fifteen. Debility, tiredness, weakness and over-sensitivity, when observed in children, 
often have a physical basis. If that has been excluded by proper investigation, a psycho- 
logical cause is probable and often not difficult to elicit. 

‘Hospitalism’ may be mentioned here, a concept on which attention has been focused by 
the work of Goldfarb (1943) and Spitz (1945) in the United States. Children who are 
brought up in institutions, or who spend large parts of their early lives in hospital, are 
deprived of emotional contact with a mother or mother-substitute. It has been held that in 
consequence they are rendered liable to an enormous range of abnormal reactions ; failure 
to gain weight, sleeplessness, frequent stools and persistent infections; listlessness, apathy, 
unhappiness and depression; unsocial behaviour, hostile aggression and insecurity in 
adapting to the environment. It is doubtful how much of these, if they do occur to excess, 
are attributable to lack of maternal love, how much to other deficiencies in the environment. 
In so far as emphasis is laid thereby on the importance of maternal love and care, the con- 
clusion is a banal one. 

Although the danger of hospitalism has probably been overdrawn, the lack of maternal 
or even individual care and attention in orphanages and institutions produces in a number of 
children an easily recognized clinical picture well-known to the child psychiatrist: the 
child makes great demands for affection on any adult put in charge of him, such as teachers, 
foster-parents, etc. Often these demands cannot be met without detriment to the interests 
of other children in the group. The child, on meeting with rebuffs to his excessive demands 
for affection, reacts with asocial behaviour, such as making a noise in class or otherwise 
drawing attention to himself. Further repressive action may lead to lying, stealing, tale- 
bearing and other underhand antisocial acts, often associated with enuresis and even 
encopresis. 

It is obvious that the treatment and above all the prevention of such disorders lies in 
not having large groups of children under one roof. Large homes may be economical in the 
first instance, but they are very much against the interest of the child and his development 
into a useful member of the community. A good foster-home or adoption at an early age 
seems the ideal preventive solution and also represents the therapy at a later stage. 

The child showing the severer form of disorder may go through the same stages in 
reverse when he recovers. 
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Fear Reactions and Anxiety 

Anxiety states in the child take a different form from those usual in the adult. In the 
adult specific phobias are less common than diffuse and undirected anxiety. In the child the 
converse holds, and fears are more commonly related to a distinct object or situation, these 
specific reactions constituting the phobic states whose treatment constitutes a considerable 
part of child psychiatry. Children are naturally fearful, and the younger they are the smaller 
the cause which will provoke a fear reaction. This fearfulness is biologically useful, and is 
the basis on which much adaptive learning takes place; only low-grade defectives lack the 
capacity for fear. 

As with some other forms of stimulation which for the adult are wholly disagreeable 
(e.g. vertigo), children can derive keen pleasure from experiencing fear in a relatively mild 
degree. The physical accompaniments of anxiety, the toning up of the nervous system, the 
prickling of the skin, the shiver down the back, even the sinking sensation in the belly, both 
attract and repel. Games in which cluldren dare one another into foolhardy risks have an 
insistent appeal, especially for boys; and much enjoyed also are adventure stories and stories 
of witches and ghosts, even though they may have to be paid for by disturbed dreams. Some 
children who have been carefully shielded from horrific folk-lore seem to be able to derive 
similar notions out of their oivn capacity for fantasy. 

Some children are more ‘nervous’ than others. It seems probable that part of this 
individual \’ariation is derived from constitutional differences, but a large part can be put 
do^vn to the child’s psychosomatic state; and this will depend on age and maturity, physical 
robustness or alternatively minor ill-health, and past conditioning. Much of a child’s 
general an.xiousness can often be traced to simple contagion from an anxious parent or to a 
home situation full of tension or conflict. 

We owe an excellent account of the phobias of children to the psychologists Eysenck and 
Rachman (1965*), who base their presentation largely on the work of Wolpe. The psycho- 
pathology is reduced to nine statements, each of which can be, and has been, tested 
experimentally and checked against clinical observ'ation: ’ 

‘i. Phobias are learned responses. 

' 2 . Stimuli develop phobic qualities when they are associated temporally and spatially 
with a fear-producing state of affairs. ^ 

‘3, Neutral stimuli which are of relevance m the fear-producing situation and/or make 
an impact on the person in the situation are more likely to develop phobic qualities than 
weak or irrelevant stimuli. 

'4. Repetition of the association between the fear situation and the new phobic stimuli 
will strengthen the phobia. 

‘5. Associations between high-intensity fear situations and neutral stimuli are more 
likely to produce phobic reactions. 

‘6. Generalization from the original phobic stimulus to stimuli of a similar nature will 
occur. 

'7. Noxious experiences which occur under conditions of excessive confinement are 
more likely to produce phobic reactions. 

‘8. Neutral stimuli which are associated with a noxious experience or experiences mav 
develop (secondary) motivating properties. This acquired drive is termed "the fcar-drive"’ 

'9. Responses (such as avoidance) which reduce the fear-drive are reinforced.’ 
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On this theory it is quite possible for a phobia to arise after a single causal experience; 
but it is probable that most phobias develop after a series of traumatic experiences, and may 
readily do so even when the shock or the noxiousness of these experiences is quite mild. 

In the development of a phobia an important part is played by the psychological vicious 
circle which is initiated with the appearance of the ‘fear-drive’ as a motivating force. The 
natural response to the noxious situation is to seek escape; relief is obtained when escape is 
made ; an attempted escape is serially reinforced as the mode of response with each experi- 
ence of the feared situation; the situation which produces this response becomes more and 
more generalized. ‘The fear is generated by a painful experience (or experiences) and is 
msiaiiied by the operation of the acquired fear-drive.’ It is to be noted that, if there is no 
possibility of escape, rapid adjustment takes place to a fear-producing stimulus which is 
learned by experience to be harmless; thus children, even more readily than adults, after a 
change of environment, accustom themselves to sudden aircraft or street noise. Eysenck and 
Raclunan emphasize, on the other hand, the important part played by ‘confinement’ or 
restriction of the possibilities of effective adaptive response, in furtliering the development 
of a neurotic (non-adaptive) response. 

It has been observed that the responsiveness of the child to fear-producing situations 
changes in the course of development. To begin with the infant is frightened by ‘any 
intense, sudden, unexpected or novel stimulus for which the organism appears to be un- 
prepared’ (Jersild, 1957). As the child learns to adjust to such immediate stimuli, e.g. 
sudden noises, he becomes open to upset from more complex situations, and from anti- 
cipatory anxiety. Six-year-old children are relatively immune to the loud noises which 
frighten the toddler, but are susceptible to imaginary bogies. Imaginary fears are particularly 
difficult to deal with therapeutically, since the effective stimulus is not easily evoked at will, 
in a therapeutic situation. 

By sensible management much may be done to prevent phobias from developing. Every- 
thing that is part of the child’s known and trusted environment helps to provide a feeling of 
security; this applies to parents and sibs, and especially to the mother. Any novel pheno- 
menon, normally liable to arouse fear, will be tolerated best if as many as possible of the 
reassuring elements are present; and the child may be progressively desensitized to it by its 
repeated presentation in such conditions. The social contagiousness of fear or its antithesis, 
security and freedom from fear, should also be borne in mind; children are much less 
frightened by a stimulus that is new to them if they are in the company of other children 
who know it and are unafraid. In many situations the security or the anxiety of the mother 
who is accompanying the child is of critical significance in preventing or facilitating the 
appearance of an anxiety reaction. Such principles are made use of in the practice of a 
hospital dental outpatient clinic mentioned by Eysenck and Raclunan. No treatment is 
given on the child’s first visit, and time is given him to get used to tlie place; the first time 
that anything is done it will be a painless dental inspection. In an anxious child who is slow 
to become desensitized, it may be as late as the fifth visit that actual treatment begins. 

A rational approach to the problems of treatment may also be based on the principles of 
learning tlreory. Simple reassurance and explanation are by themselves ineffective treatment 
of the child’s fears, and the main aim must be to desensitize him. This will be done by 
singling out the object or phenomenon or situation which seems to be the centre of the 
child s fears, about which any other fears have grown by a process of generalization, and 
then subjecting the child, in an otherwise totally reassuring situation, to successively 
stronger doses of the feared stimulus, beginning witli the vety smallest. Thus a cliild with a 
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bee phobia, so severe that he could not go into the garden, was presented first with small 
photographs of bees, then with larger ones, then with coloured photographs, then with a 
dead bee in a bottle at the far end of the room, then with the dead bee brought gradually 
closer, the dead bee out of the bottle, the dead bee on his coat, increasing manipulation of 
the dead bee, etc. (Jones, quoted by Eysenck and Rachman). 

During this process of desensitization the mechanism of reciprocal inhibition will be 
made use of. The noxious stimulus is presented together with other stimuli of such a kind 
as to inhibit an anxiety response. In adults this is often a state of relaxation, perhaps drug- 
aided or perhaps the result of a course of relaxation exercises. In the child the presence of 
the affectionate reassuring parent, or of other unafraid children may be so used; but a 
particularly valuable reciprocal inhibitor Is feeding. Just as the stimulation of an anxiety 
response will destroy appetite and inhibit feeding, so will the presence of appetite and the 
feeding response inhibit a tendency to anxiety, if it is only sufficiently mild. Care must be 
taken unth this regime since, if it is hurried, anxiety may inhibit eating and the child’s state 
be actually ivorsened. 

Much attention has been paid to school phobia^ which can be taken as a common and 
typical example of child phobias, and one which has proved rather difficult to treat. 
Hersov(i96otf,6) and other writers have distinguished between truancy as a conduct disorder 
and school phobia as one aspect of a neurosis whicH involves mother as well as child. Hersov 
concluded that the familial setting and personality of children suffering from school phobia 
were different from those of truants and control children, but his finding that school phobics 
achieve a high standard of work at school has not been confirmed by others (Chazan, 1962). 
Further investigations in this field may make clearer the personality of the typical school- 
phobic but for the present it is safer to assume that children generally are liable to such a 
development regardless of personality, if the circumstances favour it. Circumstances in 
school are often of such a kind; and children learn to dread being shotvn at a disadvantage 
With their peers, which any failure at a test, or any departure from school conventions or 
childish norms of behaviour may involve, or any scolding or reprimand by the teacher. As a 
rule there arc so many attractions for the child in school life that such minor traumata are 
fully compensated for, but the balance may easily tip the other way. 

theoretical vie^V'po^nt has often been taken that school phobia is a phobia not so 
much of school as of separation from the mother or that it is symbolic of some deeper 
unconscious fear, connected with infantile sexuality as conceived in psychoanalytic terms. It 
IS not easy to set out detailed objective evidence to support such views and such evidence 
has not been forthcoming to any adequate extent. In one of the few more objective studies 
using controls Hersov discovered separation anxiety (among other features) in 36 per cent, 
of his 50 cases of school refusal. In zz per cent, the fear arose directly from some aspoct of 
school hfc Chazan found that 17 out of 24 school-phobics were to some degree backward 
and were having difficulty w jth school work. ° 

Ejjenct and Rachman (,9655) take the commonaenae view that a child's fear of school 
should be taken at ns face value until cbmat investigation (including a school vis!,) fail ,0 
reveal some disturbing factors m school. Then, if separation anxiety presents as the alterna? 
tive cause, this can be tested, to some «,ent. by discovering how far the child is habTL 
aiKicty when separated from Ins mother on other occasions such as when goinror, „ 
e.vcursion without her. The distinction betvveen •school phobia' and ‘separation anxfetv in a 
school Situation is important because the ttvo states require different proceduri 
treatment. 
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In the appreciation by Eysenck and Rachman of reports on the treatment of this 
neurosis, it seems that methods, based on learning theory and applying the usual methods of 
desensitization and deconditioning, have proved among the most successful. 

‘Hysteria’ 

Many of the features of personality which we call hysterical in the adult are normal in 
childhood ; and hysterical symptoms, both somatic and psychic, are common at that time. 
With a few exceptions, such as ‘double personality’, all the very various forms of hysteria 
have been observed in children and are still often seen. The decline in the incidence of 
‘grande hysterie’ in adults, which began some decades ago, seems to have been followed 
by a similar fall in incidence in children, at least in this country. In the United States the 
picture is apparently different. There seems to be little purpose in comparing the incidence 
of hysteria in children and in adults, because of the ‘contagious’ nature of hysterical 
symptoms and their dependence on the ‘Zeitgeist’. Mass hysteria has been frequently 
observed in school-children. As late as 1943, Schuler and Parenton reported on an ‘epi- 
demic’ of hysterical twitching and trembling in a girls’ school in Louisiana. 

According to Kanner, hysterical blindness, paralyses of single limbs, astasia-abasia, 
aphonia and mutism are not uncommon in children; sensory symptoms, circiunscribed 
anaesthesia, localized pain (‘topalgia’), and globus hystericus are observed; seizures with 
dramatic motor behaviour and postures such as arc-de-circle are no rarity. Amnesic symp- 
toms are less frequent, and if they occur are less involved and complex than in the grown-up. 

Child hysteria is often monosymptomatic^ and its purpose easy to see through. The 
child uses his symptoms unconcernedly to achieve what he wants, and all the single psycho- 
pathic symptoms mentioned earlier in this chapter may be used in this way. French workers 
have pointed to the massive nature of child hysteria. The hysterical child lives completely 
in his illness, which involves all his contacts with reality, and no loophole is left by which he 
can secure freedom of action to terminate the state voluntarily. 

On the other hand hysterical symptoms in the child are often very transient. Their 
impact on the child and on his further development may be negligible. 

Hysterical fugues and twilight states are relatively rare in clrildren ; more frequent are 
episodes of day-dreaming, which may be carried on over months and be accompanied by the 
telling of fantastic tales and ‘mythomania’. The possibility of hysterical psychotic states in 
children, such as stupor and Ganser states, should not be forgotten. In recent years psychia- 
trists seem to have ignored their occurrence, and have been inclined to classify all psychotic 
behaviour in children as schizophrenic (see p. 668). 

Anorexia ner^^osa has been observed in children. Lesser et al. (i960) followed up fifteen 
girls who suffered from it at ages from 10 to 16, and found that, the younger the patient, the 
more easily the symptom was resolved. The underlying personality might be hysterical, 
when the prognosis was best, but might also be obsessional or schizoid. 

However transient they are, and however insignificant they may appear to be for the 
child’s development, hysterical symptoms in children as in adults may be indications of an 
underlying hysterical personality. The first manifestations of such a make-up can sometimes 
be seen at an early age, in the form, for instance, of a peculiarly imchildish emotional in- 
difference, intense selfishness, or a delight in histrionics. We repeat Homburger’s descrip- 
tion of the hysterical character, with additions from Kanner: 

‘True love and attachment, gratitude, loyalty, naive fulfilment of duties, truthfulness, 
reliability are substituted by artificial, feigned, consciously, or not quite consciously, 
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falsified sentiments and performances which arc invented, and carried out largely to produce 
the impression of one’s own excellence vdiidi is fully or partly believed and more or less 
efficiently acted. . . . 

‘There is a marJeed desire for ostentation, a studied coquettishness which shows itself 
when confronting a teacher, visitor or physician, when asking a passer-by for the correct 
time, or when reciting a poem. At home, in school, among strangers, in the street-car, the 
child finds or creates opportunities to attract attention by fair means or foul. There is a 
display of assumed poise, “putting on airs”, ready judgements which are either enthusiastic 
endorsements or disdainful disapprovals. . . . 

‘The expressions of love, hatred, anger, pain, despair, repentance are carried to extremes 
being out of proportion to the importance of the exciting cause in their boundless massive- 
ness and violence.’ 

It would, however, be a mistake to treat such traits in a child as static and unchangeable 
and pro^osticate gloomily of the future. There will be a change in the course of growing 
up, and in any case the adaptability, affective detachment and capacity for self-display may 
with right training be made features of advantage. 

Irritability 

Irritability in children is ver>' frequently connected with physical illness. All mothers 
know the fretfulness which is due to insufficient sleep, fatigue or hunger, which is associated 
with malnutrition, digestive disturbances, the prodromal stage of an infection or convales- 
cence from it. Irritating skin conditions such as scabies or oxyuriasis and other forms of 
physical discomfort make children irritable. Irritability is also more than normally Ukelv 
to be sho\vn by some brain-injured and epileptic children. ^ 

Child psychiatrists believe that there is a ‘ncgativistic’ stage of development which is 
passed through during the toddler period. It should be regarded as normal, unless it is 
unduly prolonged in duration or so marked that it has unfavourable consequences; it has 
been ‘explained’ (if what is offered is any better than a tautology) as the period when the 
child discovers that he has a mind of his own and so becomes self-assertive, or alternatively 
as a manifestation of rebellion against parental training. Trouble arises if a perhaps too 
perfectionist mother sees it as a breach of authority and makes a major issue of it. 

In children under the age of three, irritability is likely to show itself in a temper-tantrum 
the dramatic outburst of anger characteristic of infancy ; at a later stage sulkiness and discon- 
tent are more probable. Such outbursts arc readily understood when they occur on isolated 
occasions and for an adequate cause, and may then be looked on as a natural form of 
expression of an appropriate mood. ^Vhen temper-tantrums become habitual, especially 
after the earliest years, the psychiatrist will look further afield. The liability to outbursts of 


also be responsible; jealousy of a sibling, excessive strictness or over-protectiveness of one 
or other parent. In such cases worth-while results will only be obtained by a comprehensive 
treatment of the tchole family rituation, psydiologically and socially. 

Aggressiveness, destructiveness and cruelty in children may sprmg from the same source 
and be a part of a temper-tantrum. But it would be a mistake to regard every act of destruc- 
tiveness, every ill-treatment of human beings or animals, as deliberately destructive or 
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aggressive. Awkwardness in manipulation, curiosity and inquisitiveness, inadequate under- 
standing of the situation, and lack of realization that others also may suffer pain, may in the 
small child lead to actions which arc not meant to hurt and are not aggressively motivated. 

On the other hand, destructiveness with a definite aggressive intention, which is directed 
specifically against some person or thing, may occur, and not only in acute outbursts. Some 
such acts arc carried out surreptitiously, after premeditation, and with the enjoyment of 
vengeance. When this is seen, as a rule a model for the child’s behaviour is not far to seek in 
his environment. Many of these children have been severely disciplined and beaten by 
parents or teachers. 

In some cases aggressiveness and cruelty in a child flares up transiently as an outlet for 
primitive instinctive feelings or for an accumulated resentment. Parents are deeply shocked 
and worried, but as a rule an event of this kind is no sign of psychopathy. The doctor 
should have no difficulty in distinguishing between an episode of this sort in a warm and 
well-balanced youngster, and a similar act differently motivated by the' emotionally cool and 
callous. 

The personality of this kind is an extreme variant, but all transitional shades can be 
seen. The callous psychopath of adult life, as described earlier (Chapter III, p. 157, has 
almost alwa^^s distinguished himself by his behaviour in childhood, and such children are 
recognizable at an early age. Coldness to parents, brothers and sisters and playmates, 
possessiveness, egoistic greediness at meals and aggressiveness at play, a passion for mock- 
ery, insult and bullying, recklessness and indifference are prominent features. Most 
characteristic are the spiteful or cruel acts carried out in a mood of coolness and without 
manifest enjoyment. These children are untouched by any reproof, are beyond the reach 
of a friendly approach, and receive admonition with impatient indifference or sulky rancour. 

Homburger points out how many difficulties these children present when they enter 
adolescence, and how many of them become dangerous criminals. But, as he says, one should 
not over-estimate the frequency of the rare and extreme irreconcilable 'enemy of society ' ; 
in most such children an element of callousness has had its effects magnified by an unfavour- 
able environment. Very often there is hostility between the parents, who are no warmer or 
more affectionate than their child, and between him and them there is a hopeless estrange- 
ment. The task of the psychiatrist of finding a point of emotional contact, of softening the 
child’s obdurate attitude, and restoring natural relations with other human beings, though 
difficult, may be most rewarding. Whatever psychopathological theory of interpretation 
he subscribes to, the psychiatrist should regard this as his main task in most disorders of 
behaviour in childhood. 


Obsessional-Compulsive States 

Compulsive symptoms, as defined in Chapter III, are relatively complex psychologically 
and one would therefore hardly expect to find them in the small child. The full develop- 
ment of verbal expression in the patient is necessary before the observer can be sure of the 
nature of the symptom ; but the symptom itself may have existed from an earlier time. 
Compulsive symptoms as early as two or three are no rarity, and were described by observers 
of the last century. From that age on such symptoms become more frequent, and the stage 
of development of the child under ten favours their appearance. At this time the child is 
insecure about values and supports himself by rigid standards of right and wrong; in- 
surance against doubt and insecurity may also motivate the repetition in an exact stereotype 
of any daily activity, repeated questioning of anj^hing or everything {jfolie de doute’), 
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or the repeated touching of objects. Childish games often have a magical quality, which 
also appears in compulsive behaviour. Groups of children perform rituals and ceremonies 
reminiscent of tribal taboos. The new and unpractised tool of thmking is also used play- 
fully at this age— in counting and arithmomania, playing with contrasts and the opposition 
ot antitheses, or the universal extension of a single concept such as the possibility of error. 

The average child overcomes these tendencies with little dilbculty; but the tinuo, 
tender or sensitive child, the serious-minded and intellectually precocious, those who lack 
naivete or self-confidence, may founder in a quagmire of compulsive symptoms. Perfie- 
tlonUt parents or teaehers may help to make matters worse, and possibly also be a prime 
cause of the trouble. But in some cases the psychological environment has played no 
part, as when the condition begins in a state of exhaustion or during convalescence after a 
severe infectious illness. In a mood-setting of morose restlessness, the child begins to 
doubt everything; ‘are these really my parents’, ‘am I their child’, ‘does mother love 
me’, ‘am I really good?’ The contribution of genetical factors has been discussed in 


Chapter 111 . 

The obsessional personality may show itself at an early age, and in the severer cases the 
first symptoms will have been seen long before puberty. Relatively few of these patients, 
however, are seen by the psychiatrist during childhood or youth. The young people them- 
selves do not consider their mild compulsive symptoms as anything but props and aids to 
support: and the parents, if they notice anything amiss, are very likely themselves of the 
same type, and unwilling to think such things are morbid. Many adult obsessionals have 
tolerated their symptoms since childhood wthout speaking to anyone about them, until a 
crisis compels their disclosure. 

The effect of severe compulsive symptoms on the development of the child should not be 
minimized. Aware of an eccentricity, he is often shy, solitary and secretive, and withdraws 
from company or attaches himself to few or to a single person. He is likely to become re- 
stricted in outlook, and may appear stupid or dull. If the compulsive symptoms can be 
relieved, he may then for the first time be able to make free use of his intelligence, and his 
behaviour becomes natural. 

Severe compulsive symptoms, appearing in puberty, barring the patient from company 
and increasing his adolescent restraint to the point where he becomes almost inaccessible, 
should arouse the suspicion of a schizophrenic illness. Compulsive symptoms arc fairly 
common at the onset of a hebephrenic schizophrenia. This, however, may be no more than a 
coincidence, without causal relation (sec Chapter V, p. 283). 

Even the severer and more disturbing compulsive symptoms, being commoner in child- 
ren than in adults, and less frequently connected with a thoroughly abnormal personality 
make-up, are relatively accessible to treatment. Psychotherapy, which should include not 
only the uncovering of repressed material but also a positive direction of the child’s outlook 
and the suggestion of useful and practical occupation of mind and body, will generally lead 
to good results. Without offering much resistance, the obsessional child produces, in draw- 
ings or in play, evidence of the experiences which are connected with the origins of hia 
illness; but conscious discussion of these alone, without active support, relieves him 
little as it does his parents. Kanner states that he has never seen recovery from ctuldisK 
obsessional states without an active then^, which may have to include treatment of ♦b* 
mother and re-arrangement of home life. One would, however, expect spontaneous 
remission of the milder states to occur with maturation, as well as a periodic fluctuation 
like that observed in adults. 
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The relationship of disturbed and neurotic behaviour in childhood to adult psychiatric 
disorder is a subject of considerable interest and importance. A recent enquiry of O’Neal 
ct oL (1958, 1959, i960) sought to establish the outcome in 227 children with behaviour 
problems thirty years after they were initially seen in a child guidance clinic. The subjects 
were found to have a significantly higher rate of psychiatric disorder than a matched control 
group. Both the seriousness of the initial state and the sex of the patient influeneed the out- 
come. Those referred on account of delinquency yielded a relatively high proportion of 
sociopathic personalities (34 per cent.). Those referred for antisocial tendencies without 
being diagnosed as delinquents showed a high proportion of psychotic disturbances (20 per 
cent.). It is of interest that the highest proportion of patients found to be without psychiatric 
disability as adults (42 per cent.) came from the group initially referred for neurotic com- 
plaints. There was a higher proportion with psychiatric disability among women tlian among 
men. Findings in some respects similar were registered in a recent enquiry by Pritchard and 
Graham (1966). Their investigation shows an impressive association between the three 
childhood categories of ‘delinquency’, ‘behaviour disorder’ and ‘neurotic disorder’, and the 
adult categories of ‘antisocial personality’, ‘inadequate personality’ and ‘neurotic disorder’ 
respectively. 


THE PSYCHOSES OF CHILDHOOD 

In this area the pS3^chiatrist finds himself, at the present time, facing a wdiderness lacking 
any generally recognized landmarks, and himself deprived (often of his own act) of the 
conventional aids to navigation. The psychoses of childhood have become equated with 
‘childhood psychosis’ and that in turn mth ‘childhood schizophrenia’. About these condi- 
tions very little is known for sure, in respect of aetiolog}’^, pathology, clinical features, course 
and outcome, or treatment. In an over-enthusiastic holistic approach some clinicians have 
even abandoned the attempt to distinguish these conditions from the mental deficiencies and 
congenital abnormalities. In this section we shall accordingly begin by delimiting the 
contribution of syndromes which can be identified with equivalent states in adults; and only 
thereafter discuss the syndrome which, in our wew, is best named ‘childhood autism’. 


Affective Psychoses 

Although manic or depressive psychoses do not as a rule make their appearance before 
adolescence, single cases at an earlier age have been obsen^ed and have been reported in the 
literature. Barton Hall (1952) found sis cases of affective illness among 1,000 patients 
between the ages of five and sixteen of whom, however, only two were manic-depressives, 
the others being reactive depressions. A histor}* of fluctuations in school performance, 
indicating fluctuations in mood, is not infrequently obtained from adult cj^clotlijunics, but 
in the child this is difficult to assess. An endogenous mood change in the child is most likely 
to take the form of mania or h3q}omania, and will then probably be regarded as childish 
liveliness and overflow of energy. The cyclothjunic child will then only be taken to the 
psychiatrist when he is in a depressive phase, and that appears to be very rare. However, one 
of these alternating cases has been described, in which the first depressive phase was noticed 
at the age of two (Schachter, 1952). Hjqieractive children may remain so indefinitely, only 
in adult life being classifiable as hyperthymic, or showing the basic predisposition for the 
first time in a recognizable form with a depressive illness, perhaps not until middle age. 
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Because of the generally cheerful, outgoing and positive temperament of childhood, 
suicide and suicidal attempts, although rare, attract attention. In the U.S.A. 49 deaths by 
suicide were registered in the age-group from four to fourteen in 1940, 1,462 in the age- 
group fifteen to twenty-four. Successful suicide is more frequent in boys than in girls, and in 
white than in coloured children (Despert, 1952). In England and Wales for the last fifty 
years the suicide rate in boys from ten to fourteen has varied around 2 and 3 per million, 
o to 2 per million in girls. Attempted suicide may be commoner in girls than boj's. Toolan 
(1962) studied 102 cases of suicide and attempted suicide, 18 of them in children under the 
age of 12 and 84 in adolescents aged 22 to 17; in this series there were 81 girls to 21 boys. 
Toolan categorized the cases under a number of diagnoses, including 35 labelled as 
schizophrenic reaction, but nevertheless considered that the basic disorder was a depressive 
reaction. 

Severe mental abnormality plays little part in these early suicides. Most of the well- 
studied cases have proved to be impulsive acts connected with disappointed love, frustrated 
ambition or fear of punishment; the motive of vengeance, or punishment of the parents, 
has veiy often played a part. It is not until after puberty that suicidal attempts without 
motivation begin to occur, and then they arc often the first symptom of a schizophrenic 
illness. 


Schizophrenia 

Autistic syndromes in childhood, including so-called childhood psychosis and childhood 
schizophrenia, are discussed on p. 678. Schizophrenia is probably no more frequent than 
manic-depressive psychosis in children, but the diagnosis is more often made. Recently almost 
all psychotic conditions seen before puberty have been called schizophrenic, althoueh 
most workers agree that a number of the cases so called have an organic pathology * 
Another group of cases often labelled schizophrenic are severe hysterical reactions to an 

emotional loss, an affect'* ' — — ^ . . ..... 

psychoses may occur in c ■ ■ • . • • • ■ ... 

of personality which have preuisposeu to uie reaction colour it dmically and mak ‘ 
diagnostic recognition difficult. ® 

The relationship of schizophrenia of adults to the so-called schizophrenic psych 


iv.aiii.y, uaj v,.iM lUiagcty iulu Jairy-tales reuptit' 

stereotypies of movement, the silly jokes and puns enjoyed by children, tinged with -n . ® 
and ‘archaic’ thinking, catatonic posturing, negativism in the ‘first negative period’ 
phase), i.e. the third or fourth year of life. All these are transient phenomena of de I * 
but may appear as symptoms of any psychological disturbance occurring at tha7^ 
then be regarded as suspicious of schizophrenia. and 

Schizophrenic-like symptoms, especially catatonic ones, are also found ‘ 
defectives and idiots; either they correspond to the developmental stage T 
mental lifeof the patient came to a halt, or they are signs of cerebral patholocy 
of these cases has led to the idea that a proportion of mental deficiency U cans A ? 
phrenia. This theory has been discussed, together with the question of ‘ PfroM^i 
in other chapters {Chapter XII, p. 703, p. 730, Chapter V. p. 296). ^'^^^^Phrente\ 

The real incidence of schizophrenia in childhood is very low indeed TT •> 

■ "W the recent 



CLINICAL PSYCHIATRY 


670 

fashion for designating as schizophrenic any strange withdrawn state in a child, this state- 
ment would not have been disputed. Unfortunately, since we have had this fashion, the 
terms ‘schizophrenia’, ‘childhood schizophrenia’, and ‘childhood psychosis’, as applied to 
children, have been deprived of all meaning, in aetiology, pathology, and even very largely 
in prognostic and clinical descriptive senses. Modern statistics accordingly are unable to 
provide us with any useful information about the prevalence in childhood of schizophrenic 
illnesses falling into the same biological continuum as the schizophrenic illnesses of adults. 
If we are to judge by the diagnostic principles on which any reliable epidemiology has to 
be based, we must turn to older reports. One from the Zurich clinic (Scimabel, 1921) 
showed only four children under the age of twelve in a total of 16,000 admissions. Lutz 
(1945), a pupil of Bleuler, reviewing the literature critically, found reports of thirty patients 
under the age of ten, in only fourteen of whom the diagnosis of schizophrenia was certain. 
He contributed six new cases of his own observation, and estimated that less than i per cent 
of all schizophrenics fall ill as children. 

It seems probable that reasonable standards of diagnosis were applied by psychiatrists 
of the New York State Hospitals during the period 1948-52. Kallmann and Roth (1956) 
report tliat during that period the proportion of patients under the age of fifteen constituted 
only i-g per cent of all schizophrenics admitted, and o-6 per cent of all admissions. They 
collected 52 twin and 50 singleton propositi, the mean ages of onset being for male twins 
9 years, female twins 11 years, and for the singly born 7 and 10 respectively. Kallmann 
and Roth checked the diagnoses, and say that they were on the conservative side; they 
did not include children with psychoses complicating mental deficiency. This clinical 
material is clearly much older than the infants and young children who are labelled as 
schizophrenic in current child psychiatric practice. The important finding that emerges 
from the work of these two authors is that, in its genetical relationships, schizophrenia in 
childhood behaved in much the same way as in adults, the chief points of difference being 
the high male preponderance (74 males to 28 females), and the relatively early age of onset 
in secondary cases in sibs. The incidence of schizophrenic psychoses in the parents 
(9 fathers, 9 mothers) and in the sibs (13 brothers, 5 sisters) was at a level comparable 
with Kallmann’s findings in adult schizophrenia. The concordance rate in the 17 MZ co- 
twins was 88 per cent. (15 affected), and 23 per cent. (8 affected) in the 35 DZ co-twins. 

It is unfortunate that Kallmann and Roth did not provide any account of the clinical 
condition shown by these pre-adolescents. Since the diagnosis was verified by the genetical 
relationships and the after-history, it would have been instructive to know how far the 
psychotic symptoms resembled or differed from those of childhood autistic states. As matters 
stand, the ‘diagnosis’ of childhood schizophrenia has become so contaminated that it is best 
to use it only with extreme reserve. Owing to its liability to confusion with early childhood 
autism, the term should never be applied to children under the age of five. After that age it 
should be used, and then tentatively, when early development has been normal and is then 
interrupted by an acute or insidious psychotic change, for which no organic basis can be 
found, and which shows symptoms of the same type as those typical of adult 
schizophrenia. 

From the older literature it would seem that paranoid schizophrenia does not occur in 
children; hebephrenic pictures predominate, with catatonic symptoms appearing perhaps 
suddenly after a slow and indefinite change in personality has been going on for months. 
The progressive nature of the illness may show itself not only in ‘regressive’ phenomena, 
enuresis, encopresis, temper-tantrums and emotional outbursts, and other infantile forms 
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of behaviour, but also in increasing incoherence of thinking and speaking, in affective 
incongruity and cooling, and blunting of all the finer reactions to other persons. 

Symptomatic Psychoses and Psychological Reactions 
to Physical Illness 

Psychological anomalies accompanying phj'sical illness are probably more common in 
children than in adults; but this impression may be due to the greater frequency of in- 
fections in childhood. One might have expected that paediatrics would have contributed 
more than it has done to our knowledge of the origin of symptomatic psychoses, such as 
delirium. We do not know why many children so easily have states of clouding of conscious^ 
ness with an infection, either with or without rise of temperature, nor why they are es- 
pecially liable to epileptiform fits. Both symptoms may be related to the immature state of 
the brain. One might imagine for example that the blood-brain barrier, which in the adult 
shields the brain from a circulating poison, is less developed in the child. Symptomatic psy- 
choses in children are often very transient, sometimes lasting only for an hour or two. In 
other instances they may persist for days, but even then usually terminate without any 
serious sequelae. 

On the other hand, the subacute delirious state with no marked clouding seems to be un- 
knowm in children, as also is the dysmnesic syndrome. Post -infectious depressive conditions 
and paranoid reactions, such as are observed in adults (p. 349), are also rarities. Moodiness, 
touchiness, irritability and restlessness after an infection are, however, common and may be 
a childish equivalent. In some cases these organic reactions may be mistaken for psychogenic 
ones. 

The reaction to physical illness of very young children is of psychiatric interest, because 
of the tendency to regress to an infantile level of behaviour and to unlearn the habits which 
made him independent of the intensive motherly care, which has to be given again during the 
physical illness. As experienced physicians have always knoum and taught, children in 
hospitals and sanatoria who suffer from a chronic disease have to have their emotional and 
intellectual development carefully watched. The opposite is also quite common, the pro- 
motion of development by a physical illness; through suffering, rest and isolation the child be- 


instaiwc m iiicuiiuLic; ciiorea ^see Cnapter VI, p. 381). The hysterical mass infection of a 
wliole school class by one choreic girl whose movements had a graceful quality which ap- 
pealed to the others has been observed. Post-choreic motor and other abnormalities may be a 
mixture of organic and psychogenic symptoms. In the groaxing and developing orgiiism 
they are accessible to skilful handling of the psychological component and to adaptive 
management. Later on they will become fixed habits, so the opportunity of early treatment 
should not be missed. ^ 


In this connexion the child s reaction to mutilation and dhahlmntnt (Guttmann and 
Mayer-Gress, .940) should be nientioned. In childhood and youth a state of continuous 
physical change and functional adaptation goes on. and mutilation only means a chmne in 
the direction of development. This is why congenital and early-acquired lesions are srefsi Iv 
overcome. In any home for cripples miracles of adaptation can beLn. and remaAable p«- 

because there is no memory of a time when it did not exist. The rd^pLlrotcrip;?^ 
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children largely depends on a suitable psychological atmosphere, so much so that neurotic 
‘cripple reactions’ can nearly always be traced to faulty handling, 

A distinction must, however, be drawn between cases with peripheral and with central 
damage. Lesions of the central nervous system, which disable the infant, such as birth 
trauma, asphyxia and infantile encephalitis, may cause at the same time a personality disorder 
which is often wrongly regarded as a psychological reaction to the physical handicap. The 
causative link is proved by the fact that certain types of central lesion are associated with 
certain types of personality. For instance, the friendly and sociable character of the atheto- 
tic child is well known; Bender (1940) described the ‘clinging’ personality of children with 
cerebellar lesions. Poliomyelitis, when it involves the brain-stem, may affect the personality; 
and this may partly explain the feeble reactions and resigned attitude of paralysed polio- 
myelitic patients. Finally any intellectual impairment, due to a cerebral lesion, will also 
affect the level of adaptation. 

Among the unfavourable social and psychological influences, it should be remembered 
that pity, sympathy and over-protection may breed self-pity, excessive dependence and a 
craving for the role of ‘mother’s best baby’ ; for such unhealthy privileges the child will 
fight by all means including importunate conduct, manipulation and hysteria. Hard 
conditions on the other hand may stimulate ambition and determination, and adversity may 
strengthen the cripple’s character. The problem in treatment is that of striking a balance in 
management so as to provide a kindly but invigorating environment and suitable incentives 
for achievement and independence. Negligence and lack of interest or affection may not 
only fail to achieve the best, but may arouse in the cripple resentment, hatred and aggression. 
Adler’s ideas on ‘organ inferiority’ and its psychological consequences can often be help- 
fully applied, but cover only one aspect of the problem. The great variability of response 
can only be explained by taking into account a multitude of factors. Of these the predomi- 
nant attitudes of the family are some of the most important, being connected with the 
constitutional make-up of the child and colouring his environment. 

ORGANIC CONDITIONS OF OBSCURE AETIOLOGY 

Epilepsy 

As more than one-third of epileptics have their first convulsion before the age of ten, 
epilepsy is an important illness of childhood. In fact, many more children are treated in the 
paediatric dmsion (in-patients and out-patients) of Johns Hopkins Hospital, Baltimore, 
for convulsive disorder than for rheumatic fever or tuberculosis (Bridge, 1949). Accord- 
ing to the same author, about one in fifteen children in a mixed sample of patients in a 
paediatric service had convulsive disorder at one time or another. Not all these convulsions, 
however, were signs of epilepsy. Peterman (1946) gives the follo\ving table indicating the 
‘background’ for the initial convulsion in 2,500 children below the age of seventeen: 


Acute infection 

33-4 per cent. 

‘Idiopathic’ epilepsy 

26*3 .. 

Cerebral birth injury or residue 

14*2 „ 

Miscellaneous known causes 

’^ 3*4 » 

Spasmophilia or tetany 

7’4 >» )» 

Cause not established 

5-6 „ 


The same writer related age to the nature of the convulsions : of the convulsions seen in in- 
fants under one month, three-quarters were due to birth injury or developmental anomalies. 
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Tetanic convulsions occurred after the age of one and below the age of three and this was 
also the age for seizures associated with infection and fever. As age advanced, the diagnosis 
of epilepsy was made in an increasingly larger proportion of cases. The survey made by the 
College of General Practitioners (rg6o) showed that the prevalence of epilepsy ivas approxi- 
mately 5 per thousand, at all ages. 

Fever convulsions and similar accidental seizures In young children do not differ from 
major epileptic fits in appearance. Differentiation is only possible by the after-history, 
which shows that even repeated convulsions, each coinciding with an infective illness, do 
not necessarily indicate a later epilepsy. ‘A normal electroencephalogram after the age of 
six can give added reassurance’ (Bridge). However, as Bridge has pointed out, none of the 
follow-up studies of children with febrile convulsions carried out so far has been entirely 
satisfactory. There is some overlapping: infection and fever not infrequently release for the 
first time a tendency to fils which persists. 

Frequent brief seizures of minor epilepsy recurring uniformly over a period of days, 
^\eeks and even years have been given the name oipyknolepsy (Adie, 1924). During the at- 
tacks the child remains standing or sitting, or continues to play; he looks absentminded, 
distracted or inattentive. The hands do not lose their grip, and there are only subtle changes 
in the expression of the face during the absence. 

In recent years it has been demonstrated that the electroencephalogram of these children 
shows the wave and spike pattern which Is typical of minor epilepsy when it commences later 
in life. Pyknolepsy would thus appear to be merely petit mal commencing in childhood. 
However, Walter (1950) has described cases of pyknolepsy which would appear to differ 
from most cases of minor epilepsy in childhood in their exhibiting bilateral occipital foci of 
delta waves between attacks and in showing during seizures a wave and spike pattern which 
is confined to the occipital lobes. He has claimed that these cases respond to stimulant 
medication, as for example with liberal doses of amphetamine sulphate. Children with 
minor seizures exhibiting such an electroencephalogram are exceedingly rare, and it is doubt- 
ful whether the effect of a stimulant is specific or proven in these cases. In the great 
majority of patients with petit mal in childhood troxidone is the treatment of choice (see 
P 478). 

Intelligence is generally low in children whose fits date from the first years of life, 
since the fits are the result of severe brain damage. In contrast, those in whom the onset 
occurs during school age (from 4 years) usually have normal intelligence though the focal 
epilepsies may be associated with a lower I.Q. In general, children who have frequent fits 
(especially grand mal) have more impaired ability than those with few, probably because 
the greater number of fits arise from more brain damage and also because major seizures 
\\ith anoxia can in some instances lead to further brain damage. Although the majority of 
epileptic children develop intellectually at the normal expected or a slightly lower rate, a 
few deteriorate. Chaundry and Pond (1961) found that drugs were not the cause of this 
deterioration. Even young children can tolerate doses up to adult level and combinations 
of several drugs may be needed (Pond, 1965). 

Psychological equivalents are relatively rare in children, although epileptic moods and 
fugues may occur. The epileptic nature of a transient mood may pass unrecognized, or be 
falsely interpreted. Irritability and moodiness before the fit, dreaminess and withdrawal 
afterwards, are part and parcel of the epileptic attack; they should not be treated as a 
behaviour disorder arising out of the special situation of the epileptic child. 

Ho\\ever, as Pond (1965) points out epileptic children are brought most often to seek 
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psycliiatric aid for symptoms that arise irom social diffictdiies consequent on having att 
These children are bewildered by their disability, shunned by other children and frequ 
misunderstood. They need a great deal of support and the nature and extent of 
limitations should be explained to their parents. The epileptic child needs an environ 
that is neither over-anxious and over-protective, nor one that rejects him because c 
affliction. He much more often suffers from being frustrated by too much restriction 
from the dangers involved in allowing him to lead a reasonably normal life. There 
clear danger in such sports as swimming but there is no doubt that interesting acl 
reduces the tendency to fits and over-protection itself sometimes leads to the tend 
towards violence or sexual malpractice which it is designed to prevent. The largely misi 
idea that epilepsy is necessarily connected with serious deterioration in personality 
dangerous tendencies still lingers in the popular mind. 

Measures to promote the psychological stabilit)’^ of the epileptic child and awarene 
his dependence on the familial context are very important and sometimes neglected coi 
erations. In adolescence, when familiar patterns of life at home and school (with their sv 
vision) are broken by going to work and forming new relationships, particular care is nec 

The problems of temperamental abnormality associated with epilepsy, which have 
discussed in Chapter VIII (p. 467), apply equally to child and adult. 

An important respect in which there are differences of emphasis between adult 
childhood epilepsy is in the psychological ejfects of drugs. In children phenobarbitonf 
little sedative effect, and will only make the child drowsy if given in large amounts. Ampl 
mine, on the other hand, is not an excitant, and usually calms down the restless hyperki 
child, improving his behaviour and adaptation (Bradley, 1937). One of the recent adv£ 
in the treatment of epilepsy in children has been the introduction of succinimides su( 
ethosuximide (Zarontin) or the diones in the treatment of petit mal and generalized r 
clonic seizures. Ethosuximide is given in doses of 250 mg. twice daily, increasing grad 
to a total dosage of i-|-2 g. per day according to need. The side-effects are relatively r 
consisting of skin rashes, drowsiness and photophobia. The field of pharmacological 
chiatry in the child deserves closer study. 

Encephalitis 

The immature brain reacts to encephalitis lethargica in a very different way from th 
a fully-grown individual. After the acute lethargic phase, young children rarely ha 
latent interval. Instead they go through a period in which over-activity, aggressiveness an 
intractable, malicious spite make them quite intolerable in the ordinary household, 
child s restraint is completely in abeyance and his behaviour may bring him to the atter 
of the police. A characteristic picture is of an alert child in a state of restless vigila 
distracted by any passing event, and inclined on impulse to commit acts of wanton cruel 
destructiveness. It is as if the nervous organization subserving social behaviour had bee 
disorganized, leaving him at the mercy of the untamed instinctive drives. The child’s 
haviour is qualitatively transformed, and reasoning with him to try to get him to modif 
conduct is usually quite futile, as is also any attempt to discipline him in the ordinarj’’ ' 
About half of these children develop Parkinsonism, and as they do so their behaviour becc 
gradually more subdued. Similar gross behaviour disturbance may occur in older cliil 
and adolescents and is likely to persist into adult life. It is this group of patients that one f 
in mental hospitals and to a smaller extent in mental defective hospitals, where they c 
give rise to administrative problems out of proportion to their numbers. 
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Only the mildest cases can be treated in their own homes. The most important principle 
in treatment is that they should be found a useful outlet for their continuous fund of restless 
energy. In institutions, occupational treatment in agriculture combined -with games and 
plenty of physical exercise may produce considerable amelioration in the less malignant 
cases. Improvement takes several years, and is recorded in about half the children sent for 
treatment. 

Milder symptoms of hyperkinesis, tics and all m^ner of repetitive movements, ha\ e 
frequently been seen in young encephalittcs, and include yawning, coughing, sniffing and 
peculiar breathing abnormalities. Oculogyric crises, on the other hand, are rare in children. 

It is well to remember that any encephalitic illness can cause a complete transformation of 
the child's personality, perhaps with severe aggressiveness and antisocialtendencies. Enceph- 
alitis after measles, chicken-pox, mumps, whooping cough and vaccinia may produce after- 
effects very similar to those of lethargic encephalitis. As a rule the outcome is more 
favourable, but mental changes may persist, as they may after other neurological lesions. 

Early Dementias 

Apart from familial amaurotic idiocy, which is discussed according to convention in 
the chapter on mental subnormality (p. 726), there are other rare conditions in which a. 
normally-born and well-developed infant begins early or late in childhood to show signs of V 
organic deterioration. Except for Schilder’s disease and Wilson’s disease, their pathology is 
poorly understood and their aetiology unknown. 

Early dementias have been known since 1908, when Heller described the first cases of 
what he later named dementia infantilis, Heller’s patients, of whom thirty had been reported 
by 1930, fell ill during the third or fourth year of life and became hyperkinetic irritable 
moody, anxious and sometimes hallucinated. All that they learned in previous years is 
rapidly lost, speech and the comprehension of speech, skill of movement and control of 
sphincters. Grimacing, tics, bizarre postures, similar to those of low-grade defective 
seen; but the facial expression remains relatively normal until late in the illness S ' 
Sanctis, described under the name dementia praecoccissima, a rather similar syndrome ^ ^ 11 
classified as an early form of dementia praccox; but these cases probably like the * 
of Heller’s disease, include a mixture of organic dementing processes of various t'^1 
In certain cases m which a progressive deterioration first show-s itself in h*°i*^^* 
formance, the process seems to have been started by an infection, with or without ' 
encephalitis. If epileptic seizures occur, they are likely to be held responsible 
menlia, though they may both be symptoms of a single underlying process. ^ 

Ithas become increasingly clear during the past 15-20 years thatthe various ‘d 
of childhood named after Heller, de Sanctis and Weygandt are not distinct from 
uith Kanner’s syndrome. Thus, although psychoses that begin after two to three ^ 
normal development do not strictly conform to the criteria for diagnosis of T ^f 

employed by the 7'^'" ’ ** ’ ■’ ‘ utism •»<! 

picture, family ba . ■ 

{Rutter and Loci.^v*, iuit^ui.i, uiwwugu me piuiuuuu legiession described 

Heller as occurring between the ages of 3-5 years carries a grave prognosis, these cas^ d 
not invariably do badly. Finally, evidence of brain damage is not confined to the synd^^ °° 
described by Heller; it is found in a proportion of cases of typical infantile 
(d. 685V “iism 
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Focal Symptoms 

In children, the term aphasia was and still is loosely applied to cover a variety of 
genital speech defects. In 1930 Ewing showed that in a small number of children who 
been diagnosed as aphasic, the inability to learn to speak was due to a defect of hearinj 
volving the range of sounds needed for speech perception. Delay in speech develop! 
may also have other causes; and as long ago as 1897, Freud, in his monograph on infa 
cerebral paralysis, distinguished cases in which speech had not been acquired or in w 
there had been delay in acquisition from those with a true aphasia, i.e. a disturbance oi 
speech faculty already attained. Some authorities have doubted whether true aphasia 
curred in children; but Guttmann (1942) showed, in a material of thirty patients aged f 
teen and less, with hemisphere affections (tumour, abscess, injury, thrombosis) that apl 
occurred with the same regularity as in adults, when speech centres in the dominant h< 
sphere were involved. In most cases the symptoms were rather less complex than in 
adult, the main one being a diminished speeeh production. Recovery was surprisingly ra 
especially from aphasia of the purely motor type. In temporal-lobe aphasia the exces 
speech production seen in adults was not found in children below the age of ten. The 1 
lesion had little or no influence on the intellectual growth of the child later on. 

Developmental aphasia has become a focus of interest since clinicians became awai 
its similarities with early cltildhood autism. The late and difficult learning of a vocabul 
the prominence of echolalia, the distortion of words, the use of parts of words for 
whole, the appearance of neologisms, reversal of word order, all these are common to 1 
syndromes. However, the total effect on the personality and intellectual fimctions of 
child is less in the case of simple aphasia; general intelligence is less likely to be shi 
downwards from normal; and the outlook is better, since from about the age of six onw; 
aphasic children respond increasingly to educative training. 

Infantile hemiplegia is also a condition which can be variously caused. It may ap] 
after a febrile illness, e.g. at about the age of eighteen months, and be due to multiple ' 
cular lesions, predominantly in one hemisphere but affecting also the other. In this casf 
specific remedial measure is likely to be of much avail. But in an important group of cases 
cause lies in asphyxial complications at birth and thrombosis or embolism of the mi( 
cerebral artery on one side. In this type the damage done is local and surgical treatmei 
often effective. A full discussion of the pathological, clinical and therapeutic aspects has t 
provided by Carmichael (1953). As the infant grows older the parents become grade 
aware that he is unable to move one arm or one side of the body as well as the ot 
Severe retardation of growth in intelligence and of development in general is usual, 
epilepsy is very common. The epileptic patients also often show severe disorders of temp 
ment and behaviour: the child is irritable and aggressive, liable to temper tantrums y 
or without psychogenic precipitation, and he is not infrequently hyperkinetic, interfer 
mischievous or spiteful. 

The diagnosis of widespread but one-sided damage to the brain may be establishec 
clinical findings and by the aid of electroencephalography, arteriography and pneu: 
encephalography. Partial excisions of the most grossly damaged parts of the cortex o 
prove insufficient; but remarkably good results may be obtained by hemispherectomy. 
this operation the basal ganglia are left as far as possible untouched, but the entire overb 
cortex on the affected side of the brain is removed. This seemingly heroic operation 
been found to produce in these cases much less serious consequences on the debit ! 
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than might have been expected. An increase in the degree of the hemiple^a, for instance, 
often does not follow. The good results arc shown most commonly by a diminution m the 
frequency of the epileptic fits, down to their complete disappearance, marked improve- 
ment in temperament and behaviour, so that active education may at last be engaged on, 
and not unusually some improvement in the intelligence quotient. 

Reading disability is an e.xample of the multiple causation in the child of a focal 
disturbance which in the adult is due to a spedfic cause, in this case a lesion in the lingual 
gyrus of the dominant hemisphere. It is probably not by chance that the first case of 
‘congenital word blindness’ in the medical literature was published in this country 
(Morgan, 1896), and that all the more important work on the problem has been concerned 
with English-speaking children. The texts of Homburger and Tramer do not even mention 
the subject. While figures of 12 per cent, of poor readers are given in the U.S.A., and Watts 
and Vernon (1950) even found 34*4 per cent, of ‘backward readers* among fifteen-year-old 
males in this country, it is doubtful whether the condition plays any comparable role in 
countries with other languages. One of the few reports available (Hallgren, 1950) estimated 
the incidence in Sweden at 10 per cent. It seems very probable that phonetic spelling and 
writing, as in the Latin languages, makes learning to read a much easier task. 

In his work on specific dyslexia, Hallgren (1950) studied 116 probands and a further 
j6o cases among their parents and stbs, examining 270 of these cases personally. He found 
an association between specific dyslexia and speech defects, and also a raised incidence of 
left-handcdness in affected persons; but affected children in the general population were 
not mentally retarded, or affected by nervous disorders. A genetic basis in an autosomal 
dominant gene, as the preponderant specific cause in the majority of cases, was thought to 
be highly probable. 

As reading forms the start of the school career of each child and of paramount 
importance for his educational progress, difficulty in reading will be found to underlie 
most learning difficulties. Stogdill (1965) stresses the importance of close investigation of 
reading difficulty in individual children at an early stage. He points out that faulty percep- 
tion, visual or auditory or both, is an important factor though many others play a part. 
He gives a closely observed account of the perceptually-handicapped child on which the 
following description is based. 

Auditory perception difficulties. Some cluldren ate slow :n attaching meaning to the 
word they hear or in distinguishing between sounds in words, especially the short vowels. 
For example, they will confuse ‘till’ and ‘tell’. When confronted by witten symbols they 
have difficulty in recalling the sound equivalent. When speaking they may substitute one 
sound for another or reverse sounds or syllables. Their understanding of what they hear 
will be found to vary from day to day. 

Visual perception difficulties. When writing some children persist in reversing letters 
or groups of letters. Most have out^own this by the age of six but some continue and their 
difficulty is so marked that they ‘mirror-write’ or invert complete lines of w’ritten material. 
When reading they confuse words which look similar or omit words and phrases. This is 
often mistaken for carelessness and inattenrion. 

Other features of the perceptually handicapped child. On examination these children 
whether their difficulties are mainly auditory or mainly verbal or both ate likely to give 
the impression of general immaturity. They may have difficulty in distinguishing right from 
left and show poor orientation in space and time. Their results in either verbal orperformance 
tests will give an I.Q. which is lower than their potential intelligence warrants. The 
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perceptually handicapped child will be slow to develop a body image (a drawing of himself 
will reveal this) because he has failed to learn from the usual clues — visual, auditory, 
kinacsthctic and tactile — to locate objects in space relative to himself and to other objects 
and to grasp the relationship of different parts of his body to each other. Consequently 
he has difficulty in perceiving spatial relations, motion and direction. 

Relating parts to wholes is necessary in learning to generalize and to form concepts. 
So the perceptually handicapped child will be slow in classifying objects, perceiving 
differences in quantity and in relating cause and effect. 

He will be easily distracted, unable to distinguish between significant and unessential 
stimuli and try to react to everything at once so that his behaviour may be restless and 
uncontrolled. He will have difficulty in grasping the whole of a given task and retaining in 
his mind the sequence required for its completion. ‘Anytliing that can be pushed, pulled, 
twisted, folded or bent may elicit a motor response’ and this failure to control impulse 
involves danger. His slowness in completing what he is given to do is often mistakenly set 
down to laziness or day-dreaming. In fact, slowness arises from disorganized thinking, 
perseveration, and a rigidity which inhibits him from moving on to the next stage in what 
he is doing. A sudden explosive fit of crying or outbreak of motor activity may be precipi- 
tated by the prospect of a new or more difficult assignment. He may be emotionally labile 
generally and his emotions may often be expressed in aggression. 

His standard of perforjyiance will vary. What was accomplished easily one day will 
present as a new difficult task the next. He will alternate between appearing bright and 
competent on one occasion and unaccountably slow, incapable and unable to concentrate 
on another. 

Some children who present this picture at six or seven have almost caught up with 
normal children by the time they are nine or ten and other members of their family may 
show a similar history. Their handicap has been explained as a development lag. In other 
cases (as also in the family history) there is persisting failure to develop language 
functions continuing into adult life. Stogdill suggests that this is a recognizable clinical entity 
which has been called ‘primary language disability syndrome’. Because these children have 
many features in common with children who have a definite history of brain damage, their 
disability has been set down to subtle brain damage although there is no history, or physical 
laboratory finding that would support such a diagnosis. More cautiously it is sometimes 
described as ‘minimal brain dysfunction’. In a proportion of cases of persisting difficulty 
in reading, it seems likely from the work of Kinsbourne and Vl^arrington (1563) that we are 
faced with a developmental Gerstmarm’s syndrome (see p. 496). A large number of mild 
difficulties with reading are explained by emotional factors and recourse to cerebral damage 
seems unnecessary. However, although the concept of 'minimal brain damage’ or dys- 
function as a cause of some language difficulties has as yet no firm factual foundation it 
provides a plausible hypothesis deserving much further exploration. 

Early recognition of the difficulty is very important, as it may ver}^ largely be sur- 
mounted by specific educational methods, especially oral teaching by the method of auditory 
repetition, and the repetitive association of visual patterns with sounds (Critchley, 1964). 

Early Infantile Autism (Kanner’s Syndrome) 

Kanner’s classic paper ‘Autistic Disturbances of Affective Contact’ was published in 
1943 ; his account of the syndrome, which he iater named early infantile autism, was based 
on eleven cases. Since then the number of cases observed and reported on by Kanner and 
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his collaborators has increased to well over a hundred. Very unfortunately, while on the 
one hand insisting on the uniqueness and speaficity of the syndrome, they have classified 
it as one of the forms of childhood schizophrenia (Kanner, 1948; Eisenberg and Kanner, 
1956). This semantic confusioUt giving to the term ‘schizophrenia’ on the one hand a 
purely descriptive connotation and on the other hand allowing it some classificatory value 
(as if it had aetiological, diagnostic and prognostic significance), has been the foundation on 
which a veritable psychiatric Tower of Babel has grown. Conditions of the most hetero- 
geneous kinds have been discovered by a variety of workers to be related to Kanner’s 
syndome, and they too have been regarded as forms of childhood schizophrenia. If, as a 
consequence, childhood ‘schizoplu-enia’ comes to bear no resemblance to schizophrenia of 
the adult, this gives no one cause for doubt or hesitation; as the child is so different from 
the adult, one should not expect childhood schizophrenia to bear any resemhhnce to adult 
schizophrcnial An eminent English authority on the subject once said to us, ‘it seems to 
me that everything is schizophrenia, and schizophrenia is everything’. The reader w^ll not 
expect the authors of this textbook to share that view. 

Kanner’s syndrome has many characteristic features and is fairly well circumscribed. 
During the first few months of life no abnormality is detected; at a later time there are 
likely to be difficulties in establishing normal routines of eating, sleeping and elimination. 
There may also be long spells of implacable and apparently unmotivated screaming, or 
— a more characteristic phenomenon— the child may be abnormally quiet. The earliest 
typical symptom to appear at about the fourth month is that the baby does not lift up its 
arms when about to be picked up; held against the mother's body, the baby does not 
mould himself to her, and the mother complains that he is not cuddly. Kanner emphasizes 
as pathognomonic the child’s aloneness, and his need to impose on the enviroment an 
unchanging sameness. Speech never develops normally, and there is a failure to use 
language for the purpose of communication. Speech shows pronominal reversal, echolalia, 
afRrmation by repetition, literalness. The desire for sameness Is enforced by the develop- 
ment of routines; and if an attempt is made to get the child to deviate, it is met by rage 
and aggression, or by panic. Kanner and Eisenberg believe that, despite a retardation in 
speech which may be so extreme that the child never learns to talk, he still has good cogni- 
tive potentialities. Memoiy is good, and maybe unusually so, especially for learning by rote 
In the first hundred cases there were 80 boys and 20 girls. Other observers who have 
accepted Kannef’s syndrome without dilution, have also found approximately a 4-1 ratio 
of male and female. There is no easy explanation for this, thongh a similar sex ratio has been 
found in other congenital disorders of development. 


As a ru e the children are good looking, even beautiful, often with graceful movements. 
A very striking and remarkable feature is the look ofmteUigeace they have, say at about the 
■age of five, so different from the dn I vacant, apathetic gaze of most seriously retarded 
children. To the neii comer in this field, his first sight of one of these children, absorbedin 

hisovnsinguJaroccupatjon, wbosebrjghtalertgazesltdesnaittArti,.. m 

forgotten. It is perhaps this appearance as much as anything that led Kann"^’<** 
children had good potentialities, potentialities unfortunatelyVhafare ra^ t r a"’’^ 
Eisenberg (1956) reports the outlook as being highly n r 

63 of Kanner’sfirst ,00 casesafteraperiodof 4 tozoyears, showed that mly ^ 


hemg awe to atlenu sc, tools at a leve. cotmnensurate widi their age; 'they had eosio 
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meaningful contacts with other people, but retained ‘schizoid’ traits of personality sufficiently 
marked to cause trouble. The remaining 46 patients were hospital or family invalids. The 
nature of the outcome was closely related to speech development. About half of these 
children remained speechless, and of them only one out of 31 had a fair result. This very 
gloomy report should not be regarded as final. There is every indication that better results 
are already being obtained with modern training methods. 

The guiding light of child psychiatry has long been the idea that the causes of the 
psychological disorders of childhood are to be sought in abnormalities and disturbances of 
the child-parent relationship. If this idea is to be used as a working hypothesis, rather than 
as irrefutable dogma, it suffers from the deficiency tlrat there are no normal standards by 
which to judge. Accordingly any and every child-parent relationship, once put under the 
dissecting microscope, is found to be amiss; and one and the same motlrer will be told that 
she is, say, too distant and also too involved, by different experts at the same time, and by 
the same expert at different times. Looking to the child-parent relationship for a clue to 
the causation of early infantile autism, Kanner made two observations, of which one is 
probably significant and the otlrer is not. In the first place, he found that the parents of 
these children were with remarkable consistency highly intelligent and highly educated 
people, both of them usually having a college education, and the fathers often professional 
men of distinction. Kanner’s other private patients feU well below this standard. This 
result has been put down to a sampling error, since parents brought their children to Kanner 
from all over the United States and it may well have been the most intelligent and the best 
informed who sought him out. However the result has been confirmed. Selective bias 
would seem to have been avoided in the study made by Wing, O’Connor and Lotter (1967), 
who attempted a complete ascertainment of autistic children in all the children in the county 
of Middlesex aged 8, 9 or 10 on ist January 1964. They found that 60 per cent, of the fathers 
of children in the core group (Kanner’s syndrome) were in social classes I and II, compared 
with 18 per cent, in the general population of England and Wales; 21 per cent, of the 
mothers and 29 per cent, of the fathers were university graduates; and both mothers and 
fathers had intelligence quotients significantly higher than expected when tested on the 
Mill Hill vocabulary scale. 

Kanner and Eisenberg believe that the parents of autistic children constitute a deviant 
group in personality also; as yet, this observation has not been confirmed. The parents 
were reported as being detached, humourless, obsessive personalities, treating their child 
with mechanical perfectionism, in an atmosphere of emotional refrigeration. It was rather 
held against them that they were able to provide such excellent and objective accounts of 
the development of their child. They also noticed that the incidence of mental illness in 
relatives was very low; only one of the first 200 parents had experienced a psychotic 
episode, and only sis had had clinical psychiatric disorders; in the 400 grandparents and 
373 known uncles and aunts there were only twelve cases of mental illness (Eisenberg and 
Kanner, 1956). 

The general picture of Kanner’s syndrome has been confirmed and further described 
by a number of other workers. Our knowledge has been advanced, particularly by Rimland 
(1964) and by the Maudsley group (Wing, 1967), to the point where it seems fairly safe to 
classify the condition among organic disorders. 

Rimland has given an excellent account of the literature, as well as elaborating his own 
views on the pathogenesis. He stresses the evidence for tlie persistence of islands of normal 
and superior ability above the general depression of function caused by the autism and the 
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speech handicap. The child may show a phenomenal ability to recall the exact state of the 
environment ; one block experimentally turned, in a jumble of blocks the child had left on 
the floor, was noticed at once on his return to the room, causing screams of rage until the 
original placing had been exactly restored. Remarkable rote memory for poems and names, 
timetables, shapes of wheels of motorcars, etc., are recorded. Spatial ability as tested by 
the Seguin formboard is well preserved. The children are often good at jigsaws, and may 
assemble the puzzle as wxll or better with the piec^ face dowm as face up to show the 
picture. One may speculate that the children find difficulty with a complex visual gestalt, 
so that an excess of information proves a hindrance rather than a help. In general the 
children are agile and graceful, and show good, sometimes exceptional, manual ability and 
finger dexterity. Musical interest and exceptional musical ability are showm quite frequently ; 
in one of Kanner’s earliest cases the boy eventually became a composer. Mathematical 
ability is also common. Rimland comments that idiots savants have excelled in calculation, 
music, art, mechanics, mental calendar manipulation and memory; most of these are on 
the list of the autistic child’s abilities and interests. It may be that some of the idiots 
savants of mental institutions that have been reported from time to time represent the 
end-states of what had been autistic children. 

Kaimer’s belief that children with infantile autism were initially well endowed but 
suffered damage, which is supported by Rimland, has come under criticism. Bender (1959), 
for instance, points out that the better the psychometric examination of a retarded child, 
the more likely it is that islands of relative normality will be found by subtests of one or 
another kind. However Mittler (1967) found that there was much more variability beween 
subtest results in children with early childhood autism than in matched controls of mentally 
subnormal children of equivalent I.Q. 

Rimland considers a psychogenic aetiology of the syndrome to be very unlikely. There 
are cogent objections which can be made to the arguments on which this theory of causa- 
tion IS based ; and apart from that there are many features of the condition which fit much 
better with specific organic causation: the onset ‘from the moment of birth’ (Kanner), the 
large male preponderance, the 100 per cent, concordance in MZ twin pairs*, the similarity 
of the syndrome to the known consequences of organic brain disease, and its uniqueness 
and specificity with an absence of gradations between infantile autism and normality. 
Rimland believes that infantile autism is a form of cognitive dysfunction ; the function which 
is particularly affected being the ability to relate new stimuli to remembered experience. 
This can be compared with the Eisenberg-Kanner theory (Eisenberg, 1956) that, like the 
brain-damaged, the autistic child is unable to organize perceptions into functional patterns, 
but that this inability is not on a perceptual basis, as in the brain-damaged, but at a higher 
level where purpose and meaning are lost. Eisenberg says the the primary psychopathologic 
mechanism is a disturbance in social perception; affective contact is lacking. In his view 
there can be no anatomical locus for such a disability, which is a reflection of the failure of 
cortical integration of the affective and cognitive components of behaviour. It will be seen 
how the views of a leading proponent of the psychogenic school approximate to Rimland’s 
conception. A priori, there is no particular reason why the somewhat loosely defined 
dj’sfunction postulated by Eisenberg should not be associated with localized damage or 
maldevelopment in the brain. 


• Kamp (1964) has described autistic syndrome, not regarded as identical with Kanner’a syndrome in 
a four-} ear-old g.rl, one of a pair of MZ twins, her twm sister being normal. In fact, the clinical similarity with 
Kanner 8 syndrome IS a close one. ^ 
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Rimland develops a somewhat speculative hypothesis that the brain-system specially 
involved in infantile autism is the reticular formation of the brain-stem. He quotes the work 
of Keeler to show how one possible mode of pathogenesis could account for some of the 
curious features of the syndrome. 

Keeler (1958) reported on five blind children with retrolental fibroplasia who had been 
referred because of an almost typically autistic s3mdrome. She then examined 35 other 
children with retrolental fibroplasia in an institution for blind children. They had not been 
referred to a psychiatrist, but they all showed a similar autistic s3mdrome, though to a lesser 
degree, so that they were educable. On the other hand, iS children blind with purely ocular 
defects, and 17 blinded after birth by local conditions, did not show the syndrome. Retro- 
lental fibroplasia is very probabl3’’ onl3' part of a more general damage. Children who suffer 
from the condition have usuall3'^ been premature infants who were nursed in an oxygen tent; 
and it is thought that certain immature tissues are especially susceptible to oxygen poison- 
ing, from even a slightly raised ox3'gen tension in tlie alveolar air. Rimland points out that 
there are infrequent cases of children with retrolental d3’^splasia who have only been 
submitted to ox3'^gen at atmospheric tension, and who therefore can be presumed to have 
much greater than normal susceptibilit3^ Autistic children may have had just such a raised 
susceptibilit3’', and have been poisoned 63'’ ox3^gen at atmospheric pressure, the tissues that 
suffer in tlreir case being in the central ner\'ous system. Such a hypersensitivity of central 
nen'ous tissue might (perhaps!) be expected of children of two parents both highly intel- 
ligent, who are, as it were, ‘homoz3"gotic’ for high intelligence. Ill supported as it is b3’’ any 
concrete evidence, this h3fpothesis (if one were to generalize hyperoxia to a much wider 
range of noxae) would suggest the possibilit3'- of a number of lines of research. 

The work of tlie Maudsley group, in tlie book edited by J. K. Wing (1967), represents a 
comprehensive attack from a number of sides on tlie important problems offered by Kanner’s 
s5mdrome. 'Wing gives good reason to enlarge the confines of the S3mdrome, and while 
resers^ing the name of Kanner’s S3mdrome for tlie nuclear group of autistic states starting 
during the first 3^ear of life, if not from birtli, he brings in an approximatel3’- equal number of 
cases nearly but not quite so typical, in some of which development in the earliest months 
seems to have been normal, the first s3’’mptoms being shomi after the first year and some- 
times as late as the fourtli. Clinically tliese children Avere not easily to be distinguished from 
the others, and they are all brought together under the title of 'early childhood autism\ 

The prevalence of this condition ivas estimated by Wing, O’Connor and Lotter (1967), 
in a survey of all children aged eight, nine and ten in the County of Middlesex on ist 
Januar3^ 1964, as constituting approximately 4-5 per 10,000 of their age group. One could 
estimate that in the whole of England and Wales there would be about 3,000 such children 
of school age, a figure which is comparable with the 1,422 blind children and the ^,^56 
deaf children. 

Wing believes that the basic disabilit3^ is that the child has difficult5^ in making meaning- 
ful patterns out of both auditor3^ visual stimuli; handicapped in the ‘distance’ senses, he 
is likely to make as much use as possible of the ‘close’ senses of touch, taste and smell (and 
hence perhaps also derive his special liking for kinaestlietic and vestibular stimulation). 
These difficulties lead to the speech disorder, and together impair his relationships with the 
environment and cause the odd behavdour, the autism, and the emotional disturbances. Not 
only is the condition of A-ariable severit3’-, but in ever3- child tire pattern of disabilities and 
retained abilities varies too. 

Autistic children have difficulty in malring use of auditor3" information ; thc3' will show 
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‘fluditoty avoidance’ (e.g. by covering the ears) especially to loud noises and to speech. 
Other sounds may be liked, and music is generally enjoyed; many children can sing when 
they cannot talk. The visual perceptual difficulty is of a similar kind. The more complex and 
variable the object, the less easily is it comprehended; a child may not recognize his own 
house at a distance. Human beings, who offer insuperable difficulties to the child by 
presenting him with both visual and auditory stimuli of a highly complex and changing 
kind, are met by visual avoidance, by covering the eyes or turning the head aw’ay. The child 
prefers to use peripheral to central vision, and looks past objects or people. Some children 
play with their fingers at the periphery of vision. 

Speech may not develop at all, or may begin and be lost, but most usually begins about 
the age of five and develops very slowly. Echolalia, almost universal, is shown both in an 
immediate form (e.g. by repeating the question), and delayed (repeating a phrase from 
something he has heard, hours or days later, again and again). ‘Pronominal reversal’, the 
child using ‘you’ for ‘I’, or speaking in the third person, is probably a simple consequence of 
echolalia; it has been fancifully interpreted as evidence that the child has lost sense of its 
own identity. Dysphasic phenomena, of kinds which occur in the normal child but only over 
a limited period, are invariable: using parts of words for the whole, using the wrong one of 
uords commonly coupled (‘brush’ for 'comb’), using words in a metaphorical sense or 
portmanteau words, ‘No’ is learned sooner than ‘yes’ ; and all the small w’ords, prepositions 
and conjunctions, etc., offer particular difficulty. Wing discusses for comparison the 
sj-mptoms shown in developmental aphasia, as described by Orton (1937) and Ingram (1959), 
and concludes that in effect there are no differences of significance. There is no reason to 
avoid using the term ‘aphasic’ in describing the speech of autistic children; but one should 
recognize that they suffer from other disabilities as well. In fact, they show a variety of focal 
anomalies of the kinds one associates with cortical parietal and temporal lobe lesions 
aphasia and agraphia, dyslexia, visual agnosia, dressing dyspraxia and other apraxias etc 
Wing agrees w’iih Rimland in thinking that cognitive disabilities are at the heart of the 
problem, and that the autistic behaviour is secondary to them. 

Wing has no hesitation in rejecting the psychogenic hypothesis when discussing the 
aetiologj'. Children who are brought up in a totally deprived setting, e.g. a poorly run 
institution, do not seem to run any special risk of developing childhood autism. In all the 
literature on severe maternal deprivation (Cowlby, Ainsworth, Spitz and others) there is no 
claim of an association with Kanner’s syndrome. Despite the statements of Kanncr 
Eisenberg and many others, there is no scientifically acceptable evidence that the mothers 
(or the fathers) of autistic children arc unduly cold or abnormal, not to say pathogenic 
Given the right slant one can see the gifted, conscientious, efficient and reserved as over* 


me uiiici uiiiUiLii sue vviu have vviii oe iiutiiui. 

One may equally dismiss the idea that there is any relationship between Kanncr' 
syndrome and schizophrenia. There is no very close similarity between the clini t 
symptoms of early infantile autism, or early childhood autism, and schizophrenia* t!^ 
disturbances of thought and language, for ■ — * 

does not occur with any more than random , ■ ■ . 

Kanner's syndrome does not occur in the Kiiisiup 01 scnizophrcnics. Adult schizophre * 
never give a history of an autistic syndrome in childhood ; and cases of Kanner's 
do not grow' up into adult schizophrenics. The after-history of these cluldrcn is in 
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characteristic of gradual and partial adjustment to a severe and lasting but stationary 
disability. 

The treatment of Kanner’s syndrome may be briefly touched on. Medical treatment is 
useful only for assistance with some of tlie symptoms, sueh as the screaming attaeks; 
phcnothiazincs and antidepressants have been used. It should be remembered that the most 
distressing symptoms, such as screaming and self-isolation, are at their worst in the early 
years, and tend to diminish after the age of five or six. 

Psychotherapy along conventional lines has proved entirely useless. A permissive 
unstruetured environment is not suitable for these ehildren, and they need a well-plarmed 
routine with little deviation from day to day, in order to provide the much needed sense of 
security, and to combat tlieir own tendency towards morbid routines and obsessive rituals. 
An exceedingly cctrcftdly adjusted and very gently progressive educational regime is required, 
no advance being made until the foundation for it is fully stabilized. Operant conditioning, 
for instance as described by Lovaas (1967), would seem to be both theoretically and practi- 
cally a promising line of training. This has to be taken extremely slowly in order not to 
overload the child with stimuli more complex than he can grasp ; the first steps may be to 
teach the child to imitate, something that the normal child does spontaneously. Results 
obtained by training methods are certainly more encouraging than those reached by 
analytically oriented psychotherapy. The development of speech is, of course, favourable for 
further improvement; but it has been shown that the child’s measured intelligence (these 
children are rarely untestable, if the right tests are used) is the best indicator of what one 
may finally expect. With right handling the autism consistently improves; and though 
intellectual functions do not progress with equal steps, they respond to the point where, by 
the age of ten or so, education in a normal school may be possible. 

Other Autistic States (‘Childhood Schizophrenia’) 

It is the practice among many child psychiatrists to regard ‘childhood schizophrenia’ as 
compatible with mental retardation, organic brain disease, and even such aetiologically 
distinct syndromes as phenylketonuria. It is clear that the term ‘schizophrenia’ so used can 
have no aetiological significance at all, and must be a purely descriptive symptomatic one. 
But ‘schizophrenia’ has been preempted by adult psychiatry to name a concept with aetio- 
logical, diagnostic and prognostic significance; and it is not legitimate for child psychiatrists 
to take over the word for a completely different use. 

There is no evidence that childhood schizophrenia’ has any relationship whatever with 
adult schizophrenia. We have the statement of Bender (1961) that from 66 per cent, to 89 per 
cent, of the children ‘diagnosed as schizophrenic’ at Belle^ale were later cases of adolescent 
or adult schizophrenia. No substantiation of these figures is provided, and no clue as to what 
is meant by any of the three kinds of schizophrenia, childhood, adolescent or adult. Bender 
has defined schizophrenia as ‘a total psychobiological disorder in the regulation of matura- 
tion of all the basic behaviour functions seen clinically in children’, which would seem to 
mean just about everything. Bender and Faretra (1961) reported very high incidences of 
pregnancy and birth problems in all three classifications of ‘schizophrenic’, ‘organic’ and 
‘behaviour disordered’ children. There was a histor}' of one or more of the following 
abnormalities in respectively 63 per cent., 80 per cent, and 56 per cent, of children in the 
three groups: abnormal delivery, respiratory disorder being maintained in an incubator, 
jaundice. Caesarean section, wins, neonatal abnormalities. Bender (1961) has also reported 
on 51 patients considered ‘schizophrenic’ in childhood who had also some form of comnilsive 
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disorder ; 3 1 of them were regarded as essentially organic, while in a further 9 epilepsy tvas 
thought to be combined with schizophrenia. It tvould seem clear that an organic causation is 
very much in the picture for Bender’s conception of schizophrenia; and it is to be supposed 
that her report of 1961 means no more than that organically damaged children observed at 
Bellevue in 66-89 evidence of being organically damaged in later life. 

The heavy incidence of organic damage in children labelled as schizophrenic has been 
observ’ed by others. Creak (1963a) comments that many so-called psychotic children appear 
to have sustained minimal brain damage; and Creak and Ini {i960) noted that in their series 
maternal age was i -6 years older than the average for the general population. In herfollow-up 
study (19635) Creak reported that, of her series of 100 childhood psychotics,two had died in 
hospital in their later twenties, each of them with the pathological findings of a neurolipid- 
osis; in addition there were 12 cases of epilepsy, in seven of which onset of fits follow ved the 
onset of psychosis. 

It should perhaps be emphasized that a substantial minority of children presenting 
initially with autism of the Kanner type subsequently prove to have brain damage. In a 
recent 5-15 year follow-up study of a group of 63 psychotic children (the majority with 
abnormalities from early infancy) evidence of brain damage was obtained during the 
follow-up period in a quarter of the cases; none had shown equivocal neurological abnor- 
malities when first examined. The children were often of normal intelligence and the 
picture was typical in all other respects of infantile autism (Rutter et al., 1967). Creak’s 
material was probably made up to a considerable extent of clinically typical cases. The nature 
of the material reported on by some other authors is less certain. Malamud (1959) reports 
6 cases in which the diagnosis of childhood schizophrenia had been made, who were later 
shown clmicopathologically to have degenerative brain disease. 

Goldfarb (1961) compared 26 seriously disturbed ‘schizophrenic’ children with a control 
group of 26 normal children. The so-called schizophrenic children proved inferior to the 
others in perceptual tests involving figure-ground discrimination, psychomotor behaviour, 
speech and capacity for abstraction. Though gross organic lesions had been eliminated 
before the start, it was still possible to classify the disturbed children into an organic and a 
non-organic group on clinical psychiatric grounds. This distinction was validated by 
independent examination showing ‘soft’ neurological signs, and by histories suggestive of 
early brain damage. The organic ‘schizophrenics’ outnumbered the others. This work has been 
further validated, as regards the significance of perinatal factors, by Taft and Goldfarb (1964). 

The evidence suggests, then, that the majority of children, whose autistic symptoms lead 
to their classification as ‘schizophrenic’, are either brain-damaged or develop some progres- 
sive organic process. For any progress to be made in this field, such cases should be 
carefully sorted out, and what then remains could be made the subject of special study. 
Further investigation of aetiological factors should be kept distinct in the organic and non- 
organic groups. 

Information on aetiological aspects so far available is very slight. Bender (1963) reports a 
heavy familial incidence of ‘schizophrenia’: 40 per cent, of 143 ‘schizophrenic’ children had 
one parent ‘schizophrenic’, 10 per cent, had both parents ‘schizophrenic’, and 8 per cent, had 
a ‘schizophrenic’ sib. No clinical information of any kind is provided about the so-called 
schizophrenias of either probands or relatives. Pollack and Gittelman (1964) have reviewed 
available publications on the siblings of children with childhood ‘schizophrenia’. Apart from 
the well-known paper by Kallmann and Roth {1956) these communications seem to be of 
very poor quality, without clinical data and usually without age distributions. The authors 
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conclude that only five studies systematically evaluated the status of the sibling; among 
singleton siblings there was a concordance rate of 8 per cent. As noted earlier, Kallmann and 
Roth’s series were pre-adolescent cases, and not children; if they had been eliminated the 
findings would have been even less impressive. The report by Creak and Ini is more reliable, 
and shows a negligible incidence of psychosis in the families. The series of 102 cases 
included those children whose deviation in development was judged to be different from 
simple mental defect. As noted earlier, the maternal age was found to be raised. One father 
and I mother had had schizophrenic illnesses (no elinical data), 2 fathers and 2 mothers 
had had epileptic attacks at some time, and in addition there were 3 mothers with depressive 
episodes, i father with an anxiety- depression and one father with dementia following head 
injury. In the 79 families with more than one child there were 2 with one other psychotie 
and 4 with a mentally defective child, all male. 

Psychogenesis is very widely regarded as providing the primary causation of childhood 
psychosis. All the available evidence goes against this. Creak and Ini, for instance, found no 
support for the view that ‘parental personalities and child-rearing attitudes are a principal 
cause of childhood psychosis’. Klebanoff (1959) studied the attitudes to their children of 
15 mothers of schizophrenics, 15 mothers of brain-injured and retarded children, and 26 
mothers whose children were adjusting normally. The highest degree of disturbance in 
attitude was found in the mothers of the encephalopathic ehildren whose disturbances were 
clearly not of psychogenic origin. Klebanoff concludes that there is some evidence of a 
reactive disturbance in the mothers of schizophrenic children, but no suggestion of a primary 
one of aetiological significance. The experienced child analyst Mahler, reviewing a broad 
experience with the mothers of ‘schizophrenic’ children (1961), rejects the concept of the 
‘schizophrenogenic mother’ ; she notes that while many mothers are clearly disturbed, many 
others belong in the large group of ‘ordinary devoted mothers’. 

In so far as they have a bearing on psychogenesis, the available reports on intensive 
psychotherapy for psychotic children are of some interest. Brown (i960), starting with 
73 children with ‘atypical development’ (a new name for ‘childhood schizophrenia’), 
ranging from to 5I years, reports on a follow-up when the group were aged 6 to 17 years; 
many of the children and their parents had received intensive psychotherapy. The author 
reports that ‘surprisingly enough’ no treatment variables were significant. Boatman and 
Szurek (i960) experienced the same disappointment. Their work, carried out over a period 
of twelve years, was designed to test two hypotheses; that the psychotic disorders of child- 
hood are entirely psychogenic, and that the schizophrenic disorder could be reversed if the 
psychotherapy were sufficiently intensive. The hypotheses were tested on 100 pre-adolescent 
children. Of this total, 20 showed major improvement in the course of therapy, 3 of 
them having severe difficulties later. The remainder failed to show any significant improve- 
ment. With regard to the first hypothesis, the authors failed to find any particular kind of 
traumatic event, parental neurosis, or parent-child interaction which was unique in the 
families of psychotic children. As regards the second hypothesis, the reader will conclude 
that, at the best, intensive psychotherapy achieves results which are about as favourable as 
no treatment at all, and probably a good deal less favourable than planned education. 

Minimal Chronic Brain Syndromes 
(Minimal Brain Damage, Minimal Cerebral Dysfxmction) 

At the time of birth every infant is subjected to a period, short or long, of asphyxia. 
Brain cells are extremely sensitive to anoxia, and cannot survive more than a few seconds of 
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total deprivation of an oxygenated blood supply. The asphyxial period through which the 
infant passes on the way to being born is estimated as being quite commonly of two or three 
minutes’ duration, and during this time the oxygen tension of the blood must be dropping 
rapidly. Four or five minutes of asphyxia are not regarded as dangerous; and even after as 
long a period as twenty minutes infants have been known to survive without obvious signs of 
brain damage. Nevertheless it seems probable that during the process of birth there is some 
destruction of neurones in every case, and the fact that normally there is no indication of 
brain damage can be attributed to the large reserve capacity of the brain and its powers of 
adaptation. This capacity must show a good deal of individual variation, and it may be that 
well-endowed brains are better able to compensate for neuronic loss in the birth process 
than are the less well-endowed. This may, perhaps, be one reason why there is a raised 
incidence of the known brain damage qmdromes of infancy in social class V. The birth 
process, of course, stands out as the time of all times when the risk of brain damage to 
the infant is critically enhanced. But both intra-uterine life and the neonatal period up to 
the end of the first year are also times of danger in which a variety of noxae may take 
effect. 

The brain’s capacity to adapt functionally to any localked damage is of a very high order 
over the whole of this danger period, and only begins very gradually to diminish as child- 
hood succeeds infancy. Even in advanced adult life it is still shown, for instance in the powers 
of recuperation in both speech and motility of the middle-aged man after a hemiplegia. 
Adaptation depends very largely on the transfer of functional control from the damaged side 
to homologous structure-systems of the opposite hemisphere. The most remarkable evidence 
of adaptation by transfer has been provided in the course of study of infantile hemiplegics 
subjected to hemispherectomy (p. 676). McFie (1963) quotes the case of a patient operated 
on by McKissock who had her entire right cerebral hemisphere removed at theageof twenty; 
ten years after the operation she had a moderate physical handicap, but had an I.Q. of about 
105, and had married and had 3 children. McFie comments, ‘experience w’ith hemispherec- 
tomy suggests that injury toeither hemisphere at birthor in the firstyearresultsina// psycho- 
logical functions becoming established in the intact hemisphere’. 

As a working hypothesis one may advance the suggestion that brain damage, e.g. from 
anoxia, suffered by the newborn child, unless of an extremely massive kind, will only become 
manifest in so far as homologous structures in both hemispheres are affected; under other 
circumstances adaptation will occur. This would introduce a large fortuitous element into 
the relationship between the insult and the functional disability such as accords well with 
clinical observation. 

Objections have been made to the term 'minimal brain damage' on the grounds that it 
implies that there has been an episode which has produced anatomical change (when, it is 
said, there is often no history of an injuring process), and that there is commonly no evidence 
of actual damage, ^\hat is observed being a disorder of function. To these objections one 
might reply that every child goes through an episode which is likely to produce anatomical 
change; and in any case one need expect no parity between the amount of anatomical change 
and the degree of dysfunction it causes, since everything will depend on the accidental 
circumstance whether there is bilateral homologous localization. The international study 
group held at Oxford in 1962 (MacKcith and Bax, 1963) came to a majority conclusion that 
the term ‘minimal brain damage’ should be abandoned; though no adequate alternative 
could be found, there was some acceptance for the term 'minimal cerebral dysfunction’. 
This seems to us less satisfactory. ‘Minimal brain damage' could be used clinically to cover 
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disabilities which were believed to have been produced by physical causes (rather than 
emotional or psychogenic ones), which were stationary and non-progressive, which could be 
expected to improve with maturation, and which would need specific remedial education, 
training and physiotherapy. The term ‘minimal cerebral dysfunction’ does not lend itself for 
the categorization of any clinically significant group of cases. 

The importance oi permaial stress factors in the causation of a great variety of syndromes 
has been underlined by the work of Pasamanick and his colleagues. For example Kawi and 
Pasamanick (1958) matched tlie prenatal and hospital birth records of 205 boys with reading 
disabilities with those of 205 controls; 16 -6 per cent, of the former as against i -5 per cent, of 
the latter had been exposed to two or more maternal complications, especially pre-eclampsia, 
hypertension, bleeding during pregnancy. By similar work they have connected maternal 
risks with rislc to the child of epilepsy, cerebral palsy, mental deficiency, tics and childhood 
behaviour disorders. Knobloch and Pasamanick (1959), comparing at 40 weeks 500 prema- 
turely born with 492 full-term infants, found higher incidences in the former of indications 
of brain damage of all four classified degrees of severity: possible minimal damage (13 '5 per 
cent.: 10-4 per cent.), minimal damage (16-3 per cent. : lo-oper cent.), possible cerebral 
palsy (6*1 per cent. : i-oper cent.), overt abnormality (2-1 per cent. :o-6per cent.). 
Pasamanick postulates a ‘continuum of reproductive casualty’, showing its effects all the way 
down from foetal and neonatal deaths to the minimal brain syndromes under discussion here. 

However, it is not only environmentally determined noxae, prematurity, hypoxia, 
infections, vascular accidents, etc., which may produce specific non-progressive disabilities 
and dysfunctions; genetical catises also enter the picture. It is a commonplace that there is a 
very wide range of individual variation in general intelligence. There is probably an equal 
and largely independent variability in other nervous functions (passing motor, speech and 
reading milestones, eye-hand coordination, deftness and agility, etc.). Accordingly some 
children may be unduly hyperkinetic, or unduly clumsy, or otherwise at a disadvantage solely 
as a consequence of normal variation. However, since genetical and biochemical variations 


Area of Cerebral Function 

Possible Overt Manifestations 

Borderline Manifestations 

Motor 

1 

Cerebral palsies 

Minor choreoathetosis or tremor 
Isolated hyperreflexia 

Excessive clumsiness 

Mental 

Mental deficiency 

Mild or minimal retardation 
Overactivity, impulsiveness, dis- 
tractability, short attention span, 
low frustration tolerance, tan- 
trums 

Perseveration, concrete patterns of 
thought, difficulty in abstraction, 
dyscalculia 

Sensory 

Cortical blindness or deafness 

Visual field defects 
Astereognosis, impaired 2- 
point discrimination, etc. 

Impaired memory for shapes or 
designs 

Impaired spatial concepts 

Visual or tactile inattention (ex- 
tinction) 

Convulsive . . 

Epilepsy 

Abnormal E.E.G. without sei- 
zures 


(From Paine 1962) 
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show their effects at a particular stage in maturation, affecting both sides of the brain equally, 
we have in addition the dysgenesias in which certain s}'stenis of the brain suffer delayed 
maturation or inadequate development. From such causes may arise some of the develop- 
mental d5*sphasias, agnosias, and dj’spraxias, which may show up in sharp contrast to 
oiherT\‘ise normal functioning in the child of average or good intelligence, or may prove a 
disability of critical significance in the child who is not othei^vise well-endowed. It seems 
difficult to cover these disorders under the term ‘brain damage’, so tliat we have preferred to 
group both genetically and environmentally determined cases together as 'minimal chronic 
hrain syndrome^. All that Is meant by ‘minimal’ in this connexion is that the degree of 
disability should be less than obvious and such as to need careful c.xamlnation for its 
detection and specification. It follows that all ‘minimal chronic brain S}'ndromes’ are 
related to s)-ndromes of major severity, but likely to be encountered veiy' much more 
frequently. These relationships may be conveniently shown in Paine’s tabulation (1962), 
shown above. 


Other Brain Syndromes 

We may now briefly discuss some of the loosely definable individual syndromes with the 
qualification that, in the case of any given child, symptoms from more than one ‘syndrome’ 
Mall ver>' probably be seen. Some child psychiatrists would indeed say that individual 
variation, in the vaiy in which sjariptoms are combined, is so great that organization into 
sjudromes goes beyond the obsera-ational basis. 


MINIMAL CEREBRAL PALSY. The paediatrician Elisabeth Kdng (1963) estim.ites the 
social problem caused by this syndrome as one of some magnitude. In many school classes 
there is a clumsy child, who writes slowly and badly, who does not concentrate well, is slo^v 
in his reactions and is awkward at gymnastics. Children like this are misjudged by their 
school-teachers, their comrades and their parents, because of their normal appearance and 
are handled in the worst imaginable way, ridiculed, scolded, exhorted and over-taxed 
Psj-chologically they ate aware of not doing well, and are liable to anxiety over failure to 
stuttering, shyness, self-isolation, and to overcompensate for their inferiority complex' by 
various forms of behaviour disorder. Clinical examination wll reveal minimal spasticitv 
minimal athetosis or minimal aLxxia. It is most important that parents and teachers should 
be informed about the nature of tlic disorder, as a minimal cerebral palsy, if they are to make 
the necessary allowances for the child’s difficulties. 

These difficulties are shown more widely tlian in the motor field alone. Hansen fiofi ^ 
examined 55 Danish and 19 English tcn->'car-old children suffering from a variety of 
conditions of this kind (spastic hemiplegia, spastic diplegia, ataxia, athetosis and combfoa 
tions) and found that m all neurological types there were additional focal psychologic I 
disabilities. Of these 74 children, 31 Itad difficulties in reading and writing, 26 had dvse^ ^ 
ha, 27 had right/left confusion, i8 linger agnosia and 26 constructive apraxia. The avera 
I.Q. for the Danish children was go, and in no case below 80 ; the average for the Enel' h 
children was lower. * 

Illing\\orth (1963), at the Oxford symposium, reported on 27 children, chosen from a 
total of 500 with cerebral palsy, who had normal gait, minimal neurological signs on careful 
testing, and no history of any causative postnatal disease. These children caused concern 



CLINICAL PSYCHIATRY 


690 

in their parents by their clumsiness, by falling, bruising themselves, being slow and awk- 
ward. At school many of them got into serious trouble (e.g. for ‘bad writing’), and might be 
made very unhappy and disturbed. I.Q. scores tended to be below average, but some were 
superior, and one was 138. 

Focal psychological deficit as a cause of backwardness in learning to read and write was 
brought out in a study by Kinsbourne and Warrington (1963). Gerstmann’s syndrome, in 
which finger agnosia, right/lcft disorientation, dysgraphia and dyscalculia are combined, is 
regarded by these authors as most probably a disorder of the unitary function of ordering 
objects (fingers, letters of words, etc.) relatively to one another. Applying finger tests to 
normal schoolchildren, they found a normal growth curve, with the proportion of successes 
increasing from the age of 4^- to reach a 50 per cent, level at 5I and 95 per cent, at yf. In 
a scries of children referred for examination because of backwardness at reading or writing, 
some failed these tests though they were of normal intelligence and old enough to pass. The 
spelling mistakes they made were of the ‘order’ type ; they showed selective impairment on 
subtests of the WISC with a high spatial loading; they did badly on tests of mechanical 
arithmetic; they confused right and left. In fact they showed all the features of Gerstmann’s 
syndrome in a developmental setting. 

THE CHOREIFORM SYNDROME: THE HYPERKINETIC SYNDROME. This was 
first described by Prechtl and Stemmer (1962), and has been generally accepted. While 
taking the E.E.G.s of some overactive children w'ho had been referred because of poor 
school performance, the authors noticed that there were chorea-like twitchings of the limbs 
and head, showing up on the E.E.G. as muscle artefacts from the cervical and temporal 
muscles. A group of 50 such children were more fully studied. The children showed slight 
jerky movements, occurring quite irregularly and arhythmically in muscles of the tongue, 
face, neck and trunk, and sometimes in the limbs as well. Case histories showed that two- 
thirds of the patients had had one or more obstetrical or postnatal troubles, and in more than 
three-quarters the history was at least suggestive of perinatal complications. The syndrome 
was regarded as a form of minimal brain damage, falling into the category of cerebral palsy. 

Prechtl’s syndrome appears to be clinically related to the hyperkinetic syndrome first 
described by Kramer and Pollnow (1932). This is a condition of persisting motor unrest 
which makes its appearance between the ages of two and four years, in association with cere- 
bral damage or epilepsy. The children are slow to develop intellectually, although intelligence 
ranges from high average to low-grade defect. There is marked distractibility, a tireless 
unrelenting exploration of the environment, and a tendency to put objects into the mouth, 
and suck, bite, or chew them (Ingram, 1956). The child is often very aggressive, especially 
to his brothers and sisters, who may be brutally attacked without provocation; as a rule he 
is fearless and unaffected by threats or punishment. Parents complain of the cold unaffec- 
tionate character of the child; where the condition has followed cerebral damage occurring 
in childhood after a period of normal development, the change in the affective side of the 
personality is very striking. Intractable aggressiveness, destructive behaviour and distract- 
ability often make ordinary education impossible; prolonged hospitalization, and then 
upbringing in a school for the maladjusted, are often needed. Epilepsy is a complication in 
about half the cases, and E.E.G. abnormalities, often localized in the temporal region, are 
relatively common (Ingram, 1956) ; but objective evidence for a brain lesion may be lacking, 
apart from the hyperkinesis. Many patients respond to chlorpromazine, 25 mg. three 
times daily, or primidone 125 mg. twice daily (Ounsted, 1955). Others respond to 
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amphetamine and can tolerate large doses. In many cases there is spontaneous improvement 
between the ages of seven and ten. 

The temperamental changes produced by cerebral dysfunction may be emphasized or 
masked by other constitutional factors, e.g. the genetical make-up, and by the social 
environment. Studies of brain-damaged or epileptic children have repeatedly shown how 
much individual variation may be attributable to such causes, and how the damaged child, 
perhaps even more than the normal one, reacts or over-reacts to the tensions in his 
environment. 

OTHER CHRONIC BRAIN SYNDROMES. In his address to the Oxford sj^nposium, 
Ingram (1963) classified the symptomatology of such syndromes into three grades. In the 
first one had to deal with defined clinical syndromes with constant evidence of abnormalit}*, 
for instance, the three syndromes discussed above. In the second group come defined 
clinical syndromes with inconstant evidence of brain abnormality. Here we have the focal 
learning defects, specific developmental aphasia, dyslexia and dysgraphia, and specific 
clumsiness. In the third group we have the symptoms for which brain abnormality may be 
an inconstant direct or indirect contributory cause: distractibility, variability of behaviour, 
impulsiveness, irritability, anxiety, emotional immaturity. 

The classification provided by Wrigglesworth (1963) on the same occasion is instructive 
for its detailed and systematic construction. Its main headings are: (A) Minimal cerebral 
palsy (pyramidal, choreo-athetoid, ataxic). (B) Minimal sensory dysfunction (e.g. partial 
deafness, peripheral visual defects, etc.). (C) Minimal perceptual dysfunction (higher level 
disturbances of auditory, visual, spatial and linked functions). (D) Minimal intellectual 
(conceptive) dysfunction (which we all have). (E) Minimal behavioural dysfunction 
(hyperkinetic, hypokinetic, perseverative and fluctuating). (F) Minimal conciousness 
dysfunction (epileptic phenomena). (G) Other neurological dysfunctions (cerebellar, 
sympathetic/parasympathetic, lower motor neurone). From this it may be seen how wde is 
the world of patholog)' which we have only just begun to explore. 


CLINICAL CYTOGENETICS 

Since these pages went into proof, there have been remarkable new advances in clinical cytogenetics 
w hich suggest that individuals of XYY constitution, i.c. males with an extra Y chromosome, arespecially 
at risk for delinquency in adolescence and criminality m later life. Jacobs, Brunton Melville 
Brittain and McClemont (1965) reported an XYY constituuon mymen from a series of 197 patients 
ith criminal records detained at a State mental hospital under conditions of maximum security 
Further studies, particularly by the Edinburgh group of workers. Court Brown and Jacobs on t^ 
cynogenetic side, and Price and Whatmore on the clinical side, have confirmed the association of this 
chromosome constitution with a generally normal male physique but usually of high stature (six feet 


111 assuuaiioii wnii uie hinv- i syuiuitii, oeiietics iveseaicn umi ai me Waudsley suggest that a 
raised incidence of sex-chromosomal aneuploidy may be found in delinquent girls and women also 
Our knowledge in this field is growing rapidly, and it is at present much too early to interpret its 
significance. 



CHAPTER XII 


MENTAL SUBNORMALITY 

{Amentia, Oligophrenia) 

DEFINITIONS AND CLASSIFICATIONS 


Mental subnormality is used in this book to denote a condition of retarded, incomplete 
or abnormal mental development, present at birth or in early childhood, and characterized 
mainly by limited intelligence. We use the heading ‘mental subnormality’, in place of the 
earlier term ‘mental deficiency’, as the Mental Health Act of 1959 has superseded the Mental 
Deficiency Act of 1927, and new definitions have been imposed by legal authority. The new 
definitions are by no means an improvement on the older ones. Mental subnormality (which 
is included under the all- inclusive concept of ‘mental disorder’ together with the psychoses, 
neuroses and psychopathies) is graded into two degrees. ‘Severe subnormality’ is a state of 
arrested or incomplete development of mind which includes subnormality of intelligence 
and is of such a nature or degree that the patient is incapable of leading an independent life. 
‘Subnormality’, not further qualified, means a state of arrested or incomplete development 
of mind (not amounting to severe subnormality) which includes subnormality of intelligence 
and is of a nature and degree which requires or is susceptible to medical treatment or other 
special care or training of the patient. Severe subnormality covers the idiots and imbeciles 
of the older terminology, and subnormality (unqualified) roughly corresponds to the feeble- 
minded. The old category of moral deficiency has been replaced by ‘psychopathic disorder’, 
and relates to a group of patients which has been discussed in Chapter III. In the present 
chapter we shall continue to make use of accepted medical gradings, into low-grade and high- 
grade defectives, idiots, imbeciles and the feeble-minded. 

Mental deficiency as used here implies a definition of intelligence. Some definitions are 
very general and comprehensive, as the following by Jaspers (1945) : ‘Intelligence is the total 
of all mental endowments, talents and skills useful for adaptations to the tasks of life.’ Others 
enumerate many detailed functions: ‘Intelligence is the ability to learn useful information 
and skills, adapt to new problems and conditions of life, profit from past experiences, 
engage in abstract and creative thinking, employ critical judgement, avoid errors, surmount 
difficulties, and exercise foresight’ (Page, 1947). 

Both are unsatisfactory because they do not exclude abilities such as sense perception, 
attention, retention and memory which can remain intact in cases of impairment of 
intelligence. W. Stern’s definition of intelligence as ‘the general ability to adapt to new 
situations by means of purposeful thinking’ has been widely adopted. 

All definitions refer to the role of human intelligence in biological adaptation. Its 
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spontaneous and slow growth during the long childhood of man, who is so much poorer 
in preformed instincts ready at birth than many animals, is another important factor to be 
considered in mental deficiency. The mental defective is handicapped in his adaptation 
because his equipment is below standard at birth and its growth is more or less stunted 
during childhood. 

It wll be sho^vn in the section on genetical aspects that in the large majority of cases 
the subnormal development can be regarded as a variation of the normal. These cases, 
following the classification of E. O. Lewis (1939), are distinguished as subcultural aments 
from the smaller group of pathological aments, in whom a special pathology is found or 
suspected. 

For practical purposes it is customary to classify defectives mto feeble-minded, imbeciles 
and idiots. Though it is useful, the division is arbitrary because the gradation from one 
level to the next is continuous. The Mental Deficiency Act 1913 defined idiots as ‘persons 
in whose case there exists mental defectiveness of such a degree that they are unable to 
guard themselves against common physical dangers’. Imbeciles are ‘persons in whose case 
mental defectiveness, though not amounting to idiocy, is yet so pronounced that th^ are 
incapable of managing themselves and their affairs, or, in the case of children, of ^ing 
taught to do so’. The feeble-minded were defined as pereons who, though their defect does 
not amount to imbecility, require care, supervision and control for their own protection 
or for the protection of others; or, who, in the case of children, appear to be permanently 
incapable of receiving proper benefit from instruction in ordinary schools. 

The subdivision, originally devised for administrative use only, gained in value by being 
linked with the mental age and intelligence quotient as ascertained by intelligence tests. Idiots 
have an I.Q. under 20, imbeciles under 50 and the feeble-minded from 50-70. While little 
difficulty arose in the lower grades of idiocy and imbecility, for the much greater number 
of feeble-minded ‘mentally subnormal’ the upper limit is somewhat doubtful. Some think 
the I.Q. of 70 too high because a number of children between an I.Q. of 60 and 70 can still 
make some progress in ordinary schools ; others consider it too low because the next group 
betNveen 70 and 85, classified usually as ‘duU’, may prove difficult to educate together with 
normal children. Another concept, important in this context, is that of educationally 
‘backward’ children which comprises ffiose who although of average or better mental 
endowment show some delay in their development and in adaptation to ordinary methods 
of schooling, but finally reach normal standards. 

To the student of psychiatry concerned with cases of this kind, it must seem remarkable 
how relatively well the examination of intellectual endowment by psychological tests 
indicates the biological and social abnormality with which he is concerned. These test 
methods originally designed to test the educability of normal children, have proved to 
be most valuable not only in the rough classification of the cases, but also, if used with 
discrimination, in diagnosis and prediction. The test method and its practical application 
have been much criticiaed because they have not fulfilled the excessive expectations and 
claims of earlier workers. The educational bias present in many tests has incurred the 
disapproval of medical men. Psychiatrists have objected to psychometric tests because they 
apply the scale of development of the normal child to the abnormal defective who cannot 
be measured by the same standard (Blculer). As a clinician one has certainly to be on one’s 
guard not to over-value one sign or one method of inquiry and to know its limitations. But 
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INCIDENCE 

Thanks to the work of E. O. Lewis on behalf of the Mental Deficiency Committee 
(Wood Committee, 1929) fuller information on the incidence of mental defect in England 
and Wales is available than on any other psychiatric condition in any country. He tested 
representative samples of all school-ehildren in various parts of the country and ascertained 
by all available means the adult mental defectives in the same areas. In a total population 
of over 600,000 he found over 5,000 defectives of whom 5 per cent, were idiots, 20 per 
cent, imbeciles and 75 per cent, feeble-minded. The total incidence of 8 per 1,000 must 
be regarded as a minimum for England and Wales; the average incidence in urban areas 
was significantly smaller (6-7 per thousand) than in rural areas (10-4 per thousand). There 
is a definite preponderance of male over female defectives in this investigation as was 
found in an earlier assessment of the English Royal Commission in 1904. 

An investigation by Mayer-Gross (1948) in a rural district of Scotland with a population 
of 56,000 where the whole school population had undergone an intelligence test, showed 
a mental-deficiency rate of 27 per thousand school-children and 15*6 per thousand of the 
population, a considerably higher incidence than that found by Lewis twenty years earlier. 
This inquiry also ascertained the dull and backward group (I.Q. ranging from 70-85) 
which amounted to about 6 per cent, of the school-children and almost 3 per cent, of the total 
population. These figures have also to be regarded as the minimum for the population. 

The greater incidence in rural areas especially of higher-grade mental deficiency — 
Lewis estimated that 50 per cent, more of those cases are found in the country than in 
cities — is probably due to the rapid depopulation of these areas in Britain during the last 
sixty years. One result of this migration to the industrial towns is that rural areas ‘have lost 
the more virile and intelligent men and women, and have been left with a poor stock which 
has been inbreeding for two or three generations and has produced an unduly high pro- 
portion of feeble-minded children’ (Lewis). 

Precise estimates of the prevalence of mental subnormality have been attempted in 
London and Middlesex (Goodman and Tizard, 1962), Salford (Kushlick, 1961) and 
‘Wessex’ (Kushlick, 1964—6) and similar rates for severe abnormality were found in the 
three studies, amounting to about 3 7 per i ,000 in the age group i o-i 9 in which all aflFected 
persons are likely to be known. The rates for urban and rural areas proved to be similar 
in these more recent surveys. Comparable figures have been obtained in other countries. 
A rate of 3-6 per 1,000 at $—1^ years of age was found in Onondaga County (1955) 

3 '3 (^§^® 10—14) in Baltimore (Lemkau et al., 1943). In a rural district of Sweden, 
Akesson(i96i) reported 5 -8 per 1,000 for all ages. 

Estimates for mild subnormality are more difficult to make as all cases are not reported. 
In the Salford survey the highest administrative prevalence rate of 8 ‘6 per 1,000 was found 
among those aged 15—195 the age at which the majority of the mildly subnormal are first 
classified as such when they are notified as in need of supervision on leaving school. For all 
ages the rate was 2-06 per 1,000 and a total of 4-4 for all grades at all ages was found. The 
rates in the ‘Wessex’ survey were lower. However, a high proportion of defectives, especi- 
ally of the lower grades, die early in life, and it has, therefore, been considered likely that 
5 per cent, of all children born are aments. The usual preponderance in males is probably 
due to the greater variability of the male, which is itself due to genetical causes. Psycho- 
metric data are available from the Scottish Survey of 1949. This showed that of i> 2 i 5 
eleven-year-old children given individual tests (Terman-Merrill) 3 per cent, had I.Q-s 
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below 70, equivalent to i *4 per cent, on the Stanford with its smaller standard deviation. 
On this test there was no preponderance of males at low I.Q. levels. However, in the group 
tests performed on approximately 38,000 boys and 37,000 girls, very low scores were given 
by 8 per cent, of the boys as against 5 per cent, of the girls. 


AETIOLOGY AND PATHOLOGY 
Genetical Aspects of Mental Defect 


Mental deficiency is a biological phenomenon resulting from a variety of causes f 
which the greater part are still unknown; even the known causes, genetical and envir 
mental, are very many. In a large number of cases it is difficult to separate the effect°"f 
the two types of agency, as the condition is caused by a concatenation of factors. The c 
plexity of these problems is well set out by Penrose (19490); and in his review' he 
regard to such varied aspects as germ plasm injury, mutation and selection, domin 
recessive, sex-linked and additive genes, irregularity of manifestation, maternal gene^^^’ 
influences, the maternal environment, intra-natal and post-natal environment and^^L 
methods of differentiating between the effects of nature and nurture. ’ 


It is a paradoxical circumstance that we have learned more about the genetical asoe 
mental subnormality (over the greatest part of its range) from the investigations of 
legists, who have not concerned themselves with that problem at all, than from the ff 
of psychiatrists and medical geneticists, who have made it a subject of dose study As y 
(1942) has pointed out, medical men have been obsessed by the notion that such'a ch 
as mental defect must be inherited by simple Mendelian rules, as a unit character 
present or absent. They have also devoted a great part of their attention to those 
mental defect which are accompanied by evidence of pathological change, such as 
Hsm, and h.ive neglected the merely dull and backward. The psychologists were eo 
by no such preconceptions. They were concerned simply with discovering reliable 
intelligence, with measuring the grow'th of intelligence in childhood and adolcsT^^ 
with discovering how it varied from individual to individual, and in recent years 
prob/ems of education and framing ' ^ 


Psychological investigations have shown that we cannot think of human beings as c’ h 
mentally defective or normal (as indeed forensic psychiatry requires), but that we * 
think of them as var>'ing along a continuous scale from idiocy at one extreme to 
at the other. When more or less random samples of the population, such as school-chilxj 
have their intelligence measured by intelligence tests, an average value is found to 
most of them approximate; extreme values are rare in proportion to the degree to \v} • u 
thej' varj' from the average. If, in fact, the numbers of persons of a given mtcnfgenQc 
plotted on the scale of intelligence from high to low values, a hump-backed curve, the 
mat cur.'e’, is obtained (see Fig. 23). The essential qualities, or parameters, of this Curve" 
which from the mathematical point of view are sufficient to describe it completely, arc tj,g 
mean, and the standard deviation. The mean gives the average value round which 
majority of people cluster, the standard delation expresses the way in which they 3,.^ 
scattered on either side of this point (more precisely, the square root of the average value 
of the square of their deviations). For instance the average school-child has an intelJjgencc 
quotient, measured on the Binet scale, of 100, with standard deviation of i6. This rnc.ans 
that within half a standard deviation of the mean, from I.Q. 92-108, we can expect tJj find 



696 


CLINICAL PSYCHIATRY 


34 per cent, of all such children, and within two standard deviations, from LQ. 68-132, 
all but 5 per cent. These proportions are determined by the fact that we have to do with a 
normal distribution. They bring home to us the fact that the distinction between the 
normal and the defective is one of degree, and not necessarily one of kind. 


DISTRIBUTION OF INTELLIGENCE 
(Revised Stanford Binct Scale, 3,268 London School Children; from Sir Cyril Burt) 
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Intelligence Quotient 

Fig. 23.-yThe histogram shows the distribution of the observed test results. Their mean and 
standard deviation determine the normal curve which has been superimposed. It will be seen that 
the fit is excellent, and that the observations are in consequence adequately accounted for by nor- 
mal variation. 

The curve is symmetrical, and equal deviations to either side of the mean are equally frequent. 
Approximately 52 per cent, of the scores fall beUveen 90 and no, 84 per cent, between 80 and 120, 
97 per cent. beUveen 70 and 130. An important feature which is not very obvious is that, at each 
successive degree of deviation from the mean, the frequency becomes an increasingly smaller frac- 
tion^of that which went before. This is shown, where towards the centre frequencies are high, by 
the increasing steepness of the curve. It is masked towards the extremes where frequencies are 
getting small absolutely, but will be seen if the heights of successive ordinates are compared with 
one another. 


The followers of Spearman and his school tried to formulate the best tests tliey could 
for the measurement of intelligence. The tests were refined again and again in the effort to 
get away from learning and educational standard down to native wit; and as they accumu- 
lated in number they were checked more and more against one another, rather than against 
any outside standard, such as the reports of teachers. There was, of course, a considerable 
consistency in the achievements of any one individual from test to test. This meant that, if 
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the results of two tests on the same group of persons were compared, a high positive corre- 
lation coefficient was found. If three or more tests had been given to the same group, every 
arrangement of them in pairs gave a correlation coefficient, and all the coefficients taken 
together could be subjected to a specially developed mathematical technique, that of factor 
analysis. This method enabled one to separate out a general factor, common to all the tests; 
and in the mathematical notation of the time this general factor was called g. 

By itself, g would not account for all the intercorrelation between test results which was 
found ; but what was left over was attributable to special factors, peculiar to the several tests, 
or sometimes to groups of them. Spearman proposed the hypothesis that the general factor 
corresponded with intelligence. Some tests were found to be highly saturated %wth g, i.e. 
to correlate highly with other satisfactory tests, and were therefore efficient standards for 
the measurement of intelligence (in Spearman’s sense); others were less efficient, being 
more greatly influenced by a special factor. Spearman was led to the view that intelligence 
was essentially unitary in nature, thereby opposing the school of Thorndike, who regarded 
intelligence as the sum of a great number of special abilities. The success of the mathe- 
matical methods he used was thought for a time to establish Spearman’s views as correct ; 
but this is now no longer agreed. Nevertheless the conclusion gained wide acceptance, that 
the most important part of a man’s native abilities could be measured on a single scale. 
The g rating of school-children of a given age was found to be ‘normally’ distributed ; and 
the normal curve used to describe the distribution could be represented in the simplest 
terms, with two axes only, one for levels of frequency and the other for values of g. 

This was a working hypothesis which proved for a long time of great practical usefulness. 
But as more and more tests of intelligence were invented, and some were found better than 
others for predicting success at certain occupations, it came to be recognized that there were 
also 'special abilities*. Two of these which are generally recognized are ‘verbal’ and ‘mech- 
anical’ ability. It is a common experience to find that some men have a special ability in the 
handling of words; they may thereby give an impression of having a greater degree of 
general intelligence than they really possess. It is equally usual an experience to find that 
some highly intelligent men are complete fools at handling tools, bits of mechanism, and 
the like. There are probably a number of other special abilities, mathematical, musical, etc. 
which have not yet been subjected to adequate psychological analysis and measurement. 
We arrive then at the view that to describe a man’s abilities, it is not enough to consider 
his position on a scale of general intelligence. Variation is not in one but in many dimen- 
sions; and general intelligence itself probably consists of a large number of special abilities 
which are psychologically, and perhaps genetically, closely related. 


THE GENETICAL BASIS OF NORMAL VARIATION. These facts about the distri- 
bution of different values of intelligence tell us nothing in themselves about the causes of 
this variation, ^\hether genetically or environmentally determined. All that the normal 
distribution suggests in itself is that the causes of variation are very numerous and of 
individually small effect, and that their cflFccts may counterbalance one another or may act 
cumulatively if in the same direction. Both environmental and genetical factors may work in 
this way; the 'genes of small effect’ are noww'cll known to biology, and on the environmental 
side, such factors as a more or less satisfactory home life, the intellectual stimulus of 
clever brothers or sisters, different qualities of education, and the degree of satisfac- 
toriness of nutrition during childhood might all be thought to have an effect on the 
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intelligence of the growing child. For evidence of the genetical basis search has been 
made further afield. 

The naiive ahiliiy of a man tends to resemble that of his close relatives, particularly his 
parents and his brothers and sisters. As we are dealing with a metrical quality, we can mea- 
sure the degree of resemblance and put it in the form of a correlation coefficient. Careful 
work by Fraser Roberts (1940) shows that the correlation coefficient between the intelli- 
gence of sibs is slightly in excess of + 0*5, which is the expected value if half of the deter- 
minants of intelligence level are shared by both members of the pair of sibs. This is of 
course the case with the genes. A man receives half his genetical equipment from his father, 
half from his mother; so will his brother, but the halves need not be the same. On an average 
a quarter both of the father’s and of the mother’s genes will be held in common by both of 
the pair of sibs, amounting in all to half the total genetical equipment. Consequently two 
brothers tend to resemble one another genetically about as closely as father and son, 
though it may be a little more or less. If, however, the pair of brothers happens to be a pair 
of uniovular twins, the relationship is a much closer one and amounts to genetical identity. 
In uniovular twins the correlation coefficient in intelligence is very much greater than 
-P 0*5, and by most workers has been found to exceed + 0-9 (e.g. Newman, Freeman, and 
Holzinger, 1937). The evidence that this provides is important and suggests that genetical 
equipment has a principal share in determining human variation in intelligence. 

K general theory of the genetics of mtelligence and of mental deficiency was first enunciated 
in a clear and precise way by Fraser Roberts (1939). Fraser Roberts compares intelligence 
with stature, and points out that over the greater part of the range, in intelligence as in 
height, there is continuous variation ; but at the lower end of the scale there are pathological 
variants. When we consider height, there are the dwarfs, cretins, achondroplasics and 
others. When we consider intelligence the pathological variants are the idiots and imbeciles. 
Their occurrence in numbers too high to be accounted for by normal variation alone is 
reflected in the fact that the curve of distribution departs from normality. Above an I.Q. 
(Binet) of 45 per cent, by far the greater part of variation is attributable to non-pathological 
causes, in their genetical aspect to multifactorial genes, ‘the host of normal genes, busily 
engaged in their task of guiding the normal human being along his normal developmental 
path’. Below this level of intelligence, variation is principally caused, in so far as it is caused 
genetically, by chromosomal defects or by single abnormal genes, each of which, by itself, 
is capable of rendering normal development impossible, despite the effect of all the other 
genes. Feeble-minded persons are therefore only to be regarded as abnormal against the 
background of a complex civilization; but within that environment they are responsible 
for serious social consequences. Imbeciles and idiots are abnormal in a more fundamental 
sense; but on the other hand, though a social burden, they are relatively few in number, are 
mostly maintained in institutions, and give rise to only inconsiderable effects of a socially 
undesirable kind. Fraser Roberts considers that these single genes of large effect must be as 
a class very numerous, but each of great rarity. Probably no one of those already known, 
such as the genes for phenylketonuria or amautoric idiocy, accounts for more than i per 
cent, of low-grade mental deficiency. Many of them may be genes of only occasional ex- 
pression. 

This theory fits all the observed facts, and is particularly valuable because it relates 
our understanding of the genetics of mental deficiency to general biological genetics. By 
far the greater part of evolutionary change is believed to be due to the accumulation in 
a given strain of multifactorial genes of individually infinitesimal effect. An increase in 
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fitness, measured by the number of offspring, due to a given gene, need only be as small 
as I per cent, to cause the diffusion of this gene throughout the species. Most of the 
measurable qualities, such as size, coloration, fertility, longevity, etc., are controlled by 
multifactorial genes. Furthermore, genes exert their influence in more than one direction. 
Probably the genes of small effect, which help to determine the intelligence of the adult, 
have effects on growth more generally, and thereby influence stature and health. There 
are small but positive correlations between intelligence and both these qualities. 

Similarity between members of the same family is shown more strongly in a quality 
which is controlled by multifactorial inheritance than in one controlled by single gene 
inheritance. The parents of imbeciles and idiots are nearly always of normal intelligence; 
the parents of the feeble-minded are generally of dull though not moronic intelligence. 
Fisher (1927) estimated that only ii per cent, of the feeble-minded of one generation are 
descended from the feeble-minded of the last generation. This is to be attributed to the 
relative frequency of the classes involved. The feeble-minded are relatively few’, and 
despite their higher liability to produce defective children, produce an absolutely smaller 
number of defectives than the more numerous class of persons of dull intelligence. The 
same phenomenon is shown at the other end of the scale. The majority of persons whose 
intellects would qualify them for the stamp of genius come from the marriages of parents 
who are themselves gifted, but do not attain that rank. 


AFTER BIRTH OF PROPOSITUS PROPORTION OF SIBS 


Observed No. of 
Families 


Propositus Dull 
Parents N X N 101 

N X D 40 

DxDT 
N X S / “ 

D x S 6 

S X S 2 

Propositus Simpleton 
Parents N X N 219 

N X D 86 

D X D \ .. 

N X S / 

D X S 31 

S X S 9 

Propositus Imbecile or Idiot 

Parents N x N 486 

N X D 70 

D X \ an 
N X S / 

D X S 16 

S X S 12 


Normal 

I.Q. 85-J- 

Dull 

I.Q. 70-84 

Simpleton 
I.Q. 50-69 

Imbecile 
I.Q. under 50 

87-0 

9-5 

1-9 

1-6 

67-0 

264 

6-0 

5-5 

53-3 

33-3 

10 Q 

3-3 

25-0 

200 

33*3 

33-3 

80-0 

8-3 

91-9 

68-6 

4-6 

18-8 

2*1 

104 

14 

2-2 

S3-I 

23-7 

18-7 

4*5 

36-3 

13-0 

24-2 

21.7 

25-3 

391 

14'3 

26 0 

904 

60 S 

5-2 

18-9 

1-6 

101 

2-^ 

lO-l 

53*6 

18-8 

19-6 

8-0 

53-5 

34-2 

11-6 

15-8 

25-6 

394 

9-3 

10-5 
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In giving a gcuetical prognosis to parents who have borne one defective child, it is wise 
to be guided by empirical findings rather than by theoretical considerations — that is 
unless a firm diagnosis of some specific form of deficiency can be made. The expectations 
of mental defect among the sibs of a defective of known grade are given in the table above, 
quoted from Penrose (1949). From this one may read, for example, that if two normal 
parents have produced a child who is a simpleton, then there are 8 chances in 100 that any 
further child they have will be of dull intelligence or lower. 

On this table Penrose comments that if birth injury or encephalitis can be diagnosed 
in the propositus, the probability of any later child born being defective approaches that 
for the general population (say o-2 per cent.) with the degree of certainty of the diagnosis. 
If parents are consanguineous, the prognosis becomes worse than that shown in the table; 
there is then a greater chance of the defeet being due to a simple recessive gene, which 
would involve a 25 per cent, chance of re-occurrence, 

MUTATION ; RADIATION DANGERS. Pathogenic genes are normally eliminated 
from the population by selective processes; their loss is made good by fresh mutation, but 
the resultant of the two processes is, usually, a low gene frequency. It is possible that this 
gene frequency could be increased by an increased frequency of mutation. In recent years 
there has been growing concern about the dangers of irradiation to health, and in particular 
to the state of the germ plasm which could have far-reaching effects over many generations. 
In a report by the Medical Research Council (195^) on the hazards to man of nuclear and 
allied radiations, it is pointed out that there are grounds for believing that a doubling of 
the mutation rates would in one generation, amongst other effects, increase the frequency 
of low-grade mental deficiency by three per cent. The Council recommends the restriction 
of the use of any source of ionizing radiation, on however small a scale, to essential purposes, 

INB^EDING; ASSORT ATIVE MATING. Inbreeding means the mating of related 
individuals; assortative mating usually means the mating of individuals who resemble 
one another in some particular. Related individuals carry a proportion of their genes in 
common, a proportion that increases with the nearness of the relationship; in the case 
of parents and of sibs this proportion is one-half; in the case of first cousins one-eighth. 
Since for any quality that we like to think of there is quite likely to be some genetical 
basis, assortative mating also implies the mating of people who resemble one another 
genetically. Both these processes increase the variability of a race by making unlikely 
combinations of genes more probable. In the long run, if the race is subjected to intensive 
natural or artificial seketion, its homogeneity is increased, as the elimination of unfavoured 
genes IS speeded up. It is by intensive inbreeding that races of cattle, mice and racehorses 
ave een stan ar ize . The most intensive form of human inbreeding that occurs in civi- 
ized countries is the marriage of first cousins, which in this country is only about 07 per 
cent, of all marriaps. But the marriage of more distantly related persons must be very com- 
mon In some isolated communities, such as Iceland, or in remote hamlets in other lands, 
nearly every inhabitant has an ascertainable relationship to nearly every other, and almost 
any marriage that occurs will be between blood relatives. In a still more distant degree we 
are all relatives of one another, and the concept of inbreeding has to be considered more 
widely. As Dahlberg (1941) has pointed out, the choice of possible mates is limited for 
every one, by geographical, religious, social and other boundaries, which despite occasional 
trespass generally hold good. The community may be divided into loosely inbreeding groups 
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or 'isolates-. These isolates are tending to break down. Increasing facilities of tram] 
widen geogtapbieal iimte, which ate also extended by migration. Social-class dtstmct 
are less rigid than they were. And religious prohibitions on mterinarnage are tes genet 
regarded. According to DaWbetg, tbe frequency of cousin marriage is declining m n 
European countries, and fell for instance in Bavaria from 0-87 per cent, m 1876-81 

0-20 per cent, m i926'33. _ ... ... t i. . 

The Undmey of like to mate toitk like probably remains undirrunished, in whati 
respect married or engaged couples have been investigated, they have been found to 
semble one another more than chance would allow. The correlation coefficient between 
intelligence ratings of married pairs was found by Jones (1929) *h ®* 55 * This ini 
in effect that husbands and tvives tend to resemble each other in intelligence about as do 


as brothers and sisters. 

This human tendency is of considerable importance from several points of view, 
instance the tendency of spouses to resemble one another increases the expected degrt 
ttsemWance between their children. This might lead us, as Hogben (1933) points ou 
over-estimate the importance of heredity in accounting for human variation in intelHge 
From a ivider aspect, it is important because it tends to speed up selective processes 
as seems probable, the more intelligent members of the community are producing f< 
children than the less intelligent, then a similar selection affects the children of ttvo int 
gent or unintelligent parents; whereas if clever men tended to mairy stupid wot 
selective tendencies would tend to balance one another. 


DIFFERENTIAL FERTILITY. While the fertility of idiots and imbeciles is very 
the fertility of the feeble-minded approaches normality, and that of the dull and backv 
is probably ffigh. In a Urge and unselccted group of school-children Fraser Roberts (i 
found that the more intelligent the child, the fewer brothers and sisters he had. There 
a correlation coefficient between intelligence and number of sibs of — 0-22. Fraser Rot 
considers this figure is an under-estimate, as many of the less intelligent families 
incomplete, whereas most of the more intelligent families were complete. The associa 
between dullness and fertility of the parents was independent of the occupation of 
father, and poor but intelligent families were as infertile as equally intelligent mcmb 
more prosperous classes. The effect is such a big one that Roberts estimated that T 
tendency continued unchecked, the average intelligence of the population would f 1 
three points on the Binet scale from one generation to the next. Criticisms of th ^ 
elusions, and similar ones reached by other workers, have been made on the 
infertile families, by being in a position to provide a better environment for si^ 
as they do have, will tend on that account alone to have more intelligent child ^ av 
evidence has been summarized and discussed in an impartial spirit by Burt 
reached the same conclusion as Roberts, but estimated a fall of about one B‘ 
pergeneration. Animportantsurvey(Scott 3 sh Research Counf'd r 
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with normal hereditary equipment can still be reduced to imbecility by birth trauma or by 
an attack of posterior basic meningitis in early childhood. Tredgold (1947) states that environ- 
mental causes of this kind arc responsible for about 5 per cent, of defectives. This figure, 
however, would almost certainly give a very inadequate idea of the importance to be attached 
to environmental influences as a whole. 

Of greater importance than gross pathological lesions of the central nervous system 
brought about by some outside agent and resulting in mental deficiency, are the influences 
exerted on intelligence by less drastically operating causes, such as nutrition in childhood, 
education, etc. It is extremely difficult to reach any accurate measure of the effectiveness 
of such factors as these. Hogben (1941) has pointed out that all investigations designed to 
measure comparatively tire effect of environment and heredity in determining the intelligence 
of children are carried out in a relatively homogeneous environment, and so tend to under- 
estimate environmental effects. He points out that in twin investigations, both members of 
the pair are brought up in the same family and educated at the same school ; the environ- 
ment is more alike for them than for pairs of unrelated children taken at random. Siblings 
reared apart have been found to show a markedly lower correlation coefficient than sibs 
reared together. 

The difficulty may be surmounted by examining mono2ygotic (MZ) twins who have 
been separated from infancy or very early years. Newman, Freeman and Holzinger (1937) 
estimate that the correlation coefficient between intelligence ratings of MZ twins reared 
together is Binet 4- o-gi and Otis 0-92, while for MZ twins reared apart they are + o- 6 j 
and + 0-73 respectively, i.e. considerably lower and only exceeding by a little the correlation 
coefficients of same-sexed sibs reared together. A more recent study has been made by 
Shields (1962) of 44 MZ pairs of twins brought up apart, with a control series brought up 
together. The intra-class correlations were the same in the two series (r = +o*8); but the 
mean intra-pair difference in points was somewhat greater in the separated series. The find- 
ings suggested that differences in early environment were likely to lead to differences 
between MZ twins in respect of intelligence, especially on verbal tests. The differences 
betv^een separated and control series are less marked than in the American study of 1937- 

This is probably the only satisfactory experiment at the present time designed to measure 
the relative effects of environment and heredity on normal intelligence. There are a number 
of large-scale investigations on mentally defective twins, among which may be mentioned 
those of Rosanoff (1931), Smith (1930), and Juda (1939 a,b). With the exception of Rosanoff, 
whose work is in some ways unsatisfactory, these investigators agree in finding a very 
high degree of concordance in regard to mental defect in uniovular twins ; approximately 
90 per cent, of twin pairs are concordant, when exogenous causes for defect are excluded. 
Both Juda and Smith agree that even when neurological abnormalities are found, the twins 
are still frequently concordant, and often show in addition to concordance in presence and 
degree of mental defect, a concordance in neurological picture. This indicates that neuro- 
logical abnormalities cannot necessarily be regarded as pathognomonic of an exogenous 
factor, such as birth injury. Work which to some extent runs in the opposite direction is 
that of Brander (1935), who on a basis of ten tsvin pairs was inclined to emphasize the 
importance of minor birth injuries, which, obviously, may not infrequently affect both 
members of a pair of twins. 

Summarizing, we may say that measurements of the relative effects of heredity and 
environment in bringing about first variation in normal intelligence and secondly mental 
defect are still lacking. The genetic contribution to mental defect is established, but 
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environmental influences certainly play a not inconsiderable role, even in so-called idiopathic 
mental deficiency. A noteworthy phenomenon of recent years has been the fundamental 
and extensive advances in our knowledge of aetiology which have come from the genCtical 
side; and that it is from that side that such order and system as we have has come. 

The Association of Mental Subnormality with other Syndromes 

Mental deficiency may be one of the clinical manifestations of a great variety of patholo- 
gical processes or abnormal developments of early life, particularly of those whose central 
effects are on the nervous system. Thus it is more than normally frequent in such syndromes 
as Friedreich's ataxia, dystrophia myoionica and neurofibromatosis. Marked deficiencies of 
the sensory apparatus, as in deaf-mutism, may be associated either with inadequate develop- 
ment of the central nervous system in general, or, functionally, by interfering with the 
processes of learning, may lead to mental retardation. Some rare genetically determined 
disorders of skeletal development, e.g. hypertelorism and Marfan’s syndrome, are com- 
monly but not invariably accompanied by defective mental development. 

The suggestion has repeatedly been made that the mentally defective are preferentially 
liable to a number of other conditions. Juda (1934) found about six times as high an inci- 
dence of epilepsy among the relatives of defective school-children as among the relatives of 
normal children, but about equal incidences of schizophrenia, and about six times as high 
an incidence of manic-depressive psychoses among the normal. Myerson and Boyle (194O 
found manic-depressive psychoses heavily represented in certain socially important and ^ble 
families in New England. This work confirms findings in Germany (Luxenburger, 1933) 
that manic-depressive psychoses have a socially superior distribution, schizophrenic is 
evenly distributed through the population, and only epilepsy of all the organic psychoses is 
likely to be associated with mental defect. Careful work on a large American twin series 
(Kallmann, Barrera, Hoch, and Kelly, 1941) failed to show any association between mental 
defect and schizophrenia. Schizophrenia and mental defect are both common psychiatric 
conditions and as a matter of experience are not infrequently found in the same patient. 
The occurrence of schizophrenia in a defective may result in somewhat atypical symptoms 
and the syndrome was at one time dignified with the name ‘Pfropfschizophrenia’. Brugger 
(1928) mxestigated the Tclatixes of a number of these cases, and found no suggestion that 
there was anj' genetic or other causal relationship. Larsson and Sjogren (1954), howevefi 
found in their psychiatric survey of a large Swedish population an incidence of oligophrenia 
among schizophrenics uhich was well above normal expectation. The question remains 
open. 

The association of epilepsy and mental defect seems on the basis of published work 
more probable. Certain rare syndromes, such as epiloia, tend to produce both mental 
deficiency and a tendency to fits. Any organic damage to the brain may, obviously, result 
in both states. Idiopathic epilepsy, occurring m early years, may itself cause organic damage 
to the brain, and so bring about a secondary state of mental defect. There is no suggestion, 
however, that the defectives who are the tail-end of the normal distribution are specially 
liable to epilepsy. Conrad (1937*) found that m a very large collection of epileptic families 
6 per cent, of the children of the epileptic propositi were dull and backward, imbecile or 
idiot, and io‘5 per cent, were of stunted intelligence (‘beschrdnkt ). 

The relationship of mental deficiency to neurosis and ahnormality of personality is a 
still more debated topic. E. 0 . Leu is (Wood Report) in a survey of the incidence of mental 
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with normal hereditary equipment can still be reduced to imbecility by birth trauma or by 
an attack of posterior basic meningitis in early childhood. Tredgold (i 947 ) states that environ- 
mental causes of this kind are responsible for about 5 per cent, of defectives. This figure, 
however, would almost certainly give a very inadequate idea of the importance to be attached 
to environmental influences as a whole. 

Of greater importance than gross pathological lesions of the central nervous system 
brought about by some outside agent and resulting in mental deficiency, are the influences 
exerted on intelligence by less drastically operating causes, such as nutrition in childhood, 
education, etc. It is extremely difficult to reach any accurate measure of the effectiveness 
of such factors as these. Hogben (1941) has pointed out that all investigations designed to 
measure comparatively the effect of environment and heredity in determining the intelligence 
of chilciren are carried out in a relatively homogeneous environment, and so tend to under- 
estimate environmental effects. He points out that in twin investigations, both members of 
the pair are brought up in the same family and educated at the same school ; the environ- 
ment is more alike for them than for pairs of unrelated children taken at random. Siblings 
reared apart have been found to show a markedly lower correlation coefficient than sibs 
reared together. 

The difficulty may be surmounted by examining monozygotic (MZ) twins who have 
been separated from infancy or very early years. Newman, Freeman and Holzinger (1937) 
estimate that the correlation coefficient between intelligence ratings of MZ twins reared 
together is Binet + 0-91 and Otis 0-92, while for MZ twins reared apart they are + 0-67 
and + 0*73 respectively, i.e. considerably lower and only exceeding by a little the correlation 
coefiicients of same-sexed sibs reared together. A more recent study has been made by 
Shields (1962) of 44 MZ pairs of twins brought up apart, with a control series brought up 
together. The intra-class correlations were the same in the two series (r = -f o-8); but the 
mean intra-pair difference in points was somewhat greater in the separated series. The find- 
ings suggested that differences in early environment were likely to lead to differences 
between MZ twins in respect of intelligence, especially on verbal tests. The differences 
between separated and control series are less marked than in the American study of I937- 

This is probably the only satisfactory experiment at the present time designed to measure 
the relative effects of environment and heredity on normal intelligence. There are a number 
of large-scale investigations on mentally defective tioins, among wliich may be mentioned 
those of Rosanoff (1931), Smith (1930), and Juda (1939 a,h). With the exception of Rosanoff, 
whose work is in some ways unsatisfactory, these investigators agree in finding a very 
high degree of concordance in regard to mental defect in uniovular twins ; approximately 
90 per cent, of twin pairs are concordant, when exogenous causes for defect are excluded. 
Both Juda and Smith agree that even when neurological abnormalities are found, the twins 
are still frequently concordant, and often show in addition to concordance in presence and 
degree of mental defect, a concordance in neurological picture. This indicates that neuro- 
logical abnormalities cannot necessarily be regarded as pathognomonic of an exogenous 
factor, such as birth injury. Work which to some extent runs in the opposite direction is 
that of Brander (i 935 )> "'ho on a basis of ten twin pairs was inclined to emphasize the 
importance of minor birth injuries, which, obviously, may not infrequently affect both 
members of a pair of twins. 

Summarizing, we may say that measurements of the relative effects of heredity and 
environment in bringing about first variation in normal intelligence and secondly mental 
defect are still lacking. The genetic contribution to mental defect is established, but 
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environmental influences certainly play a not mconsidcrable role, even in so-called idiopathic 
mental deficient^. A noteworthy phenomenon of recent years has been the fundamental 
and extensive advances in our knowledge of aetiology which have come from the genetical 
side; and that it is from that side that such order and system as we have has come. 


The Association of Mental Subnormality with other Syndromes 

Mental deflciency may he one of the clinical manifestations of a great variety of patholo- 
gical processes or abnormal developments of early life, particularly of those whose central 
effects are on the nervous system. Thus it is more than normally frequent in such syndromes 
as Friedreich’s ataxia, dystrophia myotonica and neurofibromatosis. Marked deficiencies of 
the sensory apparatus, as in deaf-mutism, may be associated either with inadequate develop- 
ment of the central nervous system in general, or, functionally, by interfering with the 
processes of learning, may lead to mental retardation. Some rare genetically determined 
disorders of skeletal development, e.g. hypertelorism and Marfan's syndrome, are com- 
monly but not invariably accompanied by defective mental development. 

The suggestion has repeatedly been made that the mentally defective are preferentially 
liable to a number of other conditions. Juda (1934) found about six times as high an inci- 
dence of epiUp^' among the relatives of defective school-children as among the relatives of 
normal children, but about equal Incidences of schizophrenia, and about six times as high 
an incidence of manic-depressive psychoses among the normal. Myerson and Boyle (1941) 
found tnanic-rfef>ressui€ psychaus heavily represented in certain socially important and able 
families in New England. This work confirms findings in Germany (Luxenburger, 1933) 
that manic-depressiv'e psychoses have a socially superior distribution, schizophrenia is 
evenly distributed through the population, and only epilepsy of all the organic psychoses is 
Jjkely to be associated with mental defect. Careful work on a large American twin series 
(Kallmann, Barrera, Hoch, and Ivelly, 1941) failed to show any association between mental 
defect and fchixsopkrenia. Schizophrenia and mental defect arc both common psychiatric 
randitions and as a matter of experience are not infrequently found in the same patient. 
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defect in England and Wales, came to the conclusion that a large proportion of defectives 
came from families among other members of which there was an excessive incidence of 
crime, prostitution, vagrancy, pauperism, and other syndromes of social significance. His 
finding led to the formulation of the concept of the ^Social Problem Group\ Arguments for 
and against the existence of this group in a biological sense, and discussions of its nature, 
have been collated by Blacker (1937). The possible explanations of the findings of the Wood 
Report are many. It may be that unhealthy family traditions corrupt manners and morals, 
and that inadequacy of intelligence aids in the process. It is also possible that a sordid and 
impoverished environment in early years may have an unfavourable effect on bodily health 
and the growth of intelligence, so laying the foundation for mental abnormalities of all 
kinds. Finally it is likely that any physiological or psychological disability that reduces the 
capacity for social adaptation will be found in excess among the denizens of the least pros- 
perous hundredth of the community, and will be found to converge in individual families 
as a direct result of assortative mating. 

Evidence against the view that mental defect is associated with personality deviations 
of all kinds was provided by investigations concerned with the military neurotic casualties 
of the 1939-45 war. Neurotic soldiers as a single group showed no significant deviation in 
mean intelligence from normal ones, although they showed a significantly higher variability 
in this quality. This suggests that persons of less than average intelligence are more than 
normally liable to some forms of neurosis while those of superior intelligence are more than 
normally liable to other kinds of neurosis (Slater, 1943; Eysenck, 1947). This has indeed 
been confirmed. It has been found that in a group of neurotic soldiers, anxiety neurotics, 
reactive depressives and hysterics showed average intelligence, but obsessional neurotics 
scored significantly better, irrespective of the type of intelligence test chosen (Slater, P., 
W45)- 

We may, therefore, conclude that dull intelligence carries with it an enhanced tendency 
to some forms of neurotic reaction and psychopathic behaviour. There is also some reason 
to think that hysteria may be commoner among defective and dull individuals than among 
the normal, but the evidence is conflicting. Beyond this we are not at present able to go, 
nor to say what are the forms of neurotic behaviour to which the unintelligent are liable. It 
is quite likely that there are genetic factors which are common to both types of constitution, 
and tend to cause both a reduction of intelligence and a tendency to neurosis or psycho- 
pathy. Their effect is, however, probably negligible in comparison with the social and 
environmental agencies which, by putting an emotional strain on the unintelligent, increase 
his liability to disorders of behaviour. 


Aetiology and Pathology other than Genetical 

While insight into the genetic causes of mental deficiency has made remarkable pro- 
gress during the last twenty years, the contribution of environmental factors has proved 
more difficult to elucidate. 

SOCIAL ENVIRONMENT AND EDUCATION. Ever since Itard reported on the 
education of the ‘wild boy’ of Aveyron (1789) a poor social environment, or neglect in up- 
bringing and education, have been regarded as causes of mental deficiency. At tlie 
beginning of the nineteenth century when Guggenmoos in Austria and Seguin m 
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France founded the first institutions for defectives, philanthropic interest iras kindled 
by the hope of overcoming backwardness through proper education. Since the intro- 
duction of general and compulsory schooling, the main argument for the significance of 
the environment in causing mental deficiency has been the finding that a large majority 
of the pupils of special schools and the inmates of institutions came from the lower strata 
of the population. This has been confirmed by numerous workers in many countri^. 
Against this fact it was pointed out that the backward children of the wealthy are placed in 
private schools and homes, and that their number is relatively small because of the smaller 
size of families in the better-educated classes. However, Isserlis (1923) was able to test the 
intelligence of a mixed group of school-children and found it was highly correlated with 
the quality of their home environment, whether measured by the economic status of their 
p.irents or by the care they received at home or by their clothing. Children brought up in a 
‘neutral’ environment such as orphanages (Jones and Carr-Saunders, 1927) or adopted 
children (Freeman, Holzinger, and Mitchell, 1928) have been examined from this point 
of view — without conclusive results. 


The issue is clouded by the frequent familial incidence of hackioardrtess and mental 
deficiency. The low economic and cultural status of the home may be due to the low intel- 
ligence of one or both parents, rather than itself being the direct cause of mental deficiency 
in the child. Assortative mating between defectives and consanguineous marriages in rural 
areas may be additional factors. Sjogren (1932) has collected evidence on the frequency of 
mental defect caused by consanguinity in an isolated rural population in Sweden. The 
greater frequency of mentally subnormal and defective children in rural than in urban 
districts of England disclosed by E. O. Lewis (Wood Report) has been attributed by the 
author to the migration of the more intelligent inhabitants into urban districts where they 
found better-paid work in industry. 

Increasing attention has been devoted m recent years to defining the precise nature and 


extent of the contribution made by social environment to the causation of mental subnor- 
mality. Unexpectedly large changes of intelligence quotient have been found to occur in 
feeble-minded children observed over a period of time, those who had suffered very bad 
home conditions sho^ving greater improvement than those exposed to a less adverse home 
environment (Clarke, Clarke and Reiman, 1958). Changes of this order, which had been 
as high as 16 points o^’er a period of 6 years in the group from very bad homes, had been 
observed by earlier workers but recent investigators have verified both that the changes 
were real and that they were probably due to removal from adverse environmental conditions 
such as cruelty and neglect in early childhood. Clarke (1958) considers that the most severe 
degrees of deprivation, which are found in about 40 per cent, of the certified feeble-minded 
retard intellectual development by at least an average of 14 points. These and other findings 
are of conjderable importance in view of the fact that the great majority of patients in 
rnental deficiency hospitals, and of pupils in schools for the educationally subnormal are 
drawn from the lowest segments of society. They are therefore more often unwanted liable 
to receive ws love, attention and stimulation, and less encouragement in their initial attemms 
a exploration and^lf-expression and their nutrition also would more often be unsatisfactorv 
( arason, 1953). There can be no question that hereditj' sets limits to the intellectuS 
development of the individual but the range within which environment can 
Aor^hrir potentialities may be wider than originallv 

n J suggested by Clarke that, when they have been exposed 

^ ty an neglect, subcultural defectives function near the tower end of the ra^e of 
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intellectual potentialities prescribed for them by heredity whereas normals function under 
ordinary conditions more closely to their upper limits. 

The phenomenon of pseudo-feeblemindedness suggests something of this nature in 
that in these children intellectual endowments which appear permanently set at a feeble- 
minded level change markedly when the children are removed from their adverse environ- 
ment. 

"Whatever the effect of environment and education on the result of intelligence tests, 
society should aim at providing optimal conditions of home and schooling for that part of the 
population which is intellectually less well endowed. There is no doubt that considerable 
improvement in this respect is possible in all countries. 

BIRTH HAZARDS. Babies are ‘at risk’ of interference with normal mental development, if 
they are prematurely born as estimated by dates, or are knall though not necessarily born 
before time, or are actually injured at birth. This fact has gained much attention recently, 
and has been the basis of prospective studies, such as those of Prechtl (i960) and Illing- 
worth (i960). Prematurity, as shovn by low birth weight, has been particularly implicated 
since the work of Asher and Roberts (1949), who found a number of children -with a very 
low birth weight in an institution for the mentally retarded and in a school for the education- 
ally subnormal. However, as low birth weight is associated with a number of physical 
defects, especially cerebral palsy, which might be independent causes of impaired mental 
development, the influence of prematurity as such has not been fully established. This ques- 
tion was investigated by McDonald (1964), who traced the after-histories of 1,066 infants 
admitted to 19 premature baby units in Britain in 1951-52, and tested them psychometrically 
when aged six to nine. Excluding children with cerebral palsy, blindness and deafness, it was 
found that the mean I.Q. (corrected for true age) of the 625 smgletons was 102, that of the 
267 twins was 98 and that of the 13 triplets was 92. This suggests that prematurity as such 
has no very dangerous effects. 

Besides prematurity, difficult and prolonged labour, abnormal presentations and instru- 
mental deliveries have been strongly suspected of constituting additional risks. 

Investigations of a relatively large post-mortem material from patients, whose defective- 
ness dated from birth injury and early infections, disclosed the importance of asphyxia. 
The border territories of the large cerebral arteries were found to be specially \ailnerable 
(J. E. Meyer, 1953)' Children with genetically determined under-development of the brain 
or malformation of the head are probably less resistant to the physical stress of labour, and 
therefore more prone to trauma. The diagnosis of trauma from the examination of physical 
signs many years after the causal injury ... is not easy— even if the case comes to autopsjr. 
tyhthout a complete family investigation and personal (including maternal) history, correct 
evaluation of trauma as a cause of defect is impossible’ (Penrose, 1949c) 

Strauss (1947) attempted to differentiate high-grade defectives witli brain injury^ from 
congenital cases with the help of mental tests and behaviour studies. His work, based on 
Goldstein’s theories and observations in brain-injured adults, refers to a group which 
included not only birth injuries, but other types of early damage to the brain tlirough 
infections, etc. He finds tins ‘exogenous’ group of defectives different from the ‘endogen- 
ous’, congenital group in respect of mental and physical growth, reaction to change of 
environment, test performance, neurological findings, etc. Strauss was also the first to make 
practical use of his findmp by developing special methods of instruction and training for 
the brain-injured group, the size of which he estimated as being from 20 to 25 per cent, of 
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the 667 children with an I.Q. of 30-80 trained in the institution where he worked. Tredgold 
on the other hand estimates that at the outside the cases due to birth injury number be- 
tween 4 and 5 per cent, of all defectives; but he also points out that traumatic cases, if 
compared with other aments, show differences in behaviour, especially in their emotional 
reactions, and are also more frequently liable to epileptic symptoms. 

The existence of focal neurological signs is not reliable evidence of localized trauma. 
Symmetrical symptoms, such as diplegia, suggest the effects of more general causes such 
as anoxia or genetical factors. It is now generally recognized that the motor disabilities of 
Little’s cerebral palsy (spastic paralysis and athetosis), whatever their cause, can be present 
in persons of average intelligence, and that congenital athetosis in particular can be associa- 
ted with superior mental equipment. The motor handicap may merely deprive the child of 
the opportunity to use his abilities. The belief that birth injury may lead to mental defect 
or personality disorder without neurological symptoms is still only a hypothesis. 


FOETAL INFECTIONS. The classic example of a foetal infection which may cause mental 
defect is congenital syphilis. The Treponema pallidum is transmitted to the foetus by intra- 
uterine infection from the mother. The great majority of these infants are stillborn or die 
soon after birth. In those who survive, the Wassermann reaction is positive, but only for 
some months or years. The testing of unseiccted groups of defective children for a positive 
reaction is, therefore, not an adequate method of ascertaining the part played by syphilis 
in the causation of amentia. Clinical signs of intra-uterine syphilis, such as Hutchinson 
teeth, rhagades, keratitis and deafness, are often absent, even where the Wassermann 
reaction is found to be positive. The condition is now regarded as rare; Berg and Kirman 
(1959) found 0-6 per cent, of patients admitted to a hospital for defectives had a history of 
syphilis. 

If the defective’s mother or father has been treated for syphilis and there is a history of 
miscarriages or stillbirths in the family, and of paralysis of limbs or eye muscles and a 
posiiive Wassermann test in the child, it is highly probable that the mental defect is caused 
by syphilis. All degrees of mental defect from the mildest to the severest can be associated 
with infantile syphilis; and sense deprivation may be an additional handicap. Paralysed 
patients are often low-grade defectives or idiots. On the other hand, children with a positive 
blood test may show no signs of mental eofeeblement. Congenital syphilis, therefore, does 
not always affect the C.N.S. and it has been suggested that the immunity or susceptibility 
of the foetal brain to maternal infection may be due to hereditary factors. 

In congenital toxoplasmosis the organism which is transmitted from mother to foetus is 
a protozoal parasite; the mental defect which results is usually severe (Penrose, 1963). 

A much commoner accident of pregnancy is the infection of the foetus by the virus of 
TuheUa\ the foetus is at risk if the mother suffers from rubella during the first three months 
of pregnancy. The commonest lesions produced in the infant are physical defects such 
heart lesions, cataract, deafness; mental deficiency, if it occurs, is likely to be severe 
Recent studies in this field have been made by Lundstrom (1052, 10621 nnd 

^ -59 

had had rubella in the first i6 weeks of the pregnancy showed major physical ahnormalWe 
m .5 per cent of the children, and minor abnomutlities in a [JihJ 
distribution of inmlhgence m the children was normal, and it was thoughfthat no m-idence 
had been ohtamed that mental subnormaUty is a common sequel of early maternal rubella. 
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MATERNAL-FOETAL INCOMPATIBILITY. Among the agents which may damage 
the child m utero or at birth are blood agglutinins which enter the blood stream of the child 
from that of the mother. If mother and child are of different blood groups, the mother may 
become sensitized to the agglutinogens of the child and herself produce antibodies which 
are capable of destroying the blood corpuscles of the child. It is possible that such a reaction 
between mother and child may take place with the ABO agglutinogens; but in the case of 
maternal-child incompatibility in respect of the rhesus factors it is established. Newly 
born children, poisoned by receiving into their blood stream a dose of maternal Rhesus 
agglutinins, may develop erythroblastosis and later on kernicterus, with damage to the basal 
ganglia. A proportion of these children may be mentally defective, as well as suffering from 
specific neurological abnormalities. Rhesus incompatibility is not regarded as a numerically 
important cause of mental deficiency (Penrose, 1963). 

POST-NATAL ENCEPHALITIS. Encephalitis occurring in post-natal life following 
infectious diseases such as measles, scarlet fever, whooping cough, mumps, as well as 
infantile polio-encephalitis may produce mental retardation and personality deviations. 
Bacterial meningitis was found by Berg (1962) to be responsible for about 3 per cent, of 
defectives admitted to the Fountain Hospital. 

In children the personality changes follovring encephalitis lethargica differ considerably 
from the sequelae of this illness in adults (see Chapter XI). As a rule, they do not impair the 
intellectual abilities of the patient although they may interfere with education and the 
proper use of intelligence. 

The aetiology and pathology of special forms of mental deficiency will be dealt with in 
the clinical part (p. 719). 


CLINICAL FEATURES 
Early Diagnosis 

The physician is frequently asked to judge the developmental prospects of small 
children. Over-solicitous parents may be alarmed by some minor retardation in early 
development; others will display a blind spot for the most obvious signs of defect. Much 
tact and sympathy are needed when informing the mother that her child is defective; her 
reaction to the diagnosis may be such as to spoil her attitude towards the child and his up- 
bringing. When an infant is to be adopted, the exclusion of mental deficiency is vitally im- 
portant for the prospective parents. Whereas the appearance of the sucking reflex is delayed, 
and there are anomalies in movements and in the sleep rhjnhm, as well as abnormalities in 
physieal appearance m most imbeciles and idiots, yet high-grade defective children may 
display no abnormality immediately after birth or Mthin the first few months. By careful 
observation, experienced mothers or nurses may discover a delay in the appearance of 
expressive movements like laughing or cr)dng, in developing the power to hold up the head, 
or in crawling. Inadequate behaviour at feeding and persistence of foetal posture between 
the sixth and twelfth months are also ominous. But children offered for adoption are often 
not well observed and cared for, and the material for forming a judgement may be lacking. 

Data for developmental diagnosis have been accumulated for small children (Gesell, 
1941 ; Schwab, 1925 , Biihler and Hetzer, 1927) and have been set out in tables which should 
be consulted in doubtful cases. 
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In the following tabulation (extracted by pennission from Illingworth, 1960) a very 
partial selection has been made; for instance the large amount of normative data relating 
to reflex behaviour have been omitted. It is not suggested that what remains represents an 
adequate scale for the measurement of development, for which the original authority 
should be consulted. What is shown here is intended to provide an impressionistic picture 
of psychological development. 

TABLE OF NORMAL DEVELOPMENTAL DATA 
Age Development 

4 weeks Hands predominantly closed; grasp reflex. Watches mother’s face when she 

talks to him and he is not crying; opens and closes mouth; bobs head up and 
down. 

Supine, regards dangling object brought into line of vision, but not other- 
wise when in midline; follows it less th^ 90 degrees. Quiets when bell is rung. 

8 weeks Hands frequently open; only slight grasp reflex. Smiles and vocalizes when 

12 weeks ' ' •' ■ • • , * 


dangling toy from side to side; promptly looks at an object in midline. Turns 
head to sound. 

24 weeks . 1 


toy, looks to sec where it has gone to and tries to recover it. Smiles and 
vocalizes at mirror image. Shows likes and dislikes. May show fear of strangers 
and be ‘coy’. Displeasure at removal of toy. Play; laughs when head is 
hidden in towel. Imitates cough or protrusion of tongue. 

40 weeks Crawls by pulling self forward with hands. Sitting can go over into prone, or 

change from prone to sitting. Can pull self to sitting position. Sits steadily 
with little risk of overbalancing. Can stand holding onto furniture; collapses 
with a bump. Goes for object with index finger. Beginning to let go of objects 
(release). Looks round comer for object. Responds to words, e.g. 'Where is 
daddy?’ Pulls clothes of another to attract attention. Holds object to examiner- 
but won’t release it. Repeats performance laughed at. Waves bye-bye; plays 
patacake. 

1 year Prone, walks on hands and feet like bear. Walks, one hand held. Beginning 

to throw objects to floor. Holds arm out for sleeve or foot out for shoe in 
dressing. May understand meaning of phrases, ‘Where is your shoe?’ May 
kiss on request. Apt to be shy. Has two or three words with meaning; knows 
meaning of more words 

18 months Goes up and down stairs, holding rail, without help; walks up stairs, one 

hand held; pulling toy orcanyungdoll; seats self on chair. Beginning to jump 
both feet. Cubes, builds tower of 3 or 4. Throws ball without fail. Pencil 
spontaneous scribble. Manages spoon well. Takes off gloves, socks. Points to 
2 or 3 parts of body; obeys two simple orders; names one common object. 
Turns pages of book 2 or 3 at a time; points to picture of car or dog; shows 
sustained interest. Speech-jargon; many intelligible words. Sphincter control- 
drj' by day, occasional accident. ’ 

2 years Picks up object without falling; runs; kicks ball without overbalancing. Turns 

door knob; unscrews lid. Washes and dries hands. Cubes: tower of 6 or 7 
Puts on and takes off shoes and socks. Points to 4 parts of body; obeys 4 simple 
orders; names 3 to 5 common objects. Book, turns pages singly. Speech; asks 
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for drink, food, toilet; uses ‘I’, ‘me’, ‘you’; joins two or three words in sen- 
tences. Talks incessantly. Play: wraps up doll; puts it to bed. Watches other 
play, and plays near them, but not with them. 

Jumps off bottom step; goes up stairs one foot per step, and down stairs two 
feet per step. Rides tricycle. Can help to set table, not dropping china. 
Dresses and undresses full}% if helped with buttons and advised about correct 
shoe, back and front. Cubes: tower of 9; imitates building of bridge. Play: 
dresses and undresses doll; speaks to it. Now joins in play. Copies circle on a 
card; imitates cross; draws a man on request. Knows some nursery rhymes. 
May count up to 10. Is constantly asking questions. Uses pronoun. 

There is a very great deal of variability from individual to individual, and no far- 
reaching conclusions should be based on retardation which is only partial or lacking in 
consistency, and which is not persistent over a long time. Illingworth points out that such 
functions as smiling, grasping and chewing develop over a fairly limited span of time; while 
a normal child may start to sit unsupported at any time between the fourth and twentieth 
months, to walk unsupported at any time between the eighth month and the fourth year, 
and to speak in sentences at the twelfth month, or start to use single words at the age of 
four years or so. The understanding of speech is more reliable than motor speech as an 
indicator of normal development. Variations in the degree of development in some aspects 
of behaviour as compared with others are also seen. There are also slow starters, and other 
children who show pauses in development for some months at a time, who catch up wdtli 
normal standards later. 
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Disorders of Development 

Development may be lestvicted in range and in speed through abnormal genetic equip- 
ment, or through pathological factors interfering in the foetal or neonatal stage. In the 
subcultural defective, restriction in range and time go together: a relatively small range of 
mental activities is acquired in a much longer time than it takes a normal child to reach 
the same goal. The difference from the normal average becomes greater with progressing 
age. Hence the difficulty of predicting mental capacity in early infancy. 

Development may be delayed hi partial functions, such as sittmg, standing, walking, 
speaking, cleanliness and especially the control of micturition. At the same time, general 
mental development may proceed at a normal pace. The significance of partial delays of this 
kind can only be assessed by observation of the child’s total behaviour over some time. 
His reaction in typical situations, e.g. when eating, expressing affection or hostility towards 
the people around him, or m playing with children of the same age, and the progressive 
acquisition of more complicated patterns and attitudes may indicate normal development 
in spite of partial shortcomings. 

Genei-al delay of development may be caused by gastrointestinal disturbances and in- 
fectious disease in infants They may even cause a relapse into earlier forms of behaviour 
which the child had already outgrow^. However, progress is resumed when physical healtli 
is restored and the child rapidly makes up for the lost time. 

The same holds true for prematurely born children. They are naturally delayed in their 
early development, for a month or two, and some exhibit marked retardation for several 
years. Nevertheless, as a rule they do not differ from their contemporaries when they reach 
puberty. 

Most observers agree that the child does not develop mentally and physically in a 
smooth and steady way, but ratlter by alternate phases of rapid progress and relative arrest. 
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This may be the case throughout the whole field of mental and physical development, as 
well as in partial attributes like physique, motor skiH, intelligence or emotional behaviour. 
This uneven progress may explain the cases of early acceleration of development sometimes 
observed in children in whom at the age of four or five progress slows down to normal. 
Others remain precocious till puberty, which is in fact the testing time when it can be seen 
how far the prodigy fulfils his early promise. Many precocious children become average 
in their achievements. Intellectual forwardness is frequently not in harmony with the 
development of personality or with sexual development and leads to difficulties in adjust- 
ment. (See sections on psychopathic personally and child psychiatry.) 

Development may he thviorted by chronic physical illness such as rickets, osteomyelitis, 
tuberculosis, cardiacinvaJidism, etc. If the child remains in a stage of baby-like dependence, 
or relapses into behaviour long outgrown, the suspicion of mental enfeeblement may be 
raised. In such cases the oversolicitousness of mothers or nurses, and lack of education 
and of contact rvith other children may be responsible, and the counter-measures are 
obvious. 

Lastly, normal development can be arrested by diseases of the brain such as cerebral 
trauma, encephalitis follotving childish infections, neurosyphihs, epilepsy and encephalitis 
lethargica. The history of tjpical cases shows normal development up to the time of the 
accident or illness. This is unfortunately the history given by most mothers presenting a 
backward child to the physician. It has never occurred to the ine.vperienced or unobservant 
mother that the child’s early development was not normal and, anxious to find a cause for 
his inability to play, his prolonged baby talk, his restlessness or lack of adaptation in com- 
pany with other children, she attributes the trouble to some accident or illness. If, however, 
she has had previous children who developed normally, she will be able to make comparisons 
and her report may be reliable. 


The Feeble-Minded (Moron) 

It has frequently been pointed out that the personalities of high-grade defectives vary 
as much as those of normal persons, and this certainly is correct. Because they differ so 
much each case should be studied by the teacher and treated individually. It is, therefore 
an over-simplification to subdivide the feble-minded into two groups of the placid and 
restless, the stable and unstable, although thts subdivision k useful in certain conteirts; 
an equal or greater number he between the two extremes 

srisjr '• ■ •“ .'"S'iiit 

The defective child, even before school age, lacks the curiosity snoot, 
of the normal child. In consequence a great number of these children are ;"'«est 

good in the home in spite of their slow development and backwardness” M 
placid and passive throughout life; credulous and weak-willed they are 1 remain 

good as evil paths. Although the sensory organs arc usually intact the £,..1,1^ 
dividual is slow to perceive and to understand the objects around him ' , in- 

cven if quick is unselective. He is unable to distinguish the essential from the 
and is mainly impelled by the strongest stimulus, the loudest noise the 
colour, etc. Whatever he has perceived he holds on to and his thinking frequendy ce 



712 


CLINICAL PSYCHIATRY 


in these concrete sensory impressions. Abstract ideas, if they are formed at all, are narrow, 
badly formed and close to actual experiences: ‘Freedom is when there is no school’; 
‘Religion is if one goes to church’. In a typical case the patient realized that ‘justice’ could 
mean punishment, but was unable to bring into the concept the idea of well-deserved 
reward (Bleuler). Like the small child or the member of a primitive race, the defective often 
cannot understand the abstraction of numbers: he may have learned to count buttons or 
marbles, and yet be unable to count his own fingers. 

The inability to free himself from a habit of behaviour is well illustrated by a patient, 
observed by Kraepelin, who learned to cook in a hospital kitchen. When she returned to a 
private house and had to cook for three or four persons she prepared the meal using the 
same number of eggs as she had learned to use in the hospital. The stubbornness and 
inaccessibility to reason of defectives belongs to the same order of anomalies. Many are 
very conservative and extremely orderly as they have been taught to be in the colony or 
school, even when under different circumstances these habits are entirely out of place. 
‘Defectives are petty, they cling to details, are dependent, inconsequential, egotistic and 
inclined to over-value their own person. They have little self-control, ma)'^ follow any im- 
pulse and are easily induced and led by others’ (Hoche). 

On the other hand, it is noteworthy that certain mental functions are relatively undis- 
turbed: besides retaining intact senses, the feeble-minded suffer from no primary distur- 
bance of retention and memory. Their attention, if roused, is usually normal; they can 
concentrate and persist in what interests them, although some are extremely distractible 
and others easily tired. They have potentially normal emotional responses, although often 
restricted to primitive and simple feelings which they express in a direct and crude fashion. 
Sexual development is sometimes delayed, but the accompanying affect is normal Finally, 
many high-grade defectives have a certain insight into their shortcomings, and although 
they can rarely express this in words, they make an eflFort to appear intelligent. One of our 
patients collected old medical journals from the dustbin of the hospital and carried tliem in 
his pockets although he hardly looked at them and was unable to understand what he read. 

Speech, often late in development, is poorlj'" articulated; modulation and expression 
are often lacking, and the vocabulary is small. Part of the speech difficulty so frequently 
seen may be due to inadecyuate muscular co-oi dinatton, which is also commonly shown in 
reduction of manual dexterity. Many dullards and high-grade defectives are ungainly in 
bodily balance and clumsy in walking. They are smaller in stature and of lower weight 
than the average of the population and are said to have a lower resistance to physical 
disease. How far the last is due to a real physiological abnormality or to neglect in upbringing 
and careless and imprudent behaviour is difficult to decide. 'Stigmata of degeneracy' were 
at one time regarded as important physical signs of all degrees of amentia, but many have 
been found in equal frequency in the normal, and they are now not employed for diagnostic 
purposes. 

THE DEFECTIVE AS A SCHOOLCHILD. The majority of subcultural defectives 
come from the least prosperous economic classes. The mother can pav little attention to 
the mental gro^vth of her child, because she is over-burdened with a largelamily or has 
herself to go to work. So it is that most of the cases are only discovered in school, i.e. at 
the age of five or later. 

Many high-grade defectives are easily handled children; they do not differ from the 
average in appearance, are well behaved and affectionate, and adjust well to a kindergarten 
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atmosphere. At a later stage when it comes to reading and writing, the child’s failure is 
sometimes put dotvn to anything but backwardness: to lack of effort, distractibility, poor 
nutrition or insufficient sleep. In fact, emotionally maladjusted children may be sent to 
the psychiatrist sooner than the intellectually backward. It is often difficult to convince 
parents of the advantage of spcctol cducotion. They dread the transfer of their child from 
the ordinarj’ into a special class or school; and the older he is, the more reluctant they are 
to make the change. It is, therefore, desirable that mental defect should be recognized 
and diagnosed as early as possible. The Education Act, 1944, provides for free psycholo- 
gical and medical advice for every child from the age of two. The family doctor should 
make every possible effort to see that full use is made of this provision. If it is properly 
applied it should save the teacher much useless trouble, and much suffering to the child. 

At the same time there is an increasing awareness that selection of those who need the 
facilities of a special school cannot be satisfactorily made on the basis of the intelligence 
quotient alone. Some children being educated at these schools are found to have an intelli- 
gence quotient well above 70, while others wth an I.Q. in the feeble-minded range are able, 
under favourable circumstances, to benefit from education at an ordinary school. A decision 
to send the child to a school for the educationally subnormal should therefore be made 
only after a careful appraisal of the personality and social background as well as the intel- 
ligence of the child. There would be considerable advantage in more flexible arrangements 
for interchange between the two types of school. If account is taken of his special dif- 
ficulties, the high-grade defective may be a happy and well-adapted schoolchild and he 
can be helped to develop into a useful individual. Fortunately, the old occupational and 
diversional types of activity at special schools are giving place to an increasing extent to 
programmes, making use of modern educational techniques, directed towards the task of 
developing the child into a confident, self-respecting and adjusted member of society. 
Maturation in a defective child tidtes place at a slower rate than in children with normal 
intellectual equipment and this necessitates a longer period of social education and play 
imparted by methods of the kind used in nursery schools. When the time arrives for initiat- 
ing formal education (and it is preferable to start this at a later age than in normal children) 
the guiding principles should be a slow pace of work, frequent repetition, ample concrete 
illustrations and learning through the mcentives which can be provided by practical tasks 
such as cooker}’, shopping and handwork. In this way many children can learn simple 
reading and writing, the handling of money and the composition of a simple letter which 
go far in deciding their chances of employment. The group setting in W’hich the child 
strives to attain such goals, that have always to be kept within his reach, is important for 
inculcating the rudiments of group responsibility and discipline (Hilliard and Kirman, 1957) 
as well as for educational purposes. The chances of subsequent social adjustment and 
economic independence are largely determined by the success achieved in the course of 
education. 

AFTER LEAVING SCHOOL. The field for employment of the high-grade defective 
has changed during recent years. Labouring, in which he traditionally found a place most 
readily, is now a shrinking occupation. Agriculture is becoming increasingly mechanized and 
rationalized so that he finds less scope there. Similarly defective women are more difficult 
to place in private or hotel domestic service because of household appliances which are a 
substitute for servants and require intelligence in their use. This is a tcndenc}’ which will 
increase with time. On the other hand the simple repetitive processes W’hich are at present 
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increasing in urban industry are within the ability of the trained defective and light industry 
is spreading into areas previously exclusively rural. Many defectives, in addition, are capable 
of learning a trade and continuing to be employed as tradesmen. It is more udth these 
types of employment in view that the feeble-minded should be trained in future. A number 
of recent studies is discussed by Hilliard and Kirman (1957) which go to show that about 
half the defective children with I.Q.s of less than 70 are found to be satisfactorily employed 
on follow-up. The same conclusion is reached by Gunzburg (i960). It has been found in a 
follow-up study of feeble-minded patients (Stanley and Gunzburg, 1957) over a period of 
about three years that between one-quarter and one-third may fail in their first job in 
industry, but that the majority, even under traditional methods of training and placement, 
succeed perhaps in their second, third or even fourth job. A high proportion of the feeble- 
minded should accordingly be capable of achieving social and economic independence. 
Satisfactory employment depends on carefully directed vocational training and a favourable 
state of the labour market. Because he is slow and inadaptable the defective’s fate is closely 
linked with economic conditions and community attitudes. 'Wlien applying for work for 
which he has been rendered fit, he is apt to be rejected by employers and he is the first to be 
dismissed when the number of workmen has to be reduced. Much has still to be accom- 
plished in overcoming prejudice and in developing co-operation between manufacturers on 
the one hand and the staffs of training centres and social workers in charge of placing 
defectives on the other. Machinery of modern type, suitably adapted, could be lent to 
training centres to facilitate realistic training and some of the most stereotyped and simple 
processes can be carried out as industrial subcontract work under sheltered conditions. 
Given training and opportunity the feeble-minded person can be a reliable and untiring 
workman (O’Connor and Tizard, 1956). 

In the case of the adult feeble-minded person ivho has failed to obtain or keep employ- 
ment, or who suffers from the effects of a long period of institutionalization, a special 
programme of training (in a centre or hospital “school”) directed towards surmounting 
particular shortcomings that stand in the way of social integration will be helpful (Gunzberg, 
1958). It should be mainly concerned with the acquisition of simple social skills such as 
finding his way about an unfamiliar district, the use of tlie telephone, information about 
jobs and how to secure them and guidance about health and medical treatment. The ability 
to conduct simple social transactions such as the purchase of tickets and putting money in a 
savings bank can be learnt if practised frequently in the real situation. 

Support from home, from membership of a social club, or from a religious group is of 
great assistance in his social development, stability and intef^ration. 

Only if one is aware of the mentality and social conditions of the numerous defectives 
living in the community, can one understand and deal appropriately with the diffiadties 
and conflicts bring them into contact with physician and psychiatrist. The usual 

stumbling-blocks of life, sex and marriage, physical illness and accident, delinquency and 
crime, evoke specific reactions from the high-grade defective. 


SEX AND MARRIAGE. Tredgolds distmction between the stable and the unstable 
feeble-minded .s of some importance m this context. It is based on emotional response 
and motor behaviour; the distinct, on is essentially the same as that drawn between the 
■torpid’ and the erethic defccuve ,n Continental psychiatry. This was found useful 
clinically, especially m considering personal and social conlliete. Stable defectives are 
placid, dependable, unemotional, easily led to good or evil; unstable defectives are restless 
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easily roused to emotions, have marked likes and dislikes and are unpredictable in their 
reactions. 

During puberty and with sexual maturation these emotional differences become more 
manifest. While the stable defective girl may fall to the first seducer at an early age and 
have an illegitimate child, she will remain in her employment and try to make good; the 
unstable girl becomes increasingly restless and throws herself into sexual adventures. She 
becomes promiscuous, neglects her work and gives up all ties with her family. These girls 
spread venereal disease, become victims of tricksters and ruffians and end in remand homes, 
poor-houses and other institutions. ‘Many women of this type have considerable mental 
ability, but they are so prone to attacks of excitement, violence, sulkiness or moroseness, 
so fickle and undependable that it is quite impossible for them to retain any situation* 
(Trcdgold). 

Males of the stable type often seem under-sexed or late in sex development. For the 
stable defectives only, one can agree Avhh Goddard who, 'after years of study of the 
problem* came ‘to the conviction that the sexual instinct in these people is under-developed 
rather than over-developed*. ‘Feeble-minded people are not nearly so promiscuous in their 
sexual relations as we might at first expect ... a great many of them live together in tvedlock 
and true to each other’ (Goddard, 1914). Instability in the male defective becomes more 
marked when his sexual urges mature. Refused by the average girl, he may pursue his 
aim by indecent exposure or by violence, crudely assaulting elderly women and not 
infrequently children. Bestiality with domestic animals is a frequent outlet for the sexual 
drive of the rural defective (Kinsey et al, 1948). 

The unstable defective often continues his or her promiscuity even after finding a 
partner for marriage. Women carry on as prostitutes, and become a moral and hygienic 
menace to the street or village where they live. The number of mental defectives among 
professional prostitutes has been found to be about 30 per cent, by observers in different 
countries (Bonhoeffer, J903; Schneider, 1936; Tage Kemp, 1936). Even among the more 
stable group the effect of mental deficiency on married life, housekeeping and the upbrinemp 
of children is often evident. Cases oi cruelty and neglect of children are frequently accounted 
for by the mental deficiency of the mother. Her inability to keep an orderly home leads 
to domestic quarrels and constant strife if the husband is of somewhat higher intelligence 
The defective husband, on the other hand, may become a burden to a wife of normal 
intelligence, a burden which proves socially overwhelming when added to the others she 
has to bear — home duties, the care of children, and not infrequently a job of her own 
If both arc defective they may live in dirty and verminous conditions, disgusting to the 
neighbourhood. 

The contribution of mental deficiencj' of one or both marriage partners to unhatbv 
family life, broken homes and child neglect is not sufficiently realized. Figures for tSs 
country are not available. In Ramer’s (1946) follow-up of 600 Swedish pupils of special 
schools who otherwise adapted favourably, the divorce rate was two and a half times as 
great as in the normal control group. Only 50 per cent, of the special school group were 
married, against 64 per cent, of the controls. 

ILLNESS. Defectives are often rather tolerant of pain and injury. They take little notice 
of the knocks and bruises they receive by their careless handling of tools, and festering 
wounds seem not to worry them. Conversely, like small children, they may respond with 
howls and yells and signs of panic to relatively trifling pain during surgical treatment. 
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They like to be cared for and indulge themselves in playing the patient. Escape into some 
indefinite ailment leading to medical treatment easily becomes a habit with the feeble- 
minded man. He likes to frequent surgeries and clinics. If he has some physical handicap 
— as so often is the case — ^he makes every use of it to dodge work and the frequent diffi- 
culties of family life. Some may become prone to accidents, especially if their occupation 
is technically above their intellectual grasp. The contribution to absenteeism in industry 
which is made by those of subnormal intelligence is considerable. Russell Fraser (1947) 
fovmd the average absence from work due to all causes, including sickness, proportionally 
greater in the group of low intelligence both in men and women. The incidence of definite 
physical illness showed also an inverse relationship to the level of intelligence. 

DELINQUENCY AND CRIME. It seems probable, although there is no reliable evidence 
on this point, that mental defectives are more than normally liable to be involved in delin- 
quency as children and adolescents and in more serious offences as adults. The principal 
reason for this belief is the finding that lowering of intelligence sets the child at risk. This 
is shown by the estimates that have been made of the mean levels and distribution of 
intelligence in samples of delinquents and offenders. Thus Burt (1948) found a mean I.Q. 
of 89 for 197 delinquent boys and girls. The subject has been reviewed by Woodward 
(^955)’ She concluded that early studies were unreliable, and tlrat even the best and most 
recent work was unable to ehminate cultural effects which might suggest a relationship which 
did not in fact exist. Modem work has, in fact, yielded higher mean I.Q.s for delinquents 
than older studies; and there is a suggestion that in recent years the risk of delinquency has 
become more nearly the same for children of normal and those of retarded intelligence. 
No systematic studies of the intelligence of adult criminals have been carried out to the 
knowledge of the authors during the last twenty years. 

The social prognosis with regard to delinquency is affected by the emotional stability 
of thedefective. Themore stableand passive may drift into membership of gangs • and feeble- 
minded chUdren are sometimes used by parents for shoplifting and pilferin^^ Thefts in 
big stores and shops are a common offence, especially among girls, and appear to constitute 
a somewhat greater temptation for girls of dull intelligence. In the study by Cowie et al 
(1968) of a year’s intake into a girls’ classifying school a significant excess of cases of larceny 
was found among the girls of I.Q. 70-79 ; but among the girls of I.Q below 70 there were 
very few offenders and almost all tire ‘delinquency' was of a sexual nature Practice in 
the Courts suggests that offenc® are more likely in girls during the premenstruum, one of 
the many phenomena associated with the incieased state of emotional tension at that time. 

Kathaima Dalton (i960) has demonstrated veiy elegantly the association is schoolgirls of 
misbehaviour with menstruation. ° 

I, np^ve crimes, committed by unstable subnormals, are often more difficult to under- 
stand. The best Imoryn are acts 0 wilful damage such as haystack-firing and other forms 
of arson Dullards m dependent positions such as those of labourir or farm-hand, 
apparently discharge, by such acts, then resentment against workmates or employers to 

relieve the emotional tension due to their personal situation Mnrilaf; c empiojers 

4 cir. f — rA ^''-^^Wation of cattle has been 


observed, and also murder. Jaspers (1909) described dull and defe^- , T , u ri 

1 in their charge. One of them pushed an inf™ . T 

• - - ^ Jnto a deep well. She gave 


young children 

‘hom-e-sickness’ as the motive of her crime; she disliked beino- ,n • • 1 

and wanted to stay at home with her parents. strangers 

It is difficult to make an estimate of the proportion of criminals coho arc defective. 
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whatever method is employed. If the concept of mental defect is restricted to the certifiable 
defective and if the provision of institutions for disturbed defectives is adequate, the 
number of subnormals found in the prison population will be relatively small. This explains 
the result of an inquiry of Norwood East (1938) who found only 0*42 per cent, certified 
defectives among the receptions in prisons of England and Wales during ten years. 
Experienced observers (Parker Wilson, Pailthorpe, Tredgold) estimate that not less than 
10 per cent, of criminals are defective. As one would expect, the proportion is higher 
among recidivists. 

Severe Subnormality 

IMBECILITY. Although the terms ‘feeble-minded’, ‘imbecile’ and ‘idiot’ no longer have 
any legal sanction, they still have some practical usefulness. Nevertheless, the demarcation 
between imbeciles and the feeble-minded on one side and idiots on the other is far from 
sharp. In terms of I.Q. imbeciles are regarded as extending from 50 to 20, with idiots below 
that level; and in terms of social adequacy they are those who do not need to be constantly 
looked after and protected from common dangers, but who are incapable of managing their 
affairs or of being taught to do so. They are four times as numerous as idiots, and make up 
about one-fourth of the ‘mentally subnormal’. ^ 

As one would expect, low-grade mental deficient can be diagnosed more easily and 
earlier after birth than can the higher grades. This is due to the frequent combination 
of imbecility with physical abnormalities and malformations, marked squint, paralysis 
of one or several limbs, peculiar forms of face or head, and many developmental 
anomalies; delay in response to stimulation, lack in spontaneity, marked postponement 
of the usual milestones, such as sitting up, walking, speaking and cleanliness. Fretfulness and 
restlessness of the infant may presage imbecility of the excitable type. The child is unable 
to play with ordinary toys, is destructive and cannot join in the play of children of his aae 
Because of the difficulty of bringing up such a child in the family, his unresponsiveness 
in school, often even in a special class, and, on the other hand, because of the relative ease 
with which he can be trained in an institution, parents should be persuaded to place his 
education in expert hands. The imbecile should go through an institution, at least at one 
stage of his life, and should remain under the care and supervision of the authorities 
Subnormal children are found to benefit from care in small ‘family’ groups instead of larir ' 
institutions in the same way as normal children (Tizard, 19606; Tizard and Grad ^Q6l^ 

Earl (1936) has studied and given a lively description of the behaviour of imbecile children 
of school age in an institution and has emphasized the great influence of the environment 
on these children. He found that most of them were lacking in drive. They are in need of 
constant stimulation and their persistence in any task is small. Conversely a small group 
showing over-activity which could be attributed to lesions in the basal ganglia, are handi- 
capped by their restlessness and distractibility. To direct this over-activity into useful 
channels is a special educational task. 

A second feature is the imbecile’s emotional infantility. He craves for caresses and 
protection like an infant. Judicious petting is the most potent stimulus to success in a task 
or to improvement in behaviour. ‘Emotional expression is uninhibited, laughter and tears 
are quickly roused and as quickly banished; pleasure is expressed by movements involving 
the whole musculature — the hands are rubbed together, the head rotates, while the whole 
body squirms m an ecstasy of joy’. ‘In play, boys of 10-15 capable under instruction of 
quite complicated games, will revert in their free play to the aimless psychomotor activity, 
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the rapid changes of objective, of a child of two’. Earl points to the need for a simplified 
environment for these children. Different results in different institutions depend on the 
skill of the training staff. He also finds a lack of team spirit among defectives and inability 
to co-operate in play groups. ‘The imbecile is not antagonistic towards his fellow children ; 
he does not shun their company, but he does not want their comradeship. He is indifferent 
rather than seclusive.’ Mood-swings may, however, occur without any external cause, as 
many low-grade defectives suffer from epileptic fits and epileptic equivalents. Tredgold 
estimates that 42 per cent, of imbeciles are epileptic, a figure which he himself considers 
as probably too high because it refers to institutionalized patients only and includes cases 
with rare fits or small series of fits at an early age. 

Status epilepticus or an accident in an epileptic seizure is a frequent cause of death in 
imbecility. Even if there is no known pathology, the expectation of life is less than average; 
and imbeciles and idiots are supposed to have a reduced resistance against infection and 
other disease. 

Adult imbeciles with their lack of inhibition and their suggestibility are sometimes 
misused for aiminal purposes by others, who may induce them to steal or to receive stolen 
goods, to start fires or to commit brutalities and other acts of revenge. If the imbecile acts 
alone, the offence is often carried out without prevision, and in such a simple manner that 
he rarely escapes detection. Sexual exposure and attacks on small children or elderly 
women are, apart from stealing and vagrancy, the most frequent offences of defectives of 
this grade. 

The training and education of the severely subnormal as well as the feeble-minded have 
received a good deal of attention in recent years. It seems dear that the extent to which 
knowledge and skill can be imparted, even in the severely handicapped, has been under- 
estimated until recent years. Gunzberg (19580) has discussed the education of children who 
are not admitted to school. Training, he considers, should aim at making a severely handi- 
capped child more readily acceptable to the family and at reducing tensions and anxieties 
within it. He must be trained to dress, keep himself clean and to feed himself acceptably. 
A careful investigation will reveal where the emphasis should be laid in training in each 
child. Attention should be mainly devoted to enabling the child to move more freely in 
his limited environment and to cultivating those abilities which will prove useful later, 
such as signing his name, recognizing printed words such as street names, bus destinations! 
common warning signs and the recognition and handling of coins. 

In 1929 the Wood Committee’s report pointed out that ‘if we were to place greater 
emphasis upon activities of the mental defective that can be directed into useful channels, 
we should need to concern ourselves less about their care and supervision and control’. 
However, occupational and recreational therapy, which was the main formal activity 
provided for the mentally handicapped in institutions in the past, did little to promote the 
socialization that is so readily fostered by the ability to work. The custodial outlook failed 
to provide adequate incentives or to foster work habits and has thus been responsible for 
deterioration of the capacity for social adjustment in the more severely mentally handicapped. 

IDIOCY. The practical distinction of idiots from imbeciles by the inability of the former to 
guard themselves against common physical dangers has little scientific significance Idiots 
represent the lowest grade of mental deficiency, and there is no clear dividing line between 
them and the severer cases of imbecility. Their I.Q. is estimated to be below 20 but in 
many instances the usual tests of intelligence are not applicable. ’ 
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About 5 per cent, of the total number of defectives belong to this category. Incidence is 
greatest in childhood and decreases with age owing to the high mortality rate. E. O. Lewis 
found 0-4 male and 0-29 female idiots per 1,000 of population of each sex. 

Theoretically there should be a small number of defectives of the lowest grade in whom 
the intellectual deficiency is the only variant. They do not seem to survive if they exist at all. 
The lower on the scale the patient is placed mentally, the greater is the extent to which 
anatomical and physiological abnormalities are found combined with the defect. The majority 
are stunted in growth, deformed and misshapen in the form of their head, the proportions 
of head or limbs to trunk. Congenital aplasia of certain parts of the central nervous system 
are found resulting in severe neurological symptoms, such as hemiplegia or diplegia. In 
addition, there are frequently central lesions usually attributed to early trauma or infections 
such as porencephaly, or to microg>Tia, hemiatrophy, etc. Many idiots are bed-ridden all 
their lives, or cannot walk and only sit on a chair. Their movements are poorly co-ordinated, 
and a choreiform or athetotic hyperkinesis or tremor may be the only motor performance 
of which they are capable. 

Some cannot feed themselves and those who do are so voracious that they are in con- 
stant danger of choking. Others, like small children, put everything they can get hold of 
into their mouth and swallow it, earth, grass, stones, leather or pieces of cloth and other 
material tom from their clothes or bedding. Other features which are reminiscent of 
infancy arc persistent rhythmic movements such as rocking the trunk or shaking the head. 
They may chew their fingers, or indulge in repetitive cries or other noises, or have out- 
bursts like temper-tantrums. Incontinence and playing wth urine and faeces are frequent. 
Most idiots are speechless, a few learn to articulate monosyllables like pa, ma; most utter- 
ances are purely emotional expressions comparable to the cries of animals. By grunting and 
yelling they can express their primitive feelings and wants. 

One of the most striking symptoms of low-grade defectives and idiots is the blunting 
and perversion of sense perception. Without anatomical lesions of the peripheral sense organs 
they may be impervious to optic, acoustic, tactile or olfactory sensations. They may not 
distinguish between different tastes, and eat and drink eve^hing. At the same time^ they 
have a morbid craving for strong sensations, especially pain; they pull out their hair hit 
and wound themselves incessantly with apparent delight so that they have to be restrained 

Although some idiots can be taught regular habits and cleanliness, most of them need 
constant care and supervision such as can only be provided in an institution. There is very 
little they can learn and it is hardly possible to direct the movements of the hyperkinetic 
into useful channels. Few families will take the responsibility of keeping them at home- 
and when that has been done, restless idiots have sometimes been treated in the most 
inhuman fashion. 

Fifty-six per cent, of idiots suffer from epileptic fits (Tredgold), and many die in status 
epilepticus. When they become ill or suffer an injury, their uncooperative behaviour makes 
medical or surgical treatment very difficult. 

Special Forms of Mental Deficiency 

The specific syndromes which are liable to be accompanied by mental deficiency, mild 
or severe, may be classified in the following tabulation: 

I. Chromosomal Abnormalities; 

(a) of the autosomes, 

(b) of the sex chromosomes. 
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2. Genic Abnormalities: 

(a) due to dominant genes, 

(b) due to recessive genes. 

3. Environmentally Determined Abnormalities. 

It is not possible within the scope of a single chapter to gi\'e a comprehensive account 
of the man}' individual syndromes which fall into this classification. Instead of attempting 
this we shall discuss single examples of these groups of disorders, choosing those which 
are of most importance or interest. 


AUTOSOMAL CHROMOSOMAL ABNORMAL ITIE S 
/i MbWOLiSM.' J\Ib¥gb]isnnrByTTrAlieTmhm the clinical syndromes associated with 

^■"mentir'subnormality, and has been reported as occurring in nearly all ethnic groups. 
According to Penrose (1949&) about one in every 700 births is of a mongol. The figure 
estimated by Carter and McCarthy (1951) for the incidence of mongolism in live births is 


somewhat higher at one in 666; and a further correction, making allowance for cases 
escaping diagnosis in the neonatal period, has been suggested by Zappella and Cowie 


(1962), bringing the figure to one in 557 live births. 

The incidence of mongols among the inmates of mental defici ency institutions has been 
estimated ‘at~abouf3'percent. ; but as 25 per cent, die between birth and the age of five, the 
number of mongol¥born seems difficult to gauge. Of those who survive to the age iS-i9> 


they were found to account for just under one-tliird of all severe subnormality in the surv^ey 
of the ‘Wessex’ region, a mixed urban and rural area (Kushlick, 1965). Mongolism is, 
unlike subcultural mental defect, equally frequent among the rich and the poor. There is 
no difference in sex incidence. 


The importance of heredity in mongolism was long suspected from the evidence of 
tivins. In all reported monotygotic pairs, both members of the pair were mongols ; in nearly 
all di2}'gotic pairs, one of them only. Furthermore, it was noticed that there is a small but 
significant excess of mongols among the sibs of mongols, vith an incidence of about one 
in 100 births. Mongols are not infertile md, of the children reported in the literature as 
born to mothers who were themselves mongols, about half M'ere mongols and half were 
normal. There was, however, one very striking phenomenon associated with mongolism, 
which was thought to provide an argument against genetical theories of causation, i.e. the 
late me an m aternal age of 37 years. After the mother has reached^^ age 0X30, th e l ik elihoo d 
of mongoLbirth is multi plied s ome ty;enty or thirty tirn^, to reach its yieak bety'een the 
i^tern aLages_oL45_and.49. As Penrose has shown (1934), other corrdated findings 7 such 
as high paternal age and a late position in the birth order, probably do not have any direct 
influence of their own. Even today the explanation of this phenomenon remains speculative. 

For many years a conflict raged as to whether en'v'ironmental or genetical factors were 
of the greater significance in the aetiolog}’’ of mongolism; and until quite recently there 
was a predomin ance^i^BiniQi}Jn_fa vour of environmenta ltynj^^tinnjTTIj^j^Al^^lty^fliWT^e 
maternaLage-cffect .an(i,-the-yiew_that_the, condition was broug ht about by'^ defects due to 
ageing in the repro duc tiv e syst em of the mother. Mechanical faults, such as insufficiency of 
endometriumTor implahtation'of the o\-um, were cited as likely causes. 

Rapid advances in cj'tological techniques in recent years have, however, thrown 
entirely new light on genetical causation, following rapidly on the discoverv that man has 
46 chromosomes and not, as vas long thoughtqS. A smalLextra,chromosomeAYasdiscQYer.cd 
i n tissue cultures from the connective Jissue_Q,Lthree .patientsjwitMrnqngolismJiyyL^eunc, 




1. Down's Syndrome 47, XY,G+ (five instead 2. 47,XY'i' (tht .v. o T chromosomes are marked by 
of four chromosomes in group G marked arrows), 

by arrows). 
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3. Klinefelter syndrome, 47, XXY (the two 
X chromosomes cannot be identified with- 
out radioactive labelling techniques). 


4. Turner s syndrome. 45,X (the single X chromo- 
somes cannot be identified without radioactive 
labelling techniques). 


PLATE XVII 

Karyotypes of four subjects with chromosomal abnormalities. 

{Photographs kiiully supplied hy Dr Jacob Kahu and Mr Nigel Dcrnlev) 
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Gmuet and Turpin (1959): and similar observations were made by other workers (Jacobs 

r— 4 -A \ c:-— .'a.!--- t r . t> 1 S 


to the presence o? this small extra chromosome. Tn the remainin g to per cent, o f cases the 
chromosome n umber is norma h but there is still an e xcess of genetical materia l, since the 
greater'p3IT'of^e~Htra"^Hromosome is fused on to another chromosome/ producing an 
abnormally large chromosome, hyjhe process of transl ocatio n. Translocated chromosomes 
may be transmitted through families for several generations without the emergence of a 
mongol child. Carriers of these abnormal chromosomes are apparently phenotypically 
normal, but their diploid number is 45 so that they are ‘balanced’ in respect of the quantity 
of chtorruxtiathey are carrying. This would be an obvious source of multiple appearances of 
mongolism in one sibship; but in fact the translocation mechanism is by no means always 
seen in families with two or more fairly closely related mongols. It seems reasonable to 
suppose that there ate other less obvious genetical mechanisms, possibly acting at genic 
level, which may play a part in the familial occurrence of mongolism. 

Although the great cytogenetical discoveries of recent years have demonstrated the 
causa! relationship between mongolism and triplication or its equivalent of one of the small 
acrocentric chromosomes, the origin of this chromosomal anomalv on the nn*. ..-4 


UK. \tcw mat lUongoJism is a form 0/ pituitary hypo-function 

starting in foetal life, and related to the endocrine balance of the mother in pregnancy, mav 
have a place for consideration in reviewing these problems. Benda’s hvnoth^fe 


The signs of mongolism are all present from birth and do not become more marked as 
the child develops ; on the contrary grown-up mongols may show less pronounced features 
Penrose (following an idea of Anton who spoke of ‘slack-baked’ children) suggested the 
name ‘foetalism’ because many of the signs can be regarded as remnants of foetal existence 
and the whole picture as one of development retarded mentally and physically. Benda 
speaks of the mongol as an hll-finished child’. 

The ensemble of physical signs is very characteristic and the remarkable resemblance 
of mongols to one another has been pointed out by many workers; each single character 
however, may be absent in one or another case. ’ 

The skull is small, rounded and brachycephalic with flattened face and occiput. The 
face is moon-shaped without the prominent cheek bones of the Mongol race. The palpebral 
fissures of the eyes are narrow and have a downward and inn-ard slope. An epicanthic fold 
:s frequent, especially in infants, and so is convergent squint. The conjunctivae are often 
mnamed and there is a tendency to chronic nasal catarrh. There a**#* , • 

malities of ^ . ... 

and oral ca . ' ‘ , 

thi rd year c •• ' 
coarse, wir- ' • , ; 

thumb and little finger are too^ 


— *^*^pt>y,_tflg_t^eTS easily hypere,xtended 

small and the iwta crease^e aBnonnalrThTfeeruW 
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show a cleft between the first and second toes. Delayed dentition and ossification of the 
epiphyses, umbilical hernia, "laxity of ligaments and under-developed genital organs in the 
male are other characteristics. Epileptic fits and other symptoms of epilepsy are not ob- 
served in mongols. 

Inielle ciiially most mongols are i mbeciles or idiots , the majority belonging to the former. 
Only a few are feeble-minded. While often placid and inert in infancy, they later develop a 
peculiar distractibility and curiosity. All the usual milestones, sitting, walking and talking 
are delayed. They are lively, observant, like to mimic and imitate, and look bright and 
cheerful. They have a striking interest in music and a sense of rhythm, and love dancing 
and clowning. They remain good-tempered, affectionate and sociable and are, therefore, 
frequently kept in the family where they are well liked, spoiled and petted by all who have 
to deal with them. This is one of the causes of difficulty in ascertaining the incidence. The 
same mental characteristics are found in institutionalized mongols. Those with less intel- 
lectual defect can be employed in very simple routine duties, but are rarely of much use in 
manual work because they lack dexterity and have little physical strengtlx. 

Few mongols survive the age of fifteen; the majorit y succ umb to tuberculosis and oth er 
infections^pf the.respiratory„system, and others die from congenital heart lesions which are 
a’frequent complication of mongolism, or of duodenal atresia (Bodian et ah, 1952). 

Other autosomal chromosomal anomalies, all of them associated with severe mental 
deficiency, have been discovered. Trisomy among the chromosomes of the 13-15 group 
was first described by Patau et ah (i960). The abnormalities are very diverse including 
cleft palate, heart and eye defects. Trisomy 17-18 was described by Edwards et ah (i960) 
associated with cranial dysmorphia and a heart defect, as well as brain abnormalities includ- 
ing a defective falx. The latest and the most romantically named of these syndromes has 
again been described by Lejeune and his colleagues (1964) under the name of ;crijdjLL-chat’ 
syndrome, because of the mewing cry of these infants. Mentally there is severe defect, 
physically a craniofacial dysmorphia. The chromosomal basis is a deletion of half of the 
short arms of chromosome 5. 

SEX CHROMOSOMAL A BNORMALTTTF.R 

KLINEFELTER’S s vTjDBOAiE. A syndrome was described by Klinefelter et ah (1942) ivhich, 
when adequate cytological investigation became possible, was found in about half the 
cases to be associated with duplication, on ce_or_even_inorg^tim es, of the X -chrnmosome in 
Thesenule^ams^ and the principal physicaf anomaly is an atrophics^e 
of the tes^ accomp anied^_^ynaeconiastia._and other indications of feminization. The 
condition is relatively common. According to Penrose (1963) the pooled resuTts'^cd a number 
of sex chromatin examinations of the buccal mucosa of newly-born infants indicate a 
frequency of one in 400, i8 out of 6,801 males showing female sex chromatin. Among 
male ment aJLdefectiyesfiie /rnguAncyof the.XXY sex chromosome constitution is estunS' 
aTbemg about gnejnjoq„so that the extra X-chromosome probably does interfere to some 
extent with n onTiaLmeptal,.dgye.lppment. The same is thought to apply to XXX females. 
Plowever, the level of intelligence is subject to variation and cases with average or superior 
intelligence are on record. A number of reports have appeared recently of a schizophrenia- 
like syndrome occurring in patients with Klinefelter’s disease (Biesele et ah, 1962). 

turner’s syndro me. Turner’s syndrome, brought about bj^deletion of the Y-chromosomc 
leaving only a single X-chromosome, i-e.XO c hromosoma l con^iHmoh^,Tslissodat^ with 
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f emale bodily 5ex._ %\'hh inadequate genital development and sterilit y, h.ntJipLUSuaHyjyvith 
mental reta rdati on. Despite the dwarfism and other deformities, psychological abnortnali- 
ties appear more uncommon than in the Klinefelter syndrome. 


ABNORMALITIES DDE TO DOMINAKT GENK S 

EPiLoiA. Dominant genes which produce severe abnormality early in life are extinguished 
by selective processes before they can be transmitted to the next generation. In such cases 
they will only be seen when first produced by mutation; and it may be extremely difficult to 
establish that such a condition is based on a genic abnormality. However, in the course of 
countless generations, a genetic stock adjusts itself to the occurrence of disadvantageous 
mutations by the accumulation of genes of minor effect which mitigate the severity of the 
effects produced by dominant mutations. The modifications which take place in the 
course of evolution may take a number of different lines. The degree of dominance of the 
mutant gene may be reduced so that it is shifted towards recessivity over an intermediate 
stage of reduced penetrance; its time of manifestation may be shifted towards later ages 
of life; or its effects may become milder. So it is that the effects produced by pathogenic 
dominant genes tend to be milder and more variable, and often later in onset, than those of 
recessive genes. 

Among the conditions caused by dominant genes are a number of skeletal conditions 
such as hypert elorism and ^roc^jialy; only a proportion of these patients are menwHy 
defective, and the degree of defect is variable. The same applies to the commoner condition 
of epihia (tuberose sclerosis). Relatives of hospital patients suffering from this condition 
areoffen found to be showing part only of the syndrome, e.g. the skin condition of adenoma 
sebaceum, or an epilepsy of occult origin. Nevertheless, the gene so frequently causes a 
severe degree of mental deficiency, with consequent infertility, that direct inheritance from 
parent to child is exceptional. Gunther and Penrose (1935) estimate that a quarter to a half 
of all cases arc due to fresh mutation. 

Among defectives not more than about 0-5 per cent, suffer from epiloia. The main 
symptoms are mental deficiency from birth, epilepsy and adenoma sebaceum of the face 
formingthe typical ‘butterfly rash’over nose, cheeks, chin and forehead. The most irrinnrt.«"t 


aiimnaiies ot the skin, hbromata c tu.uvui!. lu iviuney, heart, retina and other 

organs. The degree of mental defect is usually fairly severe; and progressive deterioration 
may occur. Psychoses with catatonic symptoms have been described, 

Huntington's chorea may occur in childhood, and Jervis (1963) has described four 
cases \rith onset at 3, 5, 6 and 9 years. A review of the literature covering 2,394 cases revealed 
7 with onset before the age of five, and 13 1.-... 

early,ihiL.Qoadhion leads to an. intellectual c 

and it may be that a number of cases in h ^ „een missed on this 

account. Jervis draws attention to the .absence of choreic movements and the occurrence 
of epilepsy in childhood cases 


ABNiORMALITIR.S nTTK TO RECESSIVE G ENRS 

' Unhke dominant genes, recessive genes are priSted from weeding out bv n.tnrvi 
selection to a degree proportional with the rarity of the gene ; for if the gene freauenev is a 
then the propottton of all genes m circulation, which ate being carried by homozygotes 
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and so exposed to selection, is while the proportion which are being carried by the 
heterozygotes, who do not show the abnormality and so have normal chances of survival 
and procreation, is "zp. A rare condition with an incidence of i in 40,000 would be associated 
with a gene frequenc5'’_^ of i in 200 and a heterozygote frequency of i in 100 which would 
mean that little more than i in every 200 mutant genes would be extinguished between one 
generation and the next. Malignant recessive conditions are rare ; but once they have attained 
a certain degree of rarity there is no strong natural tendency for them to become rarer still. 
So it is found that the eifects of recessive genes are often early in onset, severe in degree, and 
clearly defined in clinical manifestation with little variation. Clearly marked syndromes are 
the rule, very much more than in dominant conditions. To this class of anomaly belong 
the major part of the laio\vn inborn errors of metabolism, each with its specific enzyme 
deficiency. It has been estimated by Paine (i960) that approximately 5 per cent, of all 
patients in institutions suffer from a metabolic abnormality of this nature. Moncrieff (i960) 
has reviewed the field and attempted a classification grouping the conditions broadly under 
four headings — ^the cerebral lipidoses, the amino-acid anomalies, the carbohydrate anomalies 
and the disturbances of water and electrolyte metabolism. Although they are genetically 
determined, the resulting enzyme defects leading to an accumulation of substances toxic 
to the developing brain, MoncrielT pointed out that acquired toxic conditions such as lead 
poisoning can give rise to similar results. He also stressed the importance of detecting 
these conditions since early treatment may prevent the development of subnormality. A 
number of syndromes has been defined in this group but the commonest and best studied 
so far is phenylketonuria. 


PHENYLKETONURIA. Phenylketonuria is typical of the inborn errors of metabol ism, and both 
the genetics and the biochemical basis have been worked out in some detail. The subjects 
are defectives of usually imbecile level (a few have been described falling wthin the normal 
range of intelligence), with no very distinctive clinical picture. The condition was, in fact, 
discovered by Folhng (1934) by means of the test for phenylpyruvic acid in the urine. The 
principal features are the blond, 01 inadeqtiately pigmented, appearance; and, not infrequently, 
the presence of extrapyramidal signs such as hyperkinesias, nnisailar hypertonus and 
chorea-athetotic movements. 

The genetical basis was completely worked out in a classic paper by Jervis (1939). 
Estimates of the frequency of the condition are subject to wide margins of error but in tire 
United Kmgdom and m the U.S.A. it is likely to be in the neighbourhood of i in 25,000. 
Phenylketonuncs constitute only about one per cent, of institutionalized defectives. The 
gene r^^blus-^essive, and the parents of phenylketonuries are of normal intelligence; 
tliere is a high mcidence of cousm marriage, about 10 per cent., amonv them. 

The enzymic deficiency is an incapacity to hvdroxvlate nhpnvlalanine 

C,H CHa.CHNH,COOH ^o_^sin,n HO.CeH;'CHNH^^ 

metabolm pathway is blocked a slow and mIatkehauefficient.altematLve is made use of 
by which the atm* is on the side-cham mstead of the benzene ringnucleus, and phenylala- 

principally jheidEjwfc^d 

CsH5.CHe.CO.COOH. Thisl^elimmaedmt he urine and gives 

With ferric chIor Kl&^ 

The disastrous effects of fliis in^pacity on the developing organism arc not felt while 
the metabolic activibes of the mother can accommodate those of the foetus The first 
appearance of phenylpyruvic acid m the urine does not occur until some three weeks after 
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birth. This has given rise to the hope that nonnal development can be ensured by putting 
the infant, once his condition has been recognized, on a diet with barely minimal amounts 
of phenylalanine (Medical Research Council, 1963). This amino-acid cannot be eliminated 
altogether without killing the child, but the amount taken can be safely made very small. 
Early results indicate that, by this treatment, development can in fact be made nearly 
normal. It is thought that none of the side-products of the metabolism of phenylalanine 
along the subsidiary pathway are of themselves toxic, but only the excessive accumulation 

of t , 

stration (Hsia et ah, J956) that the heterozygous carrier of the gene, such as the parent 
of a phenylketonuric, can be distinguished from both the normal and the abnormal homozy- 
gotes. The relationship between one gene and one enzyme can be quantified into one gene 
one dose of enzyme. The heterozygous individual is, in fact, able to hydroxylate phenylala- 
nine, but only about half as well as the normal individual, a relative incapacity which can be 
established by a loading test. After the administration of a dose of phenylalanine, the con- 
centration in the plasma rises to about twice the normal value and is so maintained for some 
hours. The finding is of theoretical interest in showing the nature of gene-enzyme relation- 
ships, and in providing research possibilities; and also of practical value as providing the 
basis for genetical advice to close relatives of phenylketonurics. 

OTHER AMINO ACIDU RIAS. The conditions associated with amino aciduria have been reviewed 
' by Woolf (1961). Many but not all of these arc associated with mental subnormality. 

Maple syrup disease. In this condition, first described by Menkes, Hurstand Craig(r954), 
there is a high lev el of leucine, isoleucine and valine in the blood and urig e. The condition 
appears to be d«ermined by an autosomal recessive gene (Lane, 1961). It has been sug- 
gested (Mackenzie and Woolf, 1959; Menkes, 1959) *^** *’• — • • 

decarboxylatio n of the branched chain L-keto acids 

accumu late in the bjoo_d and ar e ex creted in the ur ine » i%.u un, L^uivaicnl j_.-uyaraxy acids. 
There is severe subnormality with c ereb r al degenera tion and many affected irifants faiTto 
live more than a few months. However, early admi nistration of a di et low in the threp 
r elevant amino . a cids has bee n s hown by Holt and colleagues (i960) to prevent cerebTal 
degeneratio n. 

Hartnup syndro me. The main features of this condition, described by Baron etal. (1956), 
are a pellagra-l ike syndro me with subnormality and an episodic cerebellar atnx in , Jj jg 
inherited as an autosomal recessive and shows a tendency to improve with increasing age. 
Patients without mental subnormality have been described by Hersov and Rodnight (i960). 
The amino aciduria is comp lex, the roost prominent abnormal constituents of the urine 
bein g tryptopha n and other indole derivatives. Milne et al. (i960) have shown that the 
basic defects lie in the absorption of the amino acids both from the bowel and from the 
renal tubules. As the amino acids arc retained longer than usual in the gut, they are more 
than usually subject to bacterial action. Tryptophan is particularly subject to brealcdown 
in this way so that excess quantities of indole and indolylacetic acid are formed and excreted 
in the urine . The pellagra -li ke st.at e results from nicotin ic_acid-defici encv secondary m loss of 
tryptophan. In treatment it has been suggested that nicotinamide is helpful (Woolf, lofiTT 
andfhai alkalinization of the urine is also of value as it encourages excretion of indolylacetic 
acid (Milne et ah, i960). 
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GALACTOSAEMI A. In this condition, which is inherited as a Mendelian recessive, there is a 
metabolic inability for conversion of galactose to glucose owing to absence of the enzyme 
T-galactose-uridyl-transferase. The infants appear normal at birth but within a few days 
vomiting begins and thereafter failure to thrive, hepatomegaly, ascit^and oedema make 
their aj)p_eai;ance.^Death results from wasting and malnutrition, wHTle survivors are stunted 
in stature and mental retardation and cataracts are common. Diagnosis is readily made by 
the demonstration of galactose in the urine and high blood levels of galactose. Elimination 
of milk and all products liable to contain galactose from the diet may enable the child to 
develop normally. 

lTurence-moon-biedl syndrome. This condition can be attributed to a recessive gene, 
and its results are very constant. It produces backwardness from infancy, usually of the 
less severe type, retinitis pigmento sa leading to defective vision, and polydactyly of upper 
and lower extremities. In addition obesity and hypogenitalism are often present. Incomplete 
forms, with extra digits or toes or with obesity and hypogenitalism have been found among 
the relatives. 

Because of the similarity with dystrophia adiposo-genitalis (Frohlich’s syndrome) 
which sometimes also is associated with mental deficiency, dystrophy of the pituitary has 
been suspected as the immediate cause; but no certainty exists about this. 

miiLiAL AMA IIRQJ.IC_IPI0_CY (tay-sachs’s DISEASE). This is a degenerative disease of the 
central nervous system due to a recessive gene. The disease may start in the first few 
months after birth. These were the cases first observed in children of Jewish parents by 
Tay (1881) and Sachs (1887). Similar pictures with an identical pathology have since be- 
come known starting in late infancy, adolescence and later, and occur in Gentiles. Juvenile 
amaurotic idiocy is genetically distinct from the infantile form, but also due to a recessive 
gene. The child is normal at birth and develops perfectly until the onset of the disease. 
The main symptoms, arrest of mental development, muscular weakness and amaurosis 
appear together. There is a characteristic ophthalmoscopic finding in the macula lutea, a 
whitish oval patch with a central dark red spot formed by the fovea centralis. Mental en- 
feeblement and apathy together with the bodily symptoms progress rapidly in the typical 
case and the child dies within two years. 

In later forms, the ophthalmological picture varies, but the cardinal signs are the same, 
though the disease sometimes takes a more protracted course. 

Besides the genetics,^ the histopathology of Tay-Sachs’s disease has attracted much 
attention. The accumulation of lipoid substance in the cells of the cortex and other centres 
has been explained as due to a congenital enzjraatic abnormality similar to that in phenyl- 
ketonuria. 

Other conditions associated with mental deficiency, which in individual pedigrees have, 
been found to be dependent on recessive genes, include microcephaly, cerebral diplegia, 
and deaf-mutism and cretinism, but in all these syndromes non-genetical cases probablv 
predominate. 

CRETINISM, . While endocrine aetiology can be suspected in mongolism, the relation 
between the thyroid and cretinism has been Imoum for over seventy-five years. Cretinism 
is now an extremely rare condition in Great Britain; and many experienced observers have 
stated that the number of cretins has decreased everywhere during the last few decades. 
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The incidence appears higher in regions of the -world where endemic goitre exists. In this 
tj’pe the goitrous thyroid does not function; in other sporadic cases the thyroid gland is 
absent. 

The cretin appears a normal child at birth , in contrast to the mongol, and the first signs 
of abnormality appear at about the sixth month of life. T he child does not grow , has a 
yellowish-grey colour and seems slow in his reactions and a pathe tic. He may not even suck, 
'does not smile, his respiration is snoring and his cry peculiar. The skin of the face is loose 
and wrinki**'^ A 

the neck. ’ ■ . ■ . , . ' , 

acquired niyxoedema 7 %vhose hair is thin and sparse (Benda). 

It is imporiant to recognize these signs, especially the puffy shin and the lethargy, 

for diagnostic reasons, because replacement therapy with thyroid, which is so often success- 
ful, cannot be started too early. The differentiation from mongolism is sometimes 
difficult — mixed cases have been described — especially in the infant, but it is relatively 
easy when the symptoms of cretinism are fully developed. 

Mentally the cretin is quiet, harmless and passive; he smiles ‘with a childlike benignity 
which spreads after a latent period very slowly overhis countenance’ (Means, 1937) \ shows 
nothing of the liveliness, responsiveness and curiosity of the mongol, but is in the majority 
of cases intellectually better equipped. 

ENVIRONMENTALLY DETERMINED ABNORMALITIES 
HYDROCEPHALY. Environmental causes of mental deficiency were discussed on p. 701. 
Hydrocephaly is one of the commoner syndromes which may result from such causes 
particularly intracranial infections. It may be caused by blocking of the outlets for the 
cerebrospinal fluid from the ventricles or by the failure of absorption. It frequently leads 
to mental deficiency, especially if it occurs at an early age. It may be due to congenital 
syphilis or other forms of meningitis; but many workers believe that it may be caused 
by developmental abnormalities. In the growing child the head gradually enlarges while 
the hemispheres are stretched, flattened and undergo atrophy. 

Paralysis of the limbs, deafness and blindness are frequent complications and so is 
epilepsy. Hydrocephalic defectives in whom the process has come to a standstill are often 
only feeble-minded, and easily trained for simple work. Internal hydrocephaly may be 
also present in microcephalies. Moderate degrees of hydrocephaly are compatible with 
normal intelligence. 

Other deformities of the skull are sometimes seen in defectives, but their relation to the 
mental state is doubtful. This is especially true of oxycephaly (‘steeple-head’, ‘tower skull’I 
W'hich may lead to blindness and is sometimes combined with synostosis of fingers and 
toes. In some families oxycephaly follows a simple dominant inheritance. 

RHESUS INCOMPATIBILITY. This may be ranked among environmentally determined defi- 
ciencies, as there is no genetical abnormality in either mother or child, but merely an 
antigenic incompatibility between them. The genetical basis was discussed on p. 708 
In the individual case, in which it is shown that the blood-groups of mother and childcare 
incompatible, a probability arises that mental deficiency in the child has arisen from this 
cause, but a good deal more evidence would be required for convincing proof. Perhaps it 
is because of the occurrence of cases in w'hich the association is purely coincidental that the 
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clinical picture associated with rhesus incompatibility is rather unclear. According to 
Crome, Kirman and Marrs (1955) the typical picture is a combination of bilateral athetosis 
and deafness with mental retardation, but there is much variation. Even the triad described, 
as well as atypical varieties with ataxia and hemiplegia, may also be caused by other agencies. 
Apart from the bodily handicaps, the degree of mental impairment varies from idiocy to 
normal intelligence; and it may be that mental deficiency without neurological signs can 
be produced. The pathological findings include widespread loss of nerve cells in the 
cerebral cortex and degenerative changes in the globus pallidus. 

All the nine children studied by Crome and his co-workers had been formerly classed 
as ineducable, although in three of the cases they concluded that this judgement had been 
erroneous. They point out that the education of these patients demands painstaking indivi- 
dual attention, both to the deafness and the motor handicap. 

DIAGNOSIS AND DIFFERENTIAL DIAGNOSIS 

Psychiatrists often fail to diagnose mental deficiency in those high-grade defectives 
who show symptoms of a neurotic or psychopathic reaction. The combination, even if it 
be assumed to occur only by chance, is naturally not infrequent. Suspicion may be aroused 
by atjqjical features; and these, though previously inexplicable, at once fall into line when 
the role of intellectual endovanent is remembered and the patient is asked to do a sys- 
tematic test. 

The diagnosis of mental deficiency in infants and children up to the age of three has 
been described in another section (Clinical Features, p. 708). After the age of three, menial 
testvig is possible with standardized tests. The significance of the test results is not entirely 
unequivocal, except in the lowest grades of deficiency, which are in any case easy to 
recognize clinically , and the physician should always take into account all other data, 
especially the history of the patient. The psychiatrist should be familiar with the methods 
of testing intelligence, and be able to evaluate their results critically. For the tests themselves, 
the reader may be referred to special manuals, such as those of Terman and Merrill (1937) 
or Cattell (1948). Tredgold in his text-book gives E. O. LeMs’s Serial Tests, i.e. a version 
of the ‘Standard Revision’ of Bmet and Simon’s scale, modified for English children. 
Griffiths (1954) devised a series of tests based on the obser\’’ation of behaviour of young 
children, which as well as being used as a measure of the abilities of normal children under 
the age of t^vo years can also be applied to the assessment of mental defectives. 

In all doubtful cases, and particularly where the results are being affected by some 
form of emotional disturbance, the psychiatrist should test the patient himself The observa- 
tion of the subject during his performance often prowdes valuable information Not only 
his failures and successes, but also the way by which he has reached tliem his reaction 
to each problem and to Jus own solution, can throw light on the prognosis and the possi- 
bilities of trammg. Intellectual abilities and deficiencies cannot be considered as if they 
were locked up in a water-tight compartment. For practical purposes the interplay oj 
emotional and conative factors nath what remains of intellectual endowment is much more 
important than the bare result of the test. 

If the test is to give a picture of tlie real capabilities of the subject, he must co-operate 
willingly and fully. rVeurohc rfnWren Me often anxious, and do not do their best, in a situ- 
ation which renunds them of school. Other children, too, may easily become fatigued, and 
give random answers, let others are so eager to oblige and to answer quickly, that their 
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results are worse than they would have been if sufficient time had been taken. Results may 
be interfered with by defects of vision or hearing, or, when given in written form, by special 
disabilities in reading and spelling. Linguistic gifts and disabilities may distort the results 
of a test which is intended to measure general intelligence’, but, on the other hand, tests 
designed for the purpose are of great value in diagnosing a special defect of reading ability, 
and other such disparities. Any mild infection, or the asthenia or depression which follows 
an infective illness, impairs results. In the adolescent or adult there are many psychotic 
conditions, such as depressive, manic or schizophrenic states, or a slight and scarcely recog- 
nizable clouding of consciousness, which may make the patient appear much duller than he 
usually is; the diagnosis of mental enfceblement should never be based on a test given to 
an acutely psychotic patient. Test results can be very deceptive if uncritically used on per- 
sons awaiting trial for a delinquency, as a hysterical pseudodementia often enters the pic- 
ture. 

With the most commonly used methods of testing, mental deficiency may he missed in 
persons whose verbal abilities cover, in the test situation, the capacity for error which in 
day-to-day life is caused by their lack of judgement and adaptability. As most of the usual 
tests are verbal ones, borderline defectives who have had a good deal of individual attention 
and education attain scores which do not correspond with their general efficiency. With 
them, non-verbal tests, such as Penrose and Raven’s Progressive Matrices, Kohs Blocks, or 
the Porteous Maze Test, are helpful. 

A similar problem of diagnosis is presented by the over-educated dullard whose other 
advantages have brought him into a position which his natural abilities are not sufficient to 
enable him to maintain. The disability has been called by Bleuler 'proportional defect' 
i^Verhaltnisblodsinn'), because of the disproportion between the task and the ability to 
carry it out. In its widest application, the concept can be associated with phenomena of 
great social importance ; in every walk of life we find positions which demand high talents 
and which are held by people of mediocre and insufficient ability. From the psychiatric 
point of view, however, it is ^veII to confine the concept to persons of less than average 
intelligence who have been tried too high, and whose limited attainments are out of propor- 
tion to what they expect of themselves and is expected of them by others. They fail and 
break do\Mi in their occupations, in their marriages, and in their conduct of social relations, 
and they may be e.xploited and ruined by the shrew'd and unscrupulous with whom they 
come in contact. Their recognition is not difficult if a reliable history and school record are 
available and an intelligence test is given. Tliey are rarely mentally defective in the legal 
sense; and when their ambitions can be rectified and they can be placed in an occupation 
commensurate with their powers, they may become contented and reliable members of the 
community without the need for special care. Difficulties, however, often arise through the 
lack of insight or of co-operation of the relatives. 

Memory, in both its aspects of retention and recall, is not necessarily impaired in mental 
defectives. As a rule, if the patient forgets past events, or allovkS an immediate task to slip 
from his mind, it is probably because he did not understand what it was he had to do, or 
took no interest, or was unable to apply himself to the effort of recollection. 

In some cases, however, an extraordinary mnesic ability exists alongside mental deficiency 
of high or medium grade. The disproportion between memory and general intelligence may 
attract attention, even if the former ability does not e.xceed that foimd in many normal per- 
sons. If a retmtive memorj' is combined with some verbal facility, these defectives may 
escape detection for a long time; and they can do useful work as clerks, messengers. 
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doorkeepers, etc. If they grow up in institutions, they may malce a speciality of remembering 
the calendar, the hymn-book, or the system of numbers. 

Many single cases of this ty'pe, the so-called Hdiot savant\ have been described, and 
some of them have even performed in public. The attention of experts and lay writers has 
been attracted from time to time by the problems raised by the preservation and even 
development above average of isolated faculties against a background of an otherwise 
inadequate intelligence. Most of those who have reported these cases have seen only one 
or two, and the literature on the subject is rather anecdotal. However, a group of ten 
‘talented aments’ has been studied with psychological tests by Rothstein (1941); and Gold- 
stein et al. have investigated by experimental methods an eleven-year-old calendar calcu- 
lator with an intelligence quotient of 50 per cent. (Scheerer, Rotliman and Goldstein, 

1945)- 

In infancy and childhood, mental deficiency is usually easily distinguished from other 
psychiatric abnormalities. During puberty and adolescence organic encephalopathies may 
simulate a congenital amentia, if no history is available. In juvenile general paresis, the 
neurological findings and the cerebrospinal fluid will decide the issue, although the 
Wassermann reaction may be negative for a long time. Traumatic dementia and epilepsy 
may have to be considered ; but they rarely lead to any severe degree of intellectual defect 
without causing some neurological abnormality. Epilepsy, however, may accompany con- 
genital defect of any degree. At puberty, an early schizophrenia with apathy, semi-stupor or 
thought disorder can sometimes be mistaken for mental deficiency, especially if schizoid 
personality features of early development have prevented an adequate school career. The 
problems of schizophrenia in childhood are discussed in Chapter XI (p. 669). The repeti- 
tive stereotyped movements of low-grade defectives have sometimes been regarded as 
catatonic signs, and are probably caused by cerebral mechanisms similar to those involved 
in schizophrenia; but the total mental picture presented by the defective has nothing in 
common with that of the catatonic schizophrenic. 

There is a group of children suffering from physical disabilities often mistaken for or 
complicated by mental subnormality, and the special needs of these children with double 
handicaps are frequently overlooked. Two categories of such children should be mentioned: 

(1) those whose physical and mental handicaps co-exist and may have a common cause 
(e.g. subnormal children who are also blind or deaf) ; 

(2) those having physical handicaps Avhich, if not diagnosed promptly and treated 
wisely, may be mistaken for and actually lead to mental subnormality (e.g. some 
partially deaf or spastic children who are often mistaken for imbeciles or idiots) 
(W.H.O. Report, 1954). 


PROGNOSIS 

Neither the subcultural defective, nor those who are defective from one of the syndromes 
with a definite pathology^ can be raised to normal intelligence by medical measures. It is 
misleading to hold out hopes that a defective child will reach normalitj’’ at puberty or later, 
or that the groMh of intelligence can be accelerated by special diets, endocrine preparations 
or psychotherapy. Valuable time is lost by taking such children to all kinds of specialists, 
and even quacks,^ instead of giNung them the systematic training and education which may 
make them happier and more useful members of the community. ‘Relatively few persons 
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are so defective that they cannot be improved to some avtent, even if only in habits of 
cleanliness and the curtailing of destructive or dangerous propensities. . . . Some defect, 
however mild, will always remain, rendering competition on an equal footing with the 
normal population impossible’ (Tredgold, 1947). 

Despite the truth of these generalizations, it is often difficult to forecast the development 
of a defective child. Imbeciles and idiots can, as a rule, be diagnosed as such at the age of 
three, and the extent of their limitations predicted tvithin narrow limits. Even if they are 
not, as is often the case, handicapped physically by paralysis or sense deprivation, and even 
if they grow up under the most expert and systematic education, they will always remain 
dependent on others and in need of care. Epilepsy makes the prognosis much more un- 
favourable, even if it responds to anti-epileptic treatment. 

In the feeble-minded group the prognosis is less certain, because so much depends on 
character and temperament. Affective relations and habits of emotional response are 
strongly influenced by the environment through which the patient passes as he develops 
from a child. Just as the diagnosis should not be base'd on the intelligence quotient alone, 
neither can one’s view’s on the outlook. One must observ’e the child in his natural surround- 
ings, see his behaviour to his parents and to his playmates, and when left by himself, and 
have reports on his behaviour at school. With all the facts one can muster, there will still 
be room for guessw’ork. Before formulating more than a provisional prognosis, the response 
to training will have to be seen. If there are no psychopathic features, and the child lives in 
a good home with understanding parents, and can be given individual attention by skilled 
teachers, he can be trained to a useful existence and to enjoy most of the pleasures of life. 
Unfortunately many of the feeble-minded grow up under the worst rather than the best 
conditions, and contribute accordingly to social distress and misery. 

It is worth remembering that the mental development of the defective comes to a 
standstill earlier than that of the average child. What he has achieved in his formative 
years will hardly be improved upon, but neither need he deteriorate below the standard he 
then attained nor lose the social responses he has acquired. 

The prognosis of the special forms of mental deficiency with definite pathology has been 
discussed in their respective sections. It is doubtful whether the prognosis of mental 
deficiency after birth injury or meningitis is any better than with subcultural defect. It will, 
of course, depend very largely on the amount and site of the cerebral damage. Nevertheless, 
neurological findings are certainly no reliable indication of the possibilities of mental 
development. 


TREATMENT 

Prevention 

In the preceding section, an attempt has been made, not to present mental deficiency 
as a hotchpotch of medical curiosities and pathological freaks, but rather to outline the 
psychiatric and social problems of a group to which, m this country, it is officially estimated 
that 8 per cent, of the school population belong. Even if the number of subcultural defec- 
tives is not increasing, it is too high for iheir contribution to social failure and human 
wretchedness to be neglected, for their o^vn sake and for the sake of the community. 

In fact, however, it is quite likely that the proportion of defectives in the population 
IS increasing. The effects of differential fertility and of assortative mating, as set forth in 
the section on the genetics of mental defect, are added to by the emigration overseas, 
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unequalized by the counter-balancing immigration, of the more virile and intelligent. If 
hvunane and rational measures which would counter the increase of mental deficiency are 
possible, they should be taken. 

In Denmark, a country very similar to ours, provided with a fully developed health 
administration, preventive measures agawst the unrestricted procreation of high-grade defec- 
tives have been taken. A Sterilization Board has been set up, to which a recommendation 
for the voluntary sterilization of a defective may be made when he is unfit adequately to 
educate his children or provide for them by his own work. Genetical reasons for steriliza- 
tion are not mentioned in the Danish law, but, according to Norvig, play an important 
part in the considerations of the Sterilization Board, for ‘discharge (from the institution) 
of a fertile individual with hereditary mental deficiency is hardly conceivable’. Furthermore, 
the Danish Marriage Law makes marriage of a defective dependent on the permission of 
the Ministrjf of Justice. The Ministry is advised by a Medico-Legal Council, and may make 
previous sterilization a condition of the permission to marry (Norvig, 1948). These laws 
have been in force since 1934; however practice has varied much wdth time, and has radi- 
cally changed since the last war (see p. 758). 

The eugenic prevention of mental deficiency undoubtedly remains the chief hope for 
the future, and in no other Avay can we expect any large-scale effect. The way this is to 
be obtained is, however, by a re-orientation of public attitudes and values rather than by 
any semi-compulsor}'^ or even voluntary measures directed only to a small section of the 
entire communitjL Those who are average or better in general healtli and intelligence should 
feel themselves under some obligation to provide the next generation with a quota of 
children sufficient to secure sur%'ival of their own hereditary equipment, an equipment which 
is, as it w'ere, not their own private possession but in trust for tire race as a whole. Those who 
fall below average standards should feel absolved of any such duty, and helped to secure 
themselves against their mostly rmwanted fertilit5^ While private wishes would be allowed 
their normal paramouncy, such a feeling dispersed through the community would have its 
effect in changing a dysgenic into a eugenic differential fertihty, and the problem of sub- 
cultural defect w'ould in principle be solved. 

Although it is true that this is the only way, short of a tyrannical interference in private 
life, in which a mass effect of the desired kind could be produced, the voluntary sterilization 
of defectives would have a minor part to play. It appears to the authors that the main 
justification for the sterilization of defectives is tw’ofold. Defectives scarcely ever have the 
qualities required to provide a normal child, not to speak of a defective one, with the 
environment needed for a happy and healthful development; and defectives, though often 
anxious to avoid procreation, seldom have the self-control and intelligence to cope with the 
usual contraceptive techniques. There can be little doubt that if high-grade defectives 
were relieved of their power to reproduce (and to produce families often of unusually large 
size, living on the border of destitution), much would be done to reduce the incidence of 
unhappy homes and of unhappiness in childhood life. 

The educatio 7 i and the vocational direction of the high-grade defective also have their 
preventive aspect, as it is on the results of attempts in these directions that one can decide 
whether the patient is going to be able to adapt to normal social life. Tliis is as true of the 
children m'th an intelligence quotient of 70 and above, who under the Education Act of 
1944 are to be educated in an ordinary' school, as for the children with an I.Q. of 60 to 70 
who may attend a special school. 

It is the duty of the School Medical Officer to determine whether a child is educable or 
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not in a school provided by the Education Authority. His decision must be based on 
teacher’s report on the child’s progress, on a physical examination and on test results. If it 
is decided that the child is so educable, the matter is taken out of medical hands, although 
psychiatric advice could certainly lighten the burden on the teachers and improve practical 
results in some cases. The greatest handicap for teacher and child is, in our experience, the 
impossibility of individual guidance and education in a class ivith a very large number of 
children. The backward child naturally does not respond in such an environment, and the 
teacher is discouraged. Headmasters and higher education authorities take little interest in 
the training and education of these children. Satisfactory results are more easily obtained 
in special schools. 

If it is decided by the School Medical Officer that the child is ‘unsuitable for education at 
school’, the local education authority must notify the local health authority and must give 
the parent twenty-one days* notice in writing of its intention to do so. During this period, 
the parent has the right of appeal to the Minister of Education \vith whom the final decision 
now rests. A child so excluded from school normally attends a training centre from the 
age of 5 upwards and there is statutory authority to enforce attendance, though again the 
parent has the right of appeal on the ground that the child is receiving equivalent training 
elsewhere (hTcnlal Health Act, Section (12)). At any time the local health authority can 
give notice to the local education authority requesting reconsideration of the child's 
suitability for education. 

Such children usually attend a training centre until the age of sixteen, after which age 
their welfare becomes the responsibility of the local health authority, who may provide 
help by friendly supervision or by some form of community care. If these methods ol 
helping the patient are inadequate or unsuitable, resort may be had to care either by 
guardianship or by admission to hospital (Tredgold and Soddy, 1963). 

Treatment and Training 


*tiy iiiucn un eaiiy uuguusis. mere is aisu a piace lor surgical treatment. A great numbe 
of operations have been contrived in the attempt to relieve hydrocephaly and crania 
deforrames with which mental defect is commonly associated, such as acrocephaly; bu 
on the M'hole these have not met with much success. A small number of defectives wit] 
epilepsy and behaviour disorder have been found to suffer from a temporal lobe epUeps 
which could be treated by temporal lobectomy. Results are not always very satisfactory a 
Hilliard and Kirman (1957) have pointed out, since lesions in the brain may be mor 
widespread than electroencephalographic findings suggest. The much more drastic operj 
tion of hemispherectomy has been justified in some epileptic defectives in whom clinic; 
investigations show wide destruction of the cortex of one hemisphere, usually following 
vascular accident at birth. In favourable cases, the operation has brought about cessatto 
of fits, great improvement in behaviour disorder, and even some improvement on intell 
gence tests (Carmichael, 1953). Symptomatic treatment by surgery for the relief of coi 
tractures in spastic mental defectives, and other orthopaedic procedures, play an importai 
part in the welfare of many patients. 

The treatment, training and rehabilitation of the mentally subnormal, outside speci 
schools, is the task of hospitals and training centres. The special requirements in educatic 
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and ti'aining of the various grades of defectives have been outlined in the sections devoted 
to them (pp. 711-719). Some more general matters remain to be considered. 

There is an urgent need for further research to determine the methods of training most 
suitable for achieving social effectiveness in mentally handicapped persons. The situation 
appears most unsatisfactory in relation to the severely subnormal whose education was 
excluded from the main provisions of tlie 1944 Education Act. According to some experts 
(Tizard, i960) the effect of this has been unfortunate in that the activities of occupation and 
training centres both in hospitals and in the community have been little affected by advances 
that have taken place in the teaching of normal children, especially in nursery and infant 
schools. Education in this field is therefore ‘neither enriched by the fresh currents of 
thought that continually revitalize educational practice; nor do doctors or teachers ap- 
preciate the complexity of the problems that their colleagues meet in these muddy back- 
waters’ (Tizard, 1960(2). The staffs of these centres are in many cases still untrained. 

For the present there is a good deal to suggest that judging a child to be unsuitable for 
education on tlie basis of an I.Q. of 50-55 alone is unsatisfactory as it takes little account 
of the uneven pattern of development in both intellectual capacity and social maturity of 
subnormal children. The assessments should ideally be undertaken by an educational 
psychologist assisted by several people with direct knowledge of the child so that account 
can be taken of his personality. Periodic review of the child’s progress and regular psy- 
chological assessment are important. 

The methods employed in hospitals and institutions make allowance for the slonmess of 
mental development, the lack of spontaneity, interest and attention, and the relative 
sensory inaccessibility of these patients. Their motor handicaps, clumsiness and lack of 
co-ordination of movement are also given special attention and training. They learn to help 
in the work of the institution and develop in an atmosphere of shelter and care which 
does much to rectify the adverse effect of the poor home background from which a con- 
siderable number of them are removed. 

If flexibility and the possibility of movement is what is required within the range of 
educational and training facilities, stimulus of the patient is what is needed in the institution 
according to specialists in this field. It is to be hoped that the increasing emphasis placed by 
the Mental Health Act on community care MU in the course of time find expression in 
practice in the shape of ample facilities for training, sheltered and other employment and 
training hostels within the community for all those who can be rendered viable there. This 
shift of emphasis from hospital to community care is bringing about a change in outlook 
and practice. 

Residence in an institution, because of the quite necessary supervisory arrangements, 
may tend to deprive inmates of the need to make decisions, to use initiative and to organize 
their own activities; so whatever, within reason, will bring the inmate more into contact 
with life outside is desirable (Report of a Working Party set up by the Paediatric Society 
of the S.E. Metropolitan Region, 1962.) A more liberal use of parole, in spite of its risks, 
and a fuller use of opportunities to send inmates out to ‘daily work’ either in actual em- 
ployment, or in training centres, make them more aware of what the community expects 
of them. 

On the whole their capacity may tend to be underestimated and ultimate discharge 
and employment should be kept before them as a goal. To this end, better work habits 
such as punctuality, more sustained application and concentration should be inculcated. 
Their fear of the unaccustomed should be countered by planned changes of work, once 
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my skill has been mastered. The incentives of payment, progress charts and the grantmg 
and withdrawal of privileges have been shown to have a beneficial effect. To those most 
likely to leave the institution, training in how to lay out their money and what it costs to 
live should be given and, to avoid hreakdow, they should have adequate preparation for 
leisure, including being linked with organizations that will give them support and an outlet 
for the desire for friendly relationships which is so strong in the feeble-minded. During 
the initial period of settlement outside the institution, which is crucial for the patient’s 
future, follow-up by social workers is of the greatest importance (Gunzburg, i958i). 

With all this, emotional instability, inability to endure the stresses imposed by com- 
munity life or prolonged institutionalization in adult cases will give rise to failure in the 
attempts to settle a proportion of mentally subnormal patients. It will be essential to make 
regular realistic appraisals of the position in each case so that patients who are not surviving 
can be returned to the shelter of institutional life for short or indefinite periods. There is 
some danger that, through inadequate supervision, resocialization may give rise to an 
excessive rate of failure and thus run ahead of what the community can tolerate at the 
present time, or indeed can reasonably be expected to shoulder. 

Some of these children grow up at home, and mothers may ask the psychiatrist for advice 
about their upbringing. The task requires much time, patience and devotion as well as a 
good deal of insight and self-control from the mother. The common mistake is to continue 
to treat the child as a baby, to wash, dress, feed him and attend to his toilet, until he is of 
school age, without any serious attempt at training. Training in such personal habits can 
only be achieved by a greater expense of time than that required by the mother's attending 
to these functions herself, more time in fact than many mothers can afford, especially if 
there are other children ; and it is a process of wearying slotvness. Health visitors and social 
workers should be able to provide much needed help and explanation, and the doctor can 
encourage the mother by tvaming her of the various difficulties she will have to face. The 
National Society for Mentally Handicapped Children, 5 Bulstrode St., London, W.i. 

through over 300 Local Societies. If the difficulties are so great that 
the Child himself or his brothers and sisters are suffering, the mother should be encouraced 
to hand over hU care to other and better -equipped hands. 



CHAPTER XIII 


ADMINISTRATIVE AND LEGAL PSYCHIATRY 

The fact that a mentally disordered person may perform acts to which the normal logic of 
human behaviour does not apply, and that he may need protection against himself, and 
society need protection against him, has led in all coimtries of the world and from the 
earliest times to the existence of special laws and special administrative arrangements for 
the psychiatric patient. In the most primitive cultures the insane, often under the pro- 
tection of some form of religious taboo, were allowed to roam at will. As the state of 
civilization became more complex this was no longer possible, and arrangements had to be 
made for their custodial care, often against their will. This deprivation of Liberty added an 
element of disgrace to the superstitious awe with which mental disorders were popularly 
regarded. Throughout their long development from ancient customs, laws and adminis- 
tration have been profoimdly affected by these influences, and the ‘stigma’ of insanity is 
with us to this day. In every country the legal and administrative system has been of slow 
growth and closely connected with tradition; to its nationals it may seem to be the only 
natural system, and the arrangements made by other coimtries may seem dubious and 
surprisingly inappropriate. In very few States have law and administrative practice been 
fully brought up to date with our present level of scientific knowledge and imderstanding. 

In this country the situation has been transformed by the Mental Health Act of I959> 
which has brought all forms of mental disorder within the compass of one statute, all 
previous Acts being repealed. In essence what the Act has done is to put the mentally ill 
and the mentally subnormal on an equal footing with the physically ill. Their admission to 
hospital is without formality, given the patient’s consent; and they may go to hospitals of 
any kind, without any legal restriction. An end has been made of designating hospitals for 
the care of the mentally ill, as well as of special supervisory authorities. These truly 
revolutionary changes were made on the basis of a report by a Royal Commission (1957) and 
to a large extent embody enlightened modern psychiatric opinion. 

The mental hospitals, as they were called, continue their existence as hospitals within 
the National Health Service regional system, and are administered, except for their internal 
affairs, by the Regional Boards. Each hospital has its own catchment area which it is 
supposed to serve; but it is free to admit patients from anjnvhere. Admission is usually 
arranged, either from the outpatient clinics run from that hospital as a centre, or from other 
community services which it provides, or directly by the patient’s general practitioner, 
perhaps after a domiciliary consultation with a consultant psychiatrist. 

The Act has also greatly encouraged the development of psychiatric units within 
general hospitals. It seems probable that the number of such units, of from 60 to 200 beds, 
will continue to grow; in time all urban areas should have such a service, and the first 
admission of the psychiatrically ill patient will most usually be to such a unit. Most 
importantly of all, the setting up of ps3^chiatric inpatient units in general teaching hospitals 
has been encouraged, with all that that means for the progress of academic psjmhiatry. 
The rapprochement between psychiatry and general medicine has resulted in the setting 
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up of a number of professorial chairs of psychiatry both in the principal provincial 
universities and in some London teaching schools. These university departments of 
psychiatry are closely associated with the general hospital and medical school on one side, 
and one or more of the regional psychiatric hospitals on the other side. By this means 
progress has been stimulated in two directions: the medical student is encouraged to take 
an interest in the psychiatric aspects of the medical and surgical cases with which he is 
daily concerned; and again the junior clinical psychiatrist is brought into contact with 
up-to-date teaching, with research, and with the advances in medicine which have their 
repercussions in psychiatry. 

Other consequences of the new organization of psychiatry cannot yet be fully envisaged. 
There is no doubt that one of them has been the widely prevalent ambition to transform 
the old style mental hospital into a much more dynamic ‘therapeutic community’, and to 
provide a wider range of community services. These developments are discussed on 
pp. 327 and 804, 

Under the Act of 1959, ‘mental disorder' is taken to mean mental illness, arrested or 
incomplete development of mind, psychopathic disorder, and any other disorder or 
disability of mind. ‘Severe subnormality* means a state of arrested or incomplete develop- 
ment of mind which includes subnormality of intelligence and is of such a nature or 
degree that the patient is incapable of Jiving an independent life or of guarding himself 
against serious e.xploitation, or will be so incapable when of an age to do so. ‘Subnormality’ 
means a state of arrested or incomplete development of mind (not amounting to severe 
subnormality) which includes subnormality of intelligence and is of a nature or degree 
which requires or is susceptible to medical treatment or other special care or training of the 
patient. ‘Psychopathic disorder’ means a persistent disorder or disability of mind (whether 
or not including subnormality of intelligence) which results in abnormally aggressive or 
seriously irresponsible conduct on the part of the patient, and requires or U susceptible to 
medical treatment. Some of the disadvantages of these definitions are referred to in 
Chapters III and XII. 

The Mental Health (Scotland) Act of i960 differs from the English Act in some 
respects. Only two forms of mental disorder arc statutorily recognized, i.e. ‘mental illness 
or mental deficiency however caused or manifested’. ‘Psychopathic disorder’ finds no 
mention in the Act, and the term ‘mental deficiency’, one is glad to note, has been retained. 

The Northern Ireland Mental Health Act, 1961, differs again. In this Act ‘mental 
disorder’ means 'mental illness, arrested or incomplete development of mind and any 
other disorder or disability of mind’; psychopathic disorder is not specifically included 
but there is nothing to preclude the admission to hospital of those whose aggression or 
irresponsibility requires or is susceptible to medical treatment. In the Northern Ireland 
Act a ‘person requiring special care’ is the equivalent of the ‘subnotmal’ of the English 
Act; and the category is not divided into degrees of severity. The Northern Ireland Act 
follows the precedent of an earlier Act of 1948, whicli was advanced for its time, in vesting 
to a great extent the care of the mentally subnormal in the Northern Ireland Hospitals 
Authority through 'special care management committees’. 

The guiding spirit of all these Acts is the same, namely to make the admission of a 
mentally disordered patient to hospital, and his care there, as far as possible as entirely 
informal as is the case with purely bodily illnesses. 

In other countries practice varies very widely. In Belshim, informal admission to 
menu! hospitals is universally available, and if the patient wishes to leave at once, without 
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notice given, he is free to do so. In Germany, Austria and Switzerland voluntary admission 
is not governed by any formality, but the extent to which use is made of it varies from 
region to region. In Spain also voluntary admission is without formality, and increasing 
use is being made of the facility; there are many clinics which accept patients only on this 
basis. In Holland mental hospitals are divided into open and closed parts; no formalities 
are required for admission to the open wards of a patient who gives consent or who offers 
no opposition to admission. According to Rylander (1961) France must have been one of 
the earliest countries to create the possibility of informal admission with ‘services ouvertes’, 
first with an open ward in the general hospital of Tunis, and then with the Henry Roussell 
Hospital as the open section of the great hospital of Ste. Anne in Paris. 

VOLUNTARY TREATMENT 

As has been said, in the United Kingdom the legal provisions relating to admission to 
a mental hospital and treatment there on a voluntary basis, were swept away by the Mental 
Health Acts of 1959-61. For the most part other countries employ a system of voluntary 
treatment which still requires some formalities, both with admission and with discharge. 
An account of these variations has been compiled by Rylander (1961). 

In most countries the patient has to make written application, except in France where 
this is done for him by a relative, friend or social worker. A parent or guardian has to 
apply, or to confirm the patient’s application, in the case of children or minors, the age 
limit varying from 15 (Finland) to 21 (South Africa, Sweden, Australia); in New Zealand 
no patient under 21 may be admitted on a voluntary basis. In some countries (Norway, 
Mexico, Sweden and Yugoslavia) the patient’s application must be countersigned by 
witnesses. In most countries a medical certificate is not required ; but it is mandatory in 
Brazil, Denmark, Ireland and some of the provinces of Canada. 

In the U.S.A. all States with the exception of Alabama provide for the possibility of 
voluntary admission, but the procedure varies from State to State. It appears that in some 
States voluntary admission is in practice restricted to paying patients, and that in some 
others no voluntary admission is possible because of the overcrowding of hospitals. The 
proportion of voluntary patients in State mental hospitals is low. Although the general 
public accepts psychiatric treatment without attaching any stigma to it, and even has an 
over-developed psychiatric health- consciousness, there is still fear of the State hospital. 
The early treatment of neurotic and psychotic illness and of addiction is conducted almost 
exclusively in university psychiatric clinics and private clinics and sanatoria. Patients and 
their families are prepared to spend almost all their resources to avoid the ‘asylum’, and 
can cover the financial risk involved only very inadequately by means of insurance. 

In Germany , Austi ia and Szoitzei land, voluntary admission to psychiatric clinics and 
mental hospitals is not governed by any formalities; but the extent to which use is made 
of the facility for voluntary admission varies from region to region. In general it is required 
that the patient should understand what he is doing, and that he should state in writing 
his willingness to be admitted and to conform to hospital discipline. The patient’s under- 
standing of what he is doing is strictly judged; if there is any doubt of it, the admission is 
not regarded as voluntary, even though the patient may explicitly consent. In Holland 
mental hospitals are divided into open and closed parts. Admission to one of the closed 
wards occurs only on the authorization of a justice, and in urgent cases on the authorization 
of the burgomaster of the municipality where the patient happens to sojourn. Admission 
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to the open wards of a willing patient, or one who does not oppose his admission, requires 
no official sanction. The disadvantage of the system is that two sets of admission wards, 
for the open and closed departments, are required and other administrative arrangements 
have to be duplicated. In anticipation of new legal regulations the authorities countenance 
the mixing of both categories. A ministerial committee is now preparing a modern law on 
the care of mental patients, including mental defectives and mentally disturbed old men 
and \\omen (personal communication, Dr P. van der Esch). 

In some countries voluntary admission is practically unknown; and as a general rule, 
such is the fear of the mental hospital that the patient will not enter it voluntarily even 
where the law permits. In Greece it is practically impossible to admit a patient to hospital 
before his relatives have found him an intolerable burden. In Italy treatment in a mental 
hospital has to be noted in the patient’s personal identification papers in the same way as 
a court conviction; and as one is obliged to present these papers when applying for a job 
and on other official occasions, this regulation has prevented and still prevents the 
admission of many early cases. A modem mental treatment Act has been prepared but as 
far as our information goes, has not yet reached the statute book. Writing in 1961, Rylander 
noted that voluntary admission was coming more and more into practice, with England 
and Scotland leading the field.The proportions of all admissions which were on a voluntary 
basis were in England (1952) 70 per cent., Scotland (1952) 67 per cent., Sweden (1956) 
48 per cent., France (1952) 31 per cent. 

In admitting himself to hospital voluntarily, the patient would naturally expect to 
retain the power to discharge himself. As a rule it is required of him to give notice before 
leaving, the stipulated interval varying from 24 hours (Australia) to si days (Norway) 
If the patient cannot, in his own interests or in the interests of society, be allowed his 
freedom, some form of legal commitment has to be gone through, either to the hospital 
in which he is, or to another. 

In Nonvay and Denmark the hospital doctors have greater rights to detain the patient 
even against his will, once he has been voluntarily admitted, than they have elsewhere 
In Noncay the patient has to give three weeks’ notice of his wish to leave; in Denmark he 
may be detained if the superintendent considers his treatment is incomplete or if he is 
dangerous, but the superintendent must then report the case to the Ministry of Justice 
which may or may not confirm his decision. A curious provision in Denmark is that the 
patient may also be detained if it is considered that discharge will cause serious inconveni- 
ence (‘ulempe’) for the patient. Examples of ‘inconvenience’ are the troubles which manic 
patients can bring on themselves, such as economic disaster, venereal infection and 
illegitimate pregnancy Any patient who is obviously unable to take care of himself and 
who has nobody to support him sufficiently may be detained on these grounds. It is an 
anomalous feature of Danish law that ‘ulempe’ is a sufficient cause for detaining the 
patient, but no legal cause for his commitment to hospital. 

New regulations came into force in Stceden in 1967. This time was chosen to coincide 
with the transfer of responsibiUtyforthecareof the mentally diseased from the State to the 
county councils and the local governments of large boroughs. Since practically all the care 
of physically and mentally disordered persons is therefore under the same administration 
it is considered desirable for the same regulations to apply, regardless of whether an illness 
is classed as mental or physical. The law* implies that admission to hospitals or clinics for 
mental nursing can be arranged without formality when a patient himself applies for treat- 
ment, or when he does not object to treatment. A patient admitted in this way cannot be 
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detained in hospital against his will. However if a patient, admitted according to free forms 
of admission, is considered at discharge to be a danger to another person or to his own life, 
he can be detained by decision of a local discharge board. The reason for this has been to 
avoid the situation that a dangerous patient, as soon as he leaves the hospital, must be taken 
care of by the police or other body authorized to apply for mental hospital treatment in 
opposition to the patient’s own wishes. It is expected that voluntary application for treat- 
ment will become the rule. 

According to the study by the American Bar Foundation (Lindman and McIntyre, 
1961), in most of the States of the U.S.A, authorizing voluntary admission, the patient 
may be detained for a fixed period, and even then kept still longer while compulsory 
indeterminate hospitalization proceedings are initiated. In only six States must the patient 
be released forthwith on application; in others delay before release may be from 48 hours 
to 30 days. Some States require of the patient submitting himself for voluntary admission 
that he should bind himself to stay for a minimum period of time, e.g. four months. 
In some State hospitals the power of the voluntary patient to obtain his release by applica- 
tion may be a dead letter since he may be ignorant of it, and there is no requirement that 
the voluntary patient shall be advised of his right to request release. 

Probably one of the most serious bars to voluntary treatment in the United States is 
the uncertainty of the legal position in which the voluntary patient may find himself. He 
may, in fact, lose some of his most important civil rights, e.g. to secure his own discharge, 
to engage in correspondence, to receive visitors and to drive an automobile. Some States 
cf fact of hospitalization alone is sufficient to establish legal incompetency; 
ne enev of hospitalization is insufficient to establish incom- 

is undecided T indm ° ^dM no statutes, or for other reasons the legal situation 

undecided. Lindman and McIntyre say that an examination of the relevant statutes does not 

reveal any significant difference between the rights of voluntary and involuntary patients 

connected with the progress of researr^TratS T„ 

and the ready dischLgfo, patients has aTti:rr„%i; "eX^.fS 

principle of the revolving door ; but through tfiiQ ^ i • , reierrea to as tne 
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PROCEDURE GOVERNING COMMITMENT 
England and Wales 

Commitment procedure under the neto Mental Health An .u v -u 1 • • 1 

authority and the various methods of reception, such as temnn ‘Abolishes tlie judicial 

tion. The unwilling patient is admitted to hospital at tlie nL-fi ^ Procedure or certifica- 

or a Mental Welfare Officer, and on the recommendation nf ^ 

iiimenaation of t^vo practitioners who have both 
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recently seen and examined him. One of these must be a practitioner approved for the 
purpose by a local health authority as having special experience in the diagnosis or treat- 
ment of mental disorder; and the other shall if possible be a medical man who has previous 
acquaintance with the patient. They have to testify and give as the reason for admission 
that he is suffering from mental disorder of a nature and degree which warrants his deten- 
tion in a hospital in the interest of his health or safety or for the protection of others. The 
patient can either be admitted for observation for a maximum period of 28 days (Section 
25), or for treatment (Section 26). In the absence of relatives, a ‘mental health officer’ can 
apply for the patient’s admission, ‘mental health officers’ replacing the officials formerly 
named ‘Duly Authorized Officers’. There is, for cases of urgency, an emergency application 
based on one medical recommendation only, if possible the family doctor (Section 29). 
This order expires after 72 hours, at the end of which time the patient must be discharged 
if he has recovered. If still ill, he may have recovered to the point where he consents to 
remain in hospital informally. But if he is still ill, and unable or unwilling to remain 
informally, he may be compulsorily detained for observation under Section 25, for which 
a second medical recommendation will be needed. 

Detention for observation cannot be prolonged by a new application for further 
detention for observation; and if further detention is needed, it must be detention for 
treatment under Section 26 (or the patient must be received into guardianship (see p. 752)). 
In the great majority of cases these compulsory detentions are soon allowed to lapse if 
the patient is willing to stay in hospital informally. 

Admission under Section 26 authorizes the hospital to detain the patient for a period 
up to a year. The recommending doctors, in supporting the application of the relatives 
have to specify whether the patient is to be admitted on account of mental illness, severe 
subnormality, subnormality or psychopathic disorder; and they have to support this with 
the clinical grounds on which this opinion has been reached, and the reasons why com- 
pulsory admission is thought to be necessary. Admission under this section of persons 
suffering from psychopathic disorder is only possible for those under the age of 21. 

Sections 60 and 61 of the Act empower courts to make a 'hospital order’ or ‘guardian 
ship order’ m respect of certain offenders or children or young persons found to be in need 
of care or protection or beyond control. The court has to be satisfied on the evidence of 
two doctors, at least one of whom is specially approved, that the subject of the order ' 
suffering from one of the specified forms of mental disorder of the required nature or 
degree; there are no age limits for subnormal or psychopathic patients under this section 
Further requirements are that a particular hospital is willing to admit the patient, or that 
local authority or other approved person is willing to receive the patient into guatdianshin • 
and that the circumstances of the case are such as to make this the most suitable procedure 
Superior courts, but not magistrates courts, may add a ‘restriction order’, where this 
thought necessary for the protection of the public. Patients admitted to hospital under 
court order are m much the same position legally to those admitted under Section 26 
except in respect to discharge. 

Patients detained in hospital under Section 26 may be discharged on the order of their 
nearest relative, but not patients detained xmder Sections 25 or 29. The nearest relativ 
has to give 72 hours’ notice of his intention to the managers of the hospital; but this may 
be negatived by a report from the responsible medical officer that the patient would be 
dangerous to himself or others if discharged. The responsible medical officer is, as a general 
rule, the consultant psychiatrist in clinical control of the case. In the ordinary way, of 
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course, discharge is at the instance of the medical officer in charge of the case, and is 
exercised by the managers of the hospital. Patients suffering from psychopathic disorder 
who are detained under Section 26 must be discharged on reaching the age of 25 years. 
Power to order discharge is also held by Mental Health Review Tribunals, when determin- 
ing applications under the Act or references from the Minister. Patients detained in 
hospital (or received into guardianship) under a court order cannot be discharged on the 
order of the nearest relative, but the relative has the right to apply to a Mental Health 
Review Tribunal once a year. Furthermore, persons suffering from psychopathic disorder, 
who are detained in hospital under a court order, are not required to be discharged on 
reaching the age of 25, even if under the age of 21 when the hospital order was made; 
discharge at 25 is mandatory with patients in this clinical category detained under Section 
26. If the court has made a restriction order, while the order is in force neither the patient 
nor his nearest relative may malce application for his discharge to a Review Tribunal; but 
the Home Secretary may refer the patient’s case to a Tribunal at any time. 

Mental Health Review Tribunals have been appointed for each of the 15 regional 
hospital areas in England and Wales. The legal members are appointed by the Lord 
Chancellor and have such legal experience as he considers suitable; the medical members 
are appointed by the Lord Chancellor after consultation with the Minister of Health; and 
the lay members are appointed by the Lord Chancellor after consultation with the Minister, 
and have had such experience in administration, such knowledge of social services, or such 
other qualifications or experience as the Lord Chancellor considers suitable. One of the 
legal members is appointed by the Lord Chancellor as Chairman of the Tribunal. 

Patients under guardianship, or detained in hospital after admission under Section 26, 
may apply to a Tribunal on specified occasions; applications may also be made once a year 
by the nearest relative. The Minister has power to refer a patient’s case to a Tribunal at any 
time. When they have considered the application, the Tribunal have the power to discharge 
the patient, and also to reclassify him; broadly speaking, discharge will be ordered if the 
patient is not then suffering from mental illness, psychopathic disorder, subnormality or 
severe subnormality, or if it is not necessary for him to be detained or to remain under 
guardianship in his own interests or for the protection of others. 

Application to a Tribunal is made in writing on a prescribed form. A copy of the applica- 
tion is sent by the Tribunal to the responsible authority. At the time of consideration by 
the Tribunal, which may or may not be a formal hearing, the responsible authority, the 
patient, the nearest relative, and certain other persons have the right to be seen by the 
Tribunal and/or to make written representations. The Tribunals also have power to obtain 
any other information they think necessary. A medical member of the Tribunal will in all 
cases be required to examine the patient or take such other steps as he considers necessary 
to form an opinion on the patient’s medical condition. Hospital authorities will usually be 
represented by the responsible medical officer, who should be ready to answer any ques- 
tions put to him about the patient’s suitability for discharge and his home circumstances. 
Other persons, e.g. social workers, may be brought as witnesses when necessary The 
Tribunals are expected to wish to meet at the hospital where the patient is detained 


Scotland and Ireland 

In Scotland, under the Act of 1960 there is no provision whereby patients can be 
admitted to hospital for observation for aS days; but the emergency admission may last for 
seven and not for only three days as in England. In the case of compulsory admission to 
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hospital and to guardianship, the application must be submitted to and approved by a 
sheriff. , 

No provision has been made in the Scottish Act for Mental Health Review Tribunals, 
their place being taken by the sheriff to whom appeals may be made. An independent 
central body known as the Mental Welfare Commission has been set up ‘to exercise protec- 
tive functions in respect of persons who may by reason of mental disorder be incapable of 
adequately protecting their persons or their interests'. 

In Northern Ireland the application for compulsory admission by the nearest relative or 
person with authority to act is founded on only one medical recommendation which must, 
if possible, be given by the patient’s medical practitioner, or by a medical practitioner who 
has had previous acquaintance with the patient. This permits detention for 21 days, at 
the end of which time he must be discharged unless he elects to remain on informal status, 
or unless a psychiatrist of approved status and experience on the staff of the hospital has 
made a report to the managing committee (between the 14th and the 21st day after admis- 
sion) to the effect that the patient is suffering from mental disorder of a nature and degree 
which uurrants detention in hospital for his own health or safety or the protection of others. 
Detention for six months from the date of initial admission is thereby authorized. Authority 
to extend that period requires a further report to the management committee by the 
‘responsible medical officer’, which then authorizes detention for a further twelve months. 

If in the two months immediately preceding the end of that period it is deemed neces- 
sary to continue detention, medical e.xamination and report by two medical officers is 
required, one of whom has made neither the medical recommendation for admission, nor 
the medical recommendation to continue detention at a later stage. After this, detention 
may be renevved at nvo-yearly intervals on the report and recommendation of the respon- 
sible medical officer. It is to be noted that the Northern Ireland Act laj's greater emphasis 
on the statutory control of detention than on pre-admission formalities. Particular attention 
is directed, by the procedure described, to the crucial stage of the illness eighteen months 
after admission, which so often seems to mark the Rubicon between acute and chronic 
states of mental illness. 

Arrangements regarding admission to hospital of persons concerned in criminal pro- 
ceedings arc very similar to those in England In the same way, procedure with regard to 
the Mental Health Review Tribunal for Northern Ireland is based on that for similar 
English Tribunals, except that members are appointed by the Lord Chief Justice. 

In Eire {Southern Ireland) a statute of 1945, amended in 1961, codified all previous 
legislation and introduced some novel measures. The law is administered by a section of 
the Department of Health under the direction of the Inspector of Mental Hospitals. Treat- 
ment as a voluntary patient has to be by application accompanied by a doctor’s recom- 
mendation. Committal procedure resembles the English procedure before the 1959 Act 
except that the functions of the judicial authority are discharged by the hospital’s medical 
Superintendent. 

The important difference between the law in Eire and in England is in Temporary certi- 
fication. The Temporary certificate has to be by the hand of the Medical Officer of the 
district in which the patient lives, who states that the patient is suffering from a mental 
illness, that he requires for his recovery not more than six months’ treatment, and that he 
IS unfit for treatment as a voluntary patient. The period of six months may be renewed ud 
to a maximum of eighteen months. Furthermore it is possible to arrange for the Temborarv 
treatment of an addict, if the Medical Officer certifies that he is an addict, and that he 
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requires for recovery at least six months’ preventive and curative treatment. The definition 
of an addict for the purpose of the Act, is that he is a person who, (a) by reason of his 
addiction to drugs or intoxicants is either dangerous to himself or to others or incapable of 
managing his affairs or of ordinary proper conduct, or (b) by reason of his addiction to 
drugs, or intoxicants, or because of his perverted conduct, is in serious danger of mental 
disorder. The temporary certification of addicts has not been a great success and is not 
widely used. 


Scandinavian Countries 

In Norway the commitment procedure still rests on the principles laid down in the 
Mental Diseases Act of 1848, an Act so liberal and humane that only minor changes had to 
be made in the new Mental Health Act of 1961. The matter is primarily one for the family, 
and only becomes a public concern when relatives are not available, or when they are 
unable or unwilling to take the necessary steps. No court order is required and the certifi- 
cate of the family doctor and the consent of the relatives are sufficient. Owing to the great 
distances commonly involved, the family doctor will usually act entirely on his own re- 
sponsibility. It is becoming increasingly common, however, for a psychiatrist to be consulted, 
and in and near the larger cities this is now the rule. 

The public health authorities or the police will normally only be involved if the patient 
refuses to go to hospital and is obdurate to persuasion, or if he has no relatives to authorize 
his admission. In the larger towns these authorities have their own psychiatric sendee. 

Once the patient has arrived in hospital, the medical superintendent has to satisfy 
himself that the admission documents are in order and that the admission is ‘in the interest 
of the patient or necessary for public order or for the purpose of averting substantial 
danger to himself or others . After admission the patient loses practically none of his 
l^al rights the only one of consequence being that he may not marry. If he has financial 
affairs which he cannot handle because of his mental condition, a guardian may be appointed 
by the court. Temporary admission for observation is possible in doubtful cases, with a 
maximum duration of t^ee weeks. No special legal arrangements are needed in a case of 
urgency ; in such a case the doctor can arrange for the admission of his patient by telephoning 
the medical superintendent, and then bring tlie documents with the patient to the hospital 
Direct admission to a psychiatric hospital is usual, but it mav be tb n l k ’ 
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Once the patient is in hospital he may be detained indefinitely without the need for 
recertification, provided that the condition which necessitated his admission still prevails. 

If the patient believes he is unjustly detained, he may appeal to a local Board of Ointrol, 
appointed for each hospital by the King, which consists mainly of laymen with a judge as 
clmirman. In principle the hospital taies all decisions about treatment, but it is customary 
to obtain the consent of relatives in the case of surgery. 

There are no formalities governing discharge, and once he is discharged from psychia- 
tric care the patient lies under no civil disabilities. Seamen are not allowed to ship out, 
unless approved by special medical authorities. 

In Stceden, a patient may be taken to hospital against his will if it can be certified that 
psychiatric care in hospital is absolutely necessary, and the patient (i) is obviously xmaware 
of his situation and may be greatly relieved by treatment or greatly impaired by lack of 
treatment, or (2) is a threat to the personal safety or physical or mental health of others, or 
to his own life, or (3) is imable to take care of himself, or (4) has manifested seriously 
disordered behaviour. The Act makes a mental abnormality, which is not mental disease or 
mental retardation, equivalent to mental disease- Application for commitment can be made 
by husband, wife, near relatives, guardians, the chairmen of certain social boards, the 
police, commanding officers in the armed forces, or doctors at hospitals not prm-iding 
psychiatric treatment. Applications for hospital treatment must be accompanied by a 
medical certificate. This certificate reports information and observations showing that 
mental disease is present, and that hospitalization for psychiatric treatment is absolutely 
necessary. For the certification of the first of the grounds of commitment enumerated above 
the certifying doctor must be a specialist in psychiatry; otherwise a certificate may be 
issued by any practising doctor or other person licensed to act as a doctor. Judicial authority 
may also order that a person who has committed a crime is to be confined for psychiatric 
treatment. As a rule the crime must have been committed under the influervce of mental 
disease or mental retardation grave enough to be classified as mental disease. 

The head physician of the hospital must examine the patient for the necessity of hos- 
pital treatment within ten days of commitment. When there is no need for him to be 
detained against his own wishes, he must be discharged immediately by the head physician 
Patients detained for treatment after court proceedings can be discharged by the loca\ 
board only. If the patient demands his discharge and it is refused by the hospital authority 
he may appeal to the local board. This board consists of three members; a lawyer who ' 
also chairman, a psychiatrist not attached to the hospital where the patient is detained and 
a third person with experience of public administration. There is also a central board to 
deal with appeals from the decisions of local boards. 

Patients who are compulsorily detained in hospital may also be compelled to accent 
treatment; proceedings can be taken to ensure the fulfilment of the purpose of detention 
or to protect the patient himself or protect others. This is thought necessary to ensure th* 
possibility of psychiatric treatment and later discharge, and to prevent the stay in hosnit 1 
from becoming purely protective confinement. 

In Denmark, commitment to hospital is governed by an Act of 1938. A dangerous patien 
may be admitted to hospital against his will on the certificate of a single doctor. If the patien 
is not dangerous, the certificates of two medical men are required (one of them belm> 
State Medical Officer). They must certify that admission is necessary because the possihiUt^ 
of recovery would otherwise be considerably reduced, and they must give evidence for the^ 
opinion. Admission of the patient against his will can be enforced by the police (and the 
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doctors). He then has the right to protest immediately to the Ministry of Justice; and by a 
law of 1953, if he objects to the Ministry’s decision, he can appeal from it to the courts. 


Switzerland, Germany and Austria 


In Switzerland the care of mental patients and the laws and regulations relating to them 
are the affair of the individual cantons, and the Federation as a whole is not concerned. 
The cantons differ in minor respects among themselves, but the canton of Zurich, which is 
the most populous, may be taken as an example. In Zurich admission to hospital is governed 
by a law of November, 1962. Patients who know what they are doing may be admitted 
voluntarily at any time without further formal procedure. A private medical man, with a 
licence to practise in the canton, may order the admission of a patient to hospital if he is in 
need of care or treatment, or if he endangers the security of himself or others. The concur- 
rence of the guardian or nearest relative is also necessary. The patient must be admitted 
within fourteen days of medical certification. Certain officials, e.g. justices and the Public 
Prosecutor, may also order the admission of a patient. The poor-law authorities are also 
legally entitled to act in this way, but in practice are not permitted to do so without medical 
support. Once the patient has been admitted, the medical director of the hospital must be 
satisfied that it is proper for him to remain, but he is not required to set down his opinion 
in writing, or to renew the certificate. 

Patients who are admitted by private physicians with the consent of their relatives can 
be discharged when the medical director of the hospital judges that it is proper. If the 
patient asks for discharge and discharge is not granted, he can then ask for a special com- 
mission to decide the matter. This commission is nominated by the cantonal government, 
and includes a psychiatrist as a member. Relatives may remove patients, even against 
medical advice; but if the patient is thought dangerous the medical director refuses dis- 
charge, and It IS then open to the patient and his relatives to ask for a special commission. 
Patients can be and are certified and admitted to hospital, who suffer from ephemeral 
dehna, or from an addiction to alcohol or drugs with serious consequences, or who are 
severely psychopathic though not psychotic. 

No particular formalities are required for discharge, although much use is made of 
trial periods at home. After his discharge from hospital the patient suffers from no legal 
disability; and indeed in hospital he keeps his civil rights, frequently even the freedom of 
movement, unless special provisions (e.g. for guardianship) are made. He mav legally 
refuse to undergo any special form of treatment. j & j 


Commitment procedures in Germany and Austria before Hitler were not very different 
During the Nazi regime in Germany and in most countries occupied by the Nazis admission 
to and detention m mental hospitals was widely misused for political purposes • for die removal 
of politically unwanted persons as well as for the protection of the pLecuted ^00^0 
return in Western Germany after the vjr to strict and rather burLcratic commitment 
procedures including two doctors certificates, one by an officially recognized physician, 
and a judicial decision. The magistrate himself may intendew the patient and hear evidence 
on the case. University psychiatric clinics in these countries frequently fulfil the function 
of observation wards in Rigland and a large number of the patients admitted to them are 
brought in directly by relatives, doctors and the police. The great variety of clinical material 
seen in this way at university centres is valuable for both teachers and' students 

An interesting feature of the law relating to mental disorder in Germanic lands is the 
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extexisiv’e use of precautionary measures relating to social incapacity on psychiatric grounds. 
While the appointment of a Receiver or Curator bonis only arises under special circum- 

* ‘ “--"''Geschdjtsfdhigheit') 

law. Patients can be 
n grounds of mental 

disorder or mental deficiency, but also because of alcoholism, psychopathy and other 
conditions. Such a certificate is not bound up with the need for hospital care, and the 
patient who has been deprived of his avil rights in this way {‘entmiindigt') remains under 
the care of the guardian (^Vortmnd*) whether he is in hospital or out of it; in fact, the idea 
of guardianship in these cases is to give him protection from misuse of his rights and 
abilities, by others as much as by himself, %vhen he is outside the guarding walls of the 
hospital. The certificate of incapacity on grounds of alcoholism can be given when the 
patient 'because of alcoholism is unable to manage his affairs, or lays himself or his family 
open to the danger of becoming necessitous, or endangers the safety of others’. In practice, 
this legal order has always been found difficult to apply. In a less formal way German law 
also provides for the care of personal belongings and minor business interests [‘Pflegsehaft’) 
while the patient is incapacitated. 

The hicntal Health Act of 1959 introduced reception into guardianship side by side with 
hospital admission. The local health authority takes over the guardianship, on medical 
recommendations similar to those made for hospital admission. Guardianship confers on 
the guardian ‘powers as if he were the father of the patient and the patient were under the 
age of fourteen’. This measure takes account of the many mental patients who live in the 
community and need some protection, such as that which is made available In some Conti- 
nental countries (see below). 


Other European Countries 

The arrangement in Holland by which mental hospitals are divided into open and 
closed departments has already been mentioned. Admission to and discharge from the 
closed wards is governed by a law of 1884. Admission is only possible o^l the authorization 
of a judge, and he acts on the basis of an application from a near relative together with a 
medical certificate stating that the patient is mentally ill and admission to a mental hospital 
is necessary or desirable. The public prosecutor can demand admission if there is no relative 
to act in this way, or if the patient is dangerous or likely to disturb public order. The 
admission of a criminal patient may be ordered by the criminal court. The principal 
medical officer of the hospital has wide powers over the discharge of criminal and non- 
cnminal patients alike. When however a criminal patient, by order of a criminal court 
apart from a sentence to prison and/or apart from his stay in a mental hospital, has at the 
same time been placed ‘at the disposal of the government’ (comparable in English parlance 
to 'H.M.’s pleasure’) his discharge from hospital by the medical officer may not be the end 
of the matter. If the Minister of Justice considers that the medical discharge from the 
hospital has been over-hasty >\ith regard to public order and security, he may order the 
detention of the patient in an asylum for psychopaths. Apart from medical discharge, the 
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public prosecutor and by medical inspectors for mental health (registered psychiatrists in 



CLINICAL PSYCHIATRY 


748 

full-time government service) superintending the field of mental health. If the patient or 
his relatives wish to make representations about his detention or treatment, they will make 
them to the inspector or to the public prosecutor. The certified patient in hospital loses 
practically all of his ordinary civil rights. Guardians are provisionally appointed for the 
management of his affairs, the guardianship ceasing on his discharge from hospital. 

Arrangements in Belgium are governed by laws of 1850 and 1873. In ordinary cases the 
medical practitioner delivers two signed copies of a certificate, which if unused expires in 
fifteen days. The nearest relative has also to sign an application for commitment, and the 
commitment itself is ordered hy the mayor or his representative. The grounds of admission 
are essentially social and not medical, and relate to the possibility of danger to the patient 
himself or to the public peace. Patients suffering from temporary illnesses, alcoholics and 
drug addicts, can all be dealt with in this way, but usually not psychopaths of other kinds 
unless public order has been distiubed. The discharge of the certified patient from a 
mental hospital has to be ordered by the President of the Civil Court, and he may hear 
evidence. Relatives cannot secure the discharge of a patient without application to him, and 
any complaint the patient has to make about his detention will go to him also. Theoretically, 
the certified patient suffers no loss of civil rights, but of course he is largely unable to 
exercise them. His position in the matter of refusing treatment is unclear in law. Directors of 
mental hospitals content themselves in practice with the permission of relatives to initiate 
treatment. Institutions for the care of mental patients are supervised by a physician who 
is General Inspector appointed by the Ministry of Health. Direct control is exercised by 
the King’s Prosecutor in each of the judicial districts of the province. 

In France commitment to a mental hospital is governed by a law of 1838. This law was 
modern and liberal for its time, but in recent years has been increasingly felt to be unsatis- 
factory. Repeated attempts have been made in the past thirty years to introduce amend- 
ments, but none have reached the statute book. Commitment may be by placement volon- 
taire or by placement d’qffice, about nine-tenths of all admissions being the former. The 
application for placejnent volontaire, despite its name, cannot be made by the patient him- 
self but must be made by a relative. It is supported by a medical certificate describing the 
symptoms of mental disorder and stating that the patient needs care according to the 
provisions of the law of 1838. The application is to the Prefet (civil authority), who orders 
the admission. For the placement d’ office no medical certificate is necessary; this procedure 
is a police affair and is not used unless the patient is dangerous or is liable to disturb public 
order. Alcoholics and psychopaths can be admitted to hospital against their will by the 
placement volontaire and, although the legal justification for this is unclear, alcoholics are 
often kept in hospital after the end of any acute form of mental upset while their addiction 
is treated. Admission of a psychopath is only feasible if he has caused some form of social 
disturbance. Apart from medical discharge, relatives can require the discharge of the 
patient from hospital, unless he is transferred from a placement volontaire to a placement 
d' office. The Prefet, or his delegate, makes inquiries about all patients in hospital ever)' 
three months, and in addition the Proairmr de la Rffiublique, an official of the central 
government, visits hospitals twice a year. 

In Spain, as has been noted informal voluntary admission is very common. The 
second most widely used method of admission is on the certificate of a doctor, not necessarilv 
a psychiatrist who certifies the existence of the illness. The nearest relative asks for the 
admission. This method of admission does not affect the legal rights of the patient Govern- 
ment officials and judicial authorities may also order admission, but always with an 
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accompanying medical certificate. These formalities hold for admission not only to mental 
hospitals but also to the psychiatric departments of general hospitals. Psychopathic and 
addictive states can be covered. The medical officer of the hospital has to ratify the admis- 
sion. If the patient objects to admission, he must have recourse to a judge, who may then 
order a special investigation. Relatives may obtain the discharge of a patient, even against 
medical advice, provided he is not dangerous; there are no formalities governing discharge. 
While in hospital the patient loses none of his civil rights, and he may refuse treatment if he 
is sufficiently intact to exercise a free choice. If it is necessary to deprive a patient of his 
civil rights, legal procedure and a judge's declaration of incapacity are required. 

A law of 1945 greatly modernized legal and administrative practice in Portugal, so that 
the country might have become one of the most advanced in Europe in this respect. The 
law envisaged that psychiatric treatment included prophylaxis, treatment and child welfare, 
and it had provisions relating to ambulatory treatment, hospitalization, domiciliary treat- 
ment, and the placing of patients in private families. The implementation of law in practice, 
however, was a slow and difficult process. In the meantime there has been a further mental 
health Act of 1963, whicli changed the projected organization once again. Regional health 
centres should each be provided with a clinical unit, a dispensary and out-patient clinic, 
and social services. The distribution of local community mental health activities, which had 
been too much concentrated in the main cities, should thereby be much improved. How- 
ever, up to the time of writing, no mental health centres are yet in existence. The law of 
1963, moreover, against the advice of the psychiatrists, introduced more administrative and 
legal control, essentially with the idea of protecting the certified patient. It seems to have 
made it rather more difficult for psychiatrists to maintain their high proportion of volun- 
tary admissions to hospital. 

Certification is on the statements of two doctors not on the staff of the hospital to which 
the patient goes, but rather on the staff of the dispensary. Supervision of the liberties of the 
individual rests in the hands of the Institute of Mental Health, with authority exercised in 
this matter by a judge. Complaints by the patients are referred to him. 


United States of America 

In the United States, every State of the Union has its own law, and these laws vary very 
widely indeed. No State can be regarded as typical of them all. A thorough review of the 
law relating to the mentally disabled has been prepared by the American Bar Foundation 
under the editorship of Lindman and McIntyre (1961). In the field of commitment proced- 
ure, It discloses a state of affairs unparalleled in the western world. It seems clear that 
America has become the victim of her history, and that it has now become extremely 
difficult for the community, for the patients and for psychiatrists, to escape from the legal 
straitjacket in which they have become tied. The first asylums for the mentally ill were 
established about two hundred years ago; and for about one hundred years after that the 
commitment of patients to hospital ^vas effected with such ease and informality that abuses 
were possible. Campaigns to secure decent care for the mentally ill highlighted these 
deficiencies with the result, which we may think typical of America, that reform was 
sought through changes in the law rather than changes in practice and administration. 
Commitment laws were now enacted which specified the use of judicial procedures, laws 
%%h 5 ch ^^e^e dominated by ‘almost single-minded concern’ with the possibility of wrongful 
commitment. To this day, the pattern has remained much the same, .although in some 
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Slates hospitalization by medical certification and temporary and observational procedures 
have been provided for. 

The obsessive fear of even the barest possibility of wrongful commitment was no doubt 
largely caused by the extreme deprivation of human rights which was likely to befall the 
patient once he was admitted. This was the situation which called for reform, and which 
reform has barely begun to touch. Involuntary hospitalization was for an indeterminate 
period, and State laws permitted the retention of the patient in hospital on the original 
documents without calling for re-certification after any stated period. The medical superin- 
tendent was able to resist the efforts of the responsible relatives to secure the patient’s 
release; and the only means to achieve this might be by means of a writ of habeas corpus. 
Even this might be defeated by keeping the patient incommunicado. In the 1930s in tv^o 
New York State hospitals, the medical superintendent intercepted letters from the patient 
to his attorney, knowing that they related to habeas corpus proceedings. The court subse- 
quently held that this constituted an unreasonable restraint, and the legal position in New 
York has now been changed by statute. However, according to landman and McIntyre, in 
more than a quarter of the States there is no provision affirming the patient’s right to 
receive and send correspondence; and in more than half the States there is no provision 
covering the receiving of visitors. As has been noted earlier (p. 740), the voluntary patient 
is generally subject to the same loss of civil rights and liberties as the involuntary 
patient. 

The therapeutic conditions inside the hospitals call for no less concern. iVIechanical 
restraints are still being applied in some hospitals. The patient can be submitted to such 
measures as convulsive therapy, psychosurgery and sterilization without his own consent 
or the consent of his relatives. Electro-shock is sometimes applied for disciplinary as well 
as therapeutic purposes, and there is no effective relief if damage is done. Lindman and 
McIntyre note that it is difficult for the patient either to protect himself from injury, or to 
recover damages for negligence or gross negligence. Overcrowding of hospitals is wide- 
spread and severe, and yet in one survey as many as 70 per cent, of the inmates ‘did not 
need to be in a mental hospital’. In a 1965 study of Te.xas mental institutions it was found 
that of the 134 patients in one ward, 45 had never been diagnosed; no one knew what, if 
anything, was the matter with them. Similar conditions were found in other Texas hospitals, 
and about 30 per cent, of the patients had received no diagnosis. 

It is against this background that American commitment laws have to be understood. 
Thirty-seven jurisdictions provide some form of judicial hospitalization; this means that a 
judge or jury determines whether a person is mentally ill to such an extent as to require 
hospitalization and, if so, the court orders him to be hospitalized for an indeterminate period 
of time. The decision may or may not be based on the advice of medical experts. Thirteen 
jurisdictions authorize the use of a jury to decide the question of hospitalization. The 
criteria for hospitalization may be (i) that the patient is dangerous to himself or others, 
or (2) that he is in need of care or treatment, or (3) both of these, or (4) no criteria may be 
spelled out. The State of Massachusetts is unique in providing that mere social noncon- 
formity may be sufficient, anyone being regarded as mentally ill who is 'likely to conduct 
himself in a manner which clearly violates the established laws, ordinances, conventions or 
morals of the community’. Involuntary hospitalization is also available for mental defectives, 
epileptics (18 States), alcoholics (36 States), drug addicts (34 States). The mental defective 
is, typically, a ‘person whose mental abilities have been arrested by disease or physical 
injury occurring at an early age, who requires care, treatment, detention and training’. 
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No l.Q. rating is specified. The procedure involved injudicial involuntary hospitalization 
calls for an application (in i8 jurisdictions by any person), notice, hearing, right to counsel, 
right to trial by jury; not all States allow for each and all of these formalities. 

Nonjudicial involuntary hospitalization is possible in 31 States, and in 12 it is the only 
procedure. In some States there is a hearing by a commission or board, and there may be 
one or more doctors on the board. Involuntary hospitalization for an indeterminate period, 
without the patient’s consent and over his objection, on the basis of medical certificates, is 
available in 9 States; approval or endorsement by a judge may also be required, but the 
need for hospitalization is determined by the physicians. Non-protested admission is a 
procedure by which an individual may be hospitalized for an indeterminate period, on the 
basis of one or more medical certificates, provided he does not object; this is in use in 
14 States. During the last twenty years, in 34 States legislation has been introduced 
providing for temporary or observational hospitalization. In 16 States, the aim is to care 
for a patient for a limited time, in no case longer than six months, at the end of which he 
must be released; in the remaining States the procedure is used in connexion with judicial 
hospitalization proceedings, as a preliminary intended to provide the court with the means 
of making an informed judgement. Powers of emergency detention are usually delegated to 
the police; in 12 States judicial approval is required, and in 16 States a medical 
certificate. 

Lindman and McIntyre report the conclusions and recommendations reached by the 
American Bar Foundation on the present slate of affairs. Most of the recommendations are, 
as one might expect from a legal body, directed towards a tightening up of the law. In 
addition, independent proceedings for the temporary or observational hospitalization of 
the mentally ill, the allowance of sufficient time to observe and diagnose before the hearing, 
and special provisions for emergency detention, are all recommended. 


MENTAL DEFICIENCY 

In England and Wales, the Mental Health Act, 1959, made a no less fundamental 
change in the law relating to mental deficiency than in that relating to mental illness. It is 
envisaged that in almost all cases it should be possible for patients to receive care in the 
community, from their own families and from the local health authority, t\ithout being 
subjected to legal controls. These will be necessary only in 3 small minority of cases to 
control the patient’s place of residence or his everyday life for his own welfare or for the 
protection of others. In the ordinary way patients suffering from mental deficiency are 
admitted to hospital, and receive any other service required, w’ithout formality. This 
applies, for instance, to the great majority of children taken into hospital for investigation, 
for treatment or for long-term care. 

If legal controls are required they will usually be provided under Sections 33 and 34 of 
the Act, by which the patient is received into guardianship. On exactly the same model as 
certification under Section 26, application is made by the nearest relative or a mental welfare 
officer, and is supported by recommendations from two doctors, one of them specially 
approved by a local health authority. The application is made on the grounds that the 
patient is suffering from mental disorder, namely mental illness or severe subnormality 
(the patient being of any age) or subnormality or psychopathic disorder (the patient being 
under the age of 21 years); that his disorder is of a nature or degree which warrants his 
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reception into guardianship ; and that it is necessary in his interests or for the protection of 
others that he should be so received. From this it may be seen that not only mentally sub- 
normal, severely subnormal and psychopathic patients may be placed under guardianship, 
but also patients suffering from mental illness. This provision may therefore be very suitable 
for tlie patient who has made a partial recovery from a schizophrenic illness, and is w'ell 
enough to live in the community, but is in need of protection. A duty is laid on local health 
authorities to make arrangements for the care of persons suffering from mental disorder 
who are resident in their area, and for their after-care. It is a necessary part of this duty for 
the authority either itself to imdertake the duties of guardian, or to arrange for another 
person to do so, in cases where guardianship is necessary for the proper care of the 
patient. 

Application may be made by the nearest relative, or by a mental welfare officer 
with the consent of the nearest relative. The person named as guardian in the 
application may be a local authority, or any other person (including the applicant). Any 
private person named as guardian must give his consent. The duties of the guardian 
include the provision of occupation, training or employment of the patient, arrangements 
for his recreation and general welfare and for the promotion of his physical and mental 
health. The powers of the guardian are described as equivalent to the powers of a father of 
a child under the age of fourteen. 

In Northern Ireland and Scotland, the situation is very much as it is in England. 
However in Scotland application for reception into guardianship must be submitted to a 
sheriff; and it is the sheriff who exercises the functions of the Review Tribunal. 


BOARDING-OUT AND GUARDIANSHIP 

Up to the time of the Act of 1959, there had been little provision in England for the 
patient who had made a partial and incomplete recovery from a psychosis but whose 
further stay in hospital was no longer called for on clinical or social grounds The provisions 
for guardianship, which have been outlined above, should be sufficient for dealing with this 
problem; but at present no statistics are available to show how many patients are under the 
guardianship of local health authoriti^, or other persons such as relatives" anThmv many 
of them are classifiable under each of the four officially recognized categories of mental 
disorder. ° 

In Scotland the position is different and the boarding-out of chronic patients, tvith 
relatives or with uirrelated guardians, has been extensively used for the past hundred years, 
especially in certain rural areas At the end of 1963 there were about 1,250 mental defec- 
tives under statu ory guardianshj^p, and less than too mentally ill persons. In addition there 
were just under 6,700 mental defectives and rather more than 2,300 mentally ill persons in 
the community, receiving regular wsits from local authoring staff ^ 

In other countries also, far-reaching arrangements are often made. In Switzerland for 
family care of patients who have made a partial social remission is supported by 
the canton, and the patients are wsited by medical and nursing officers who Le been 
appointed to this work. The patients may live and work, not only in their own homes or 
with relatives, but also in the homes of any respectable citizens who are willing to take them 
and who can be regarded as sufficiently responsible by the canton. Similar arrangements 
exist in Bcignm,, especially at the famed colony at Gheel in the province of Antwerp where 
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the tradition of family care is a very long one, and the local inhabitants, mostly engaged in 
farming activities, are thoroughly accustomed to this office. In Denmark, the mental 
hospital at Aarhus used to supervise about the same number of patients boarded out among 
the rural population of the area as were cared for as in-patients of the hospital. The number 
of boarded-out patients has decreased rapidly since the war, and the proportion now is less 
than ten per cent. In Sweden, mental defectives and people who have not recovered com- 
pletely from psychoses but are still partially incapacitated are often maintained in family 
care. The organization of family care is divided into districts, each with its chief psychiatrist 
and nurses who travel around in it. One of the special features of Sw edish hospital organiza- 
tion is that small homes situated in rural areas are used for the care of chronic psychiatric 
patients who can keep themselves clean, are easily cared for and able to do some work 
They are placed in groups of a few up to about 30 in farm-houses where they form a 
community under a head nurse. They learn to take some pride in helping to run the home 
and the farm. Every second ^veek the psychiatrist or the nurse visits the homes, which are 
owned hy the county councils. The same arrangement holds in Norway, where about half 


the officers of the mental hospital, or of local public health officers. 

Apart from the countries mentioned above, grant-aided family care is unknown Eve 
the continued supervision of chronic mental patients returned to their own families ' 
lacking or haphazard in most lands, although in England and the United States it is beff'n^ 
ning to grow. In 1956 in the U.S.A. over 7,000 patients were living in family care at publi' 
expense. It is not easy to assess factors which make boardhig^ont relatiuly easy in so ^ 
areas and almost impossible in others. The small amount of cash the peasant’s wife receiv ^ 
for keeping a former patient in her household seems to be attractive enough in Denm 
where through the universal co-operative arrangements of buying and selling little m 
goes through her hands. The importance and the meaning which Christian princ'T^ 
have for a rural population are also not to be under-estimated. ^ ® 

Further development along these lines is probable, and necessary in the future 'f 
only to check the over-crowding of many hospitals. A vigorous attack on the resocialv:: r ^ 
of those who are only partially incapacitated in the chronic mental-hospital populat’*^ 
is now being conducted at many hospitals. It is anticipated that the long-stay populat' ^ 
of psychiatric hospitals will be reduced, with important changes in hospital routine res I ^ 
ing. The supervision of chronic patients in the community is, however, not alwav 
thorough as might be hoped. We arc still in the process of discovering how far rehabiUtat’ 
can go, how far families are able to support the burden of a mentally ill member and K 
far hospital facilities are needed to provide the help of an asylum for the otherwise helples ^ 
Recent attempts in Britain to bring psychiatry into closer relation with the communitv 
for instance by the employment of social workers in larger numbers, by domiciliary visu 
from psychiatrists and treating patients in their own homes, were stimulated by earlt^ 
work along these lines in Uolland. In the laigest cities a central office of the local authorit^ 
supervises both hospital admissions and former and prospective patients living in the cortx^ 
munity. In the country outside those largest cities social psychiatric services, with psychia* 
irists and mental nurses trained in social work, supervise the mental patients as long as the 
are in the community; and they are intermediary in most cases when admission to or 
discharge from a mental hospital is arranged. 
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THE ORGANIZATION AND ADMINISTRATION OF 
PSYCHIATRIC SERVICES 

In almost all countries the main parts of the psychiatric services are decentralized to a 
large extent; as a general rule, they are financed and managed by the local authorities of can- 
tons, provinces, districts, etc., with some supervisory control from the central govern- 
ment either from its department of justice or department of health, or sometimes both. In 
some countries the central government may have one or more hospitals under its direct 
control, more particularly hospitals for criminal psychiatric patients. 

In Britain the Natiojial Health Service Act of 1^46 and the corresponding Scottish Act 
of 1947 completely re-organized hospital administration, taking the hospitals away from 
the county and borough authorities who till then had administered them, and placing them 
under the control of the Ministry of Health and the Department of Health in Scotland. 
This is an entirely new development, and warrants some description. A fuller account 
than is possible here has been provided by Maclay and Wilson (1950). 

Three sets of authorities are involved in the administration of psychiatric services in 
England and Wales, separate but similar organizations existing in Scotland. The first of 
these is the Mental Health Division of the Ministry of Health, which has the duty of co- 
ordinating mental health services in different parts of the country with each other and with 
other medical services, and supervising the work of the Regional Hospital Boards. 

These latter are the second set of authorities involved. The country is divided into 
fourteen areas, each with its central office, medical officers and psychiatrists, committees 
and permanent officials. The Regional Hospital Boards are responsible for the satisfactory 
working of the hospitals and out-patient clinics and other services under their jurisdiction, 
for planning new building or development, appointing medical and other hospital officers, 
supporting research, etc. Some hospitals, e.g. those to which a medical school is attached, 
which are under the control of the universities, and ‘disclaimed’ private hospitals, are not 
managed by the Regional Boards. 

Finally, despite the very great extent to which mental-healtlr work has been brought 
under central control, the local authorities are still responsible for the welfare of patients living 
in the community and for the after-cai e of those who have been discharged from hospital. 

The psychiatric services also have relationships with other government departments. 
As a result of war-time experience, at most employment exchanges, which are adminis- 
tered by the Ministry of Labour, there is a Rehabilitation Officer whose duty it is to obtain 
the most suitable employment possible for persons partially disabled, whether by injury, 
disease or mental abnormality. This officer consults and is consulted by hospital almoners 
and social workers working under medical direction in hospitals and clinics. The work 
done by these officers has been found of the greatest value by psychiatrists, who have 
been aided by them, and by the national full-employment policy, to get neurotic and post- 
psychotic patients back into useful employment in a way which was never possible before 
the war. 

The responsibility for the conduct of psychiatric clinics for children is shared between the 
Ministry of Education and the Ministry of Health. At most child-guidance clinics there is a 
close integration of the work of psychiatrists, psychologists, social workers and school 
teachers. At many centres there are regular conferences at which these workers meet. The 
merits and disadvantages of present child-guidance arrangements have been discussed in 
Chapter XI, p. 63^- 
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It is probably still too early to say to what extent this organization of psychiatric services 
^^iU need modification in the course of time. The tendency towards adminhtratife de~ 
centralization is clearly expressed in the 1959 Mental Health Act. It details the provisions 
to be made by local authorities in the form of accommodation and centres for discharged 
mental patients, appointment of mental health officers, taking over guardianships, etc. 
It also tries to dovetail provisions for the education of subnormal children by the local 
authority with other legal acts referring to children, such as the Children and Young 
Persons Act (1933) and the Childrens Act (1948). The Mental Health Review Tribunals 
are intended to be of local character; the Mental Health Division of the Ministry of Health 
has become essentially a supervisory and co-ordinating body. 

THE MENTAL PATIENT IN CIVIL LAW 

The wide field in which mental disorders and incapacities may affect civil rights, 
responsibilities and duties cannot be covered in this te.vt in any detail. The subject has 
recently been reviewed by Rylander(i96i) In some countries, e.g. Canada, the Netherlands 
and some of the States of the U.S.A., most civil rights arc suspended when the patient is 
committed to a mental hospital. As one authority (Overholser, 1954) has noted, it is quite 
unjustified to confound commitment with an adjudication of incompetency, which has 
serious consequences, and is a hardship for many patients. In nearly all other countries 
commitment of the mentally ill patient docs not depnve him of his civil rights, and the ques- 
tion of competency is dealt with after admission when an issue arises which requires a 
special decision. 
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declare wills void than the contracts made by mentally disordered persons. In the U.S.A. 
the testator should be clear that he is devising his property, know what it is and know who 
are the natural objects of his bounty. 

In England and Scotland it is essential that a will, disposing of property after death, to 
maintain its validity should be made by ‘a person of full age and sound disposing mind, 
executed in due form’. ‘A sound disposing mind’ is not necessarily synonymous with 
perfect sanity, as there are persons who are mentally ill who may even be certified patients 
in a mental hospital, and yet are capable of making a satisfactory will (Henderson and 
Gillespie, 1950). What is required is that the patient, at the time he makes his will must be 
able to recall {a) the nature and extent of his property, and {b) the persons who have claims 
upon his bounty; and (c) his judgement and will must be so unclouded and free as to 
enable him to determine the relative strength of these claims. 


Marriage and Divorce 

Mental illness and mental deficiency may be a bar to the patient’s marrying; it may be 
grounds for a petition for the annulment of a marriage, either by the patient or by his 
partner; and it may be grounds for a petition for divorce by the partner. The law relating to 
all four types of legal process -s^aries from country to country. 

In Switf^ei Idnd no mentally ill person ( Geisteskr anker'') can contract a valid marriage. 
Mental illness ( Geisteskt ankheit ) is a much wider concept than insanity, and may exclude 
from marriage persons who are not insane in the British sense, but who may even be capable 
of maldng a valid business contract. Furthermore the person who is about to marry must 
have the judgement and the insight into the nature and significance of marriage to under- 
stand all the problems and duties which are involved. These high requirements have been 
somewhat lowered in practice. In Germany and Austria anyone who is incapable of manag- 
ing his own affairs {‘geschdftsunfdhig') is incapable of marriage. Feeble-minded persons, 
psychopaths addicts and persons who have suffered a serious brain injury are commonly 
regarded as geschdftsnnfdhig', and can be placed under guardianship. If that has been done, 
they can only marry with their guardian’s consent. 

In Sweden insanity and mental deficiency are bars to marriage. For those who are 
capable of setting up and maintaining a home, it is possible to get the King’s permission to 
marry, after they have submitted themselves to sterilization. An application for nullity can 
be made by either partner, by the mentally disordered person not later than six months 
after recovery by the healthy partner not later than sLx months after first learning of the 
other s mental disease or defect. An application for divorce may also be made by the healthy 
partner if the mental disease of the other has lasted for three years. In Fmtoi/and Nomn'y 
psychosis and imbecility are absolute bars to marriage 

In other countri^ mental abnormality has to be severe to immlidate a marriage, although 
subsequent actions for nullity on slighter grounds may be possible. In England a marriage 
,s void nil ,mt,o i either par^- at the time of the marriage is suffering from insanity to such 
an extent as to be incapable of understanding the nature of the ceremony, or to have 
insane delusions about it. The Matrimonial Causes Act of 1950 makes a marriage voidable 
if one of the parties was at the ime of unsound mind, or a mental defective, or subject to 
recurrent fits of insanity or epilepsy. Only the sane party may seek relief, and must have 
been ignorant of this state in the partner at the time of marriage, and must have instimtcd 
proceedings within a year. In the United States, ,n nine States, eugenic considerations arc 
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involved, since mentally disabled persons are permitted to marry when sterilization has 
been performed, or when the woman is over forty-five years of age. The argument is that 
mentally disabled persons, Avhether their condition is due to hereditary causes or not, are 
unfitted to be parents. Britain and Sweden are among the few countries allowing a petition 
for annulment by the healthy spouse. In practically all countries a mentally incapacitated 
person may petition for the annulment of his marriage on the grounds that his consent was 
not vulid. In Greece^ where there is no restriction on the marriage of the insane and defec- 
tive, annulment of marriage on these grounds is not possible. 

In countries where the influence of the Roman Catholic Church on the cml law is 
strong it is not possible for either party to a marriage to obtain a divorce on grounds of the 
mental disorder of one of them. . 

and Spain; in Poriugal a civil ma 

religious authorities agree. In most countries, however, the spouse of an insane individiml 
can obtain a divorce if the illness has Listed a certain time and is deemed incurable. Generally 
three years is the period stipulated, but in England and Scotland it is five years. ^ 

In Britain, since the Matrimonial Causes Act of 1937, it has been possible for the wife 
or husband of an insane person to obtain a divorce on the grounds of the incurable insanity 
of the partner. It must be shown that the patient has been continuously under care and 
treatment for at least five years, even though for part of this time the treatment may have 
been received in a voluntary capacity. By incurable is meant that the patient is incapable of 
recovering by any means whatever to such a state as to be able to resume the ordinarv 
responsibilities of marriage, even though he may be able to live outside the walls of ^ 
institution. 


SteriUzation 

In many countries of the world an operation designed for the sole and exclusive puinn 
of causing sterility is not specifically permitted by law, and so may be felt to involve ^ 
risks. Specific statutes legalizing sterilization have been passed in Denmark, NorAvay a?d 
Sweden, and in a number of States of the U.S.A. In Britain the legal position has never 
been clarified beyond doubt, but there is little reason to think that an operation which is 
asked for by a patient and agreed to by the spouse would cause any undesirable W \ 
repercussions. Practice has changed a good deal m recent years, to a considerable extent 
due to the pioneering work of Dugald Baird in Aberdeen, so that the welfare of the patient 
including her social welfare (for it is nearly always the woman who asks to be sterilized) has 
come to be the primary consideration. The freedom with which psychiatrists ask for thU 
operation, and with which surgeons carry it out, varies very much from individual to 
individual. Sterilization on medical considerations usually causes no difficulty whatever 
e.g. where it is desirable to relieve a woman of the chance of pregnancy if that involves a 
risk to life or to mental or physical health. Sterilization solely for eugenic reasons is unusual 
but has certainly been done without any unfavourable legal consequences to the surgeon or 
to the medical advisers. The importance of social grounds is increasingly widely recognized 
but very variably interpreted. Thus a general practitioner, with or without the support of a 
psychiatrist, should find no great difficulty in arranging for the sterilization of a middle- 
aged mother of many children, overburdened by her large family. But it might not be so 
easy to arrange for the sterilization of a defective girl of promiscuous habits before allowing 
her to leave the institution for life outside, desirable as that might be for her future health 
and happiness. 
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In the three Scandinavian countries voluntary sterilization on medical, social or eugenic 
grounds has been permitted by Acts of Parliament. The Norwegian law was passed in 1933, 
the Swedish one in 1941. In these countries it is quite possible to recommend sterilization 
before permitting a mentally disordered or defective person to marry, or to leave a hospital 
for boarding-out. Psychiatrists in these countries have no doubt that the law is humane and 
permits greater freedom to partially incapacitated people to enjoy a more nearly normal life. 
Most sterilizations are being performed on mothers who are worn out and do not want 
more children, and who for a variety of reasons cannot use contraceptives. In Deiwiark, 
however, ever since the German occupation during the war of 1939-45, public opinion 
has been extremely sensitive to anything which can be construed as an attack on personal 
liberty. It has occasionally been claimed that the law does involve a hidden compulsion; 
and sterilization is used on a much smaller scale than before the war. Some authorities 
think that this tendency has gone too far. The genetical consequences may become apparent 
in due time. It has been calculated that the number of new cases of mental deficiency in 
Denmark is at the present time about 50 per cent, of what it would have been but for the 
application of the sterilization laws to mental defectives in the past ; and it may be that for 
the salte of human liberty an increasing number of oligophrenics will have to bear the burden 
of their incapacities in years to come. 

In Switzei land, also, sterilization has been widely used in many cantons, in a way 
similar to that obtaining in the Scandinavian countries. The availability of sterilization, and 
the security it gives to a married couple, have encouraged some relaxation of the law 
forbidding the marriage of the mentally disordered and the defective. The effective con- 
sideration is not so much that, by sterilization, the risk of passing on a morbid inheritance 
is obviated, as that by its means potential children are guarded against the risk of being 
brought up in an inadequate or even tragically unsuitable home. 

In America, Minnesota and Vermont are the only States which permit sterilization 
solely on a voluntary basis; all the other 26 States which have statutes provide for the 
compulsory sterilization of the mentally disabled. In these States the inmates of State 
institutions are liable, and six States provide also that persons outside such institutions 
coine within the law. In 27 States mental defectives are specified as liable to sterilization, 
and nearly all States also identify the mentally ill as being within the statutes In iS States 
epileptics are also included; and in some States other groups also, such as ‘hereditary 
criminals , sex offenders and syphilitics. However, in many States, the number of persons 
actually sterilized annually is very small; and according to Lindman and McIntyre, it is 
claimed that most of the operations are carried out with the consent of the patient 

It appears that opposition to sterilization is growing in the States, particularly where 
Roman Catholic influence is strong; it is said that Catholic opposition has contributed to 
the defeat of such legislation in several States. Lindman and McIntyre not onlv criticize 
the formal aspects of the law, e.g. for lack of due process, but they also ques'tion their 
scientific basis and call for its re-examination. 


A few words on th.s aspect would seem to be called for. It is very doubtful indeed 
whether compulsory stenlization should ever be enforceable by law. It is an interference 
with the subject which, tjdien inflicted without his consent, is iihely to offend asfalnst deep 
feelings and he felt to be humiliating Furthermore, the existence of laws permitting 
compulsory sterilization is a barrier in the way of developing a sensible attitude in society 
towards voluntary sterflization. If the law- were to make voluntary sterilization available to 
the individual who wished for it, on sound medical or social grounds, this would add to the 
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rties of the subject; it would indeed in many cases be of great help and service to the 
ividual himself, without taking any account of following generations. From the point 
lew of the next generation, many will think that a child born into a civilized community 
uld have at least an average chance of growing up in a happy healthy family. If one of 
parents is feeble-minded, or schizophrenic, or liable to frequent epileptic attacks the 
nee that the child has of enjoying normal care, love and security at home must be 
:erially lessened. In comparison with this consideration, the genetical risks to the unborn 
luch cases would appear to be relatively unimportant. 

Castration 

The operation of castration has not been authorized by law in any other than the three 
indinavian countries; and in them it cannot be carried out against the will of the indi 
ual. It can be applied to the insane or the mentally defective, or to aggressivelv dsv h 
hie persons with deviant sexual inclinations. The purpose is both to prevent % \ 

nes, and to alleviate the mental suffering of the individual under the pressure of h* 
ual aberration. It is claimed that the aggressive psychopath who asks for and submits 
: operation benefits by a considerably increased chance of settling down into normal I'f ° 

1 freeing himself from the tendencies which bring him into conflict with society H ' 
ir, very few operations have been carried out in recent years. 

Termination of Pregnancy 

Throughout the world, a movement towards the liberalization of the law and tjra t' 
relation to abortion is gathering strength. This movement is principally inspired 
dening of what is thought possible on humane grounds, and by the idea that worJ ^ 
emsclves should be able to exercise a larger measure of control over their own destinies ^ a 
e destinies of their families than has hitherto been thought right in patriarchally orient d 
cicties. This shift m ideas has also been strongly influenced on the one hand by th 
nseiv’ative effects of Christian religious beliefs, and on the other hand by the revolu^ 
nary force of ideas engendered by the Avorld-wide population explosion. As an exam ) 
what is demographically possible one c.an point to Japan, where the widespread availa 
lity of abortion, and its very low cost to the individual in monetary terms, has been a more 
itent force than propaganda for contraception in enabling the population size to be 
ought to equilibrium. In such countries as Japan psychiatric indications for termination 
pregnancy \m 11 not need to be put in evidence, m such countries as Italy and Spain such 
dications, honever urgent, would not be permitted to prevail against the total interdict 
i destroying the life of the embiyo. In Britain the liberalizing tendency gathered momen- 
m over a period of about two years to the point at which, against extremely dogged 
sistance both in Parliament and without, the Abortion Act of 1967 was passed. The Act 
me into force in 1968; its provisions are discussed below. 

In Europe the countries that lead the advance are Denmark and Swden. In these lands 
lecial laws legalize the termination of pregnancy on medical grounds, if the pregnancy is 
pected to cause serious impairment of the woman’s health or risk to her life, on eugenic 
ounds, and on humane grounds in the case of pregnancy from rape or incest. Psychiatric 
edical grounds for termination include psychotic states, reactive depressive conditions 
ith risk of suicide, and psychasthenic or neurasthenic conditions. Social circumstances 
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are also to be taken into account in recommending termination on medical grounds. Yi 
who have had too many children, or who cannot have more children without heir 
versely affected, may also have the pregnancy terminated on grounds of ‘weakne 
‘wealcncss foreseen’. 

Ekblad (1955) carried out a foIIow-up study of 479 women in whose cases preg 
had been terminated on psychiatric grounds; the modal age was in the quinquei 
26-30, and 65 per cent, were married, 27 per cent, single. Nearly 60 per cent, of 
had had symptoms of chronic neurosis or abnormal personality even before the pregr 
None of them was suffering from an endogenous psychosis at the time of the abo 
psychasthenia and anxiety neuroses were the commonest diagnoses (36 per cent.), t 
fewer than 201 out of the total of 479 were regarded as normal personalities. The core 
est indication for abortion was that of weakness. The risk of illegal abortion or suicid 
greatest in the women who had been deserted by their male partner, especially amor 
unmarried women. About a quarter of the women felt some self-reproach after the 
tion, and about one in nine of them (54 in all) felt serious self-reproach or regretted 
one regards this as a depressive reaction to the termination, then it was a very mile 
reaching a point at which worldng capacity was impaired in only 5 cases. It is notev: 
that the psychiatrically normal women were the ones least lilcely to show this unfavoi 
reaction afterwards ; the greater the psychiatric indications for a legal abortion, the g 
also was the risk of psychic sequelae. Ekblad concluded that termination of preg 
could often be properly combined with sterilization, which would obviate the ris 
repeated pregnancies and repeated legal terminations; where the women strongly d( 
sterilization it would have the least risk. In a later work (1961) Ekblad showed that stei 
tion was an extremely safe procedme psychiatrically in women over the age of 3c 
already had one or more children. 

The situation in England, Wales and Scotland has been transformed by the Abe 
Act of 1967 ; the Act does not apply to Northern Ireland. The Act came into force in 
1968 for the rest of the United Kingdom. At the time of writing, the Minister’s Reguk 
under the Act are yet to be made. The medical viewpoint on the provisions of this Act 
been clearly explained in a memorandum from the Medical Defence Union, publish 
the British Medical Journal on the 23rd March, 1968, to which we now refer. 

The Act is permissive only. Abortion remains a criminal olfence under the Off' 
Against the Person Act of 1861 ; but exceptions are now created by which a regis 
medical practitioner will not be guilty of an offence when he takes steps to termir 
pregnancy in certain circumstances, as follows: 

Section i (1). Two registered medical practitioners must form in good faitlt the opinion set 
the next succeeding paragraph and certify it in accordance with the regulations made under Sec 
of the Act. 

The opinion must be to one or more of the following effects : 

(a) that the continuance of the pregnancy would involve risk to the life of the pregnant woman g 
than if the pregnancy were terminated; or 

(b) that it would involve risk of injurj- to the physical or mental health of the pregnant woman g 
than if the pregnancy were terminated ; or 

(c) that it would involve risk of injurj^ to the physical or mental health of any existing cliildrcn 
pregnant woman’s family greater tlian if the pregnancy were terminated; or 

(d) that there is substantial risk that if the child were bom it would suffer from such plij^si 
mental abnormalities as to be seriously handicapped. 

Section i (2). In determining whether the continuance of a pregnancy w^ould involve risk of i 
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phi-sical or mental health of the pregnant woman or to the physical or mental health* 

S children of her family greater than the termination of the pregnancy Ae practidoner jnay take 
count the pregnant woman’s actual or reasonably foreseeable environment. , 

:tiQn I (4). An abortion may be performed by a practitioner who is of the opinion, formed m 
aith, that the termination is immediately necessary to save the life or to prevent grave penn^ent 
to the physical or mental health of the pregnant woman. In such a case a second medical 5*P*^on 
required by law, nor is there any restriction on the place where the operation may be petiormed. 
rgulations regarding certification and notification apply. 

[\y treatment for the termination of pregnancy, but not preliminary examiriabons, 
be carried out in a National Health Service hospital or in a place approved fbf the 
)Se by the Minister of Health or by the Secretary of State for Scotland. The fact of the 
nation must be notified in a prescribed form to the Chief Medical Officer of the 
5try of Health or to the Chief Medical Officer of the Scottish Home and Health 
rtment. 

he Medical Defence Union memorandum gives useful opinions on a nun^ber of 
y points. Under Section 1 (i) ‘any existing children’ includes a single child, legitimate 
:gitimate, or adopted, or a step-child, if part of the pregnant woman’s family; riPr must 
hild be under ai. A practitioner would, for instance, be entitled to take into account the 
snee of a severely handicapped adult child living with the mother, or indeed of any 
who is dependent on her for health and well-being ‘Substantial risk’ and ‘seriously 
icapped' are phrases not defined in the Act. They are undefinable, and it is probable 
the courts would be at pains to avoid trying to define them. The question which would 
iked is ‘Was the doctor's opinion that there w'Os or was not a substantial rUk of serious 
ical handicap one which could not in good faith be formed by any reasonable doctor?* 
risk, then, has to be a real risk and one which a practitioner acting responsibly ahd with 
inable care would not be justified in disregarding. 

Jnder Section 4, the Act lays down that no person shall be under any legal duty to 
.cipatc in any treatment authoihed by the Act to which he has a conscientious objection, 
ss the treatment is necessary to save the life or prevent grave permanent injury to the 
iical or mental health of a pregnant woman. This does not absolve a praetitionex from 
duty to bis. patvewt- U the doctor thinks, that, 'Mere for Ws conscientTOus 
ction, it might be lawful to recommend or perform abortion, or if he feels that his 
scientious objection makes it impossible for him to form an opinion on the question, 
. he should refer the patient to another doctor. It would be quite possible for a doctor to 
: a conscientious objection to abortion in one set of circumstances, e.g. j f i d) and not in 
Iher set. It might also be right for a doctor to feel a conscientious obieSion in the 
umstances of an individual case, though not generally. 

The tnemoranduro gives clear directions on the subject of consent. The written consent 
he patient should always be obtained. If the patient is married and livinB with her hus- 
d the proposed abortion should be fully discussed with him if time and^cirr.ims«"-~ 

mit. If the reason for * — • 

Ith of any existing chi 


n part of the doctor’s , 
he 


wuiy loreseeable enviroument’. 


he pregnancy is to be terminated because its continuance would in ,.,1 • 

ihet’s life or her physical or mental health it is not essential in 1^^?- ' r f k' 
band to be obtained. Mote difficult is the case in which the husband refuses 
rtion uhich the doctor thinks justified under i (i c or d). Such n rf.fn<4 ° 

ugbtlcss or selfish, and may arise from deeply felt convictions. In such a caK h woX be 
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well to take further advice from colleagues ; but in the end it will be the doctor’s duty to make 
the decision. If in good faith he then terminates the pregnancy in spite of the husband’s 
refusal, he will be most unlikely to find himself in serious trouble in the courts. 

If the patient is single no consent is required from the putative father. It is not considered 
necessary in law to obtain the consent of the parents to terminate the pregnancy of an 
unmarried girl who is aged between 16 and 21 ; but it is thought that it would be prudent to 
get their consent if the girl were living with them. The doctor must get the girl’s authority 
before he seeks the consent of her parents. Parental consent would certainly not be necessary 
if the girl had left home with her parents’ agreement and was leading an independent life. 
When the girl ts under 16 her parents should always be consulted, eveti if she herself forbids the 
doctor to do so. The written consent of the parents should be obtained, but their refusal 
should not be allowed to prevent a lawful termination to which the patient herself consents 
and which in the doctor’s opinion is clinically necessary. Conversely, termination should 
never be carried out in opposition to the girl’s wishes, even if the parents demand it. 

Psychiatrists will wait with the keenest interest to see what the Minister’s regulations 
will be, and how the new Act will work out in practice. It is most unlikely that there will not 
be a considerable easing of the pressures of fear and guilt which have in the past motivated 
the medical profession to a rigid conservatism in this field. However, changes in practice 
are not likely to be revolutionary. Beds in National Health Sersdce hospitals are probably not 
going to be made available in sufficient numbers to cope with the numbers of terminations 
which Avill now qualify under the terms of the law, and with the demands which will be made 
by womeri seeking relief from a pregnancy which seems to them a disaster. Gynaecologists 
are not going to be willing to see their hospital practices disrupted ; nor does it appear that, 
up to the time of writing, there has been more than a trickle of applications by nursing 
homes to be put on the Minister s list of places approved. One may see the number of 
illegal operations carried out annually being only slowly eroded. Nevertheless much good 
may be done. If the change in attitudes which can be expected has only the effect of bringing 
women with an unwanted pregnancy to proper medical consideration in the earliest weeks 
of the pregnancj^ instead of at the last possible moment, the stress and even panic which till 
now has so often prevailed will give place to an emotional atmosphere more propitious for 
humane and reasonable decisions. When, in the fullness of time, the chemical methods of 
termination have been perfected and surger^^ is no longer needed except in unusual 
circumstances, this compromise Act can be expected to show its beneficent potentialities 
more fully. 


CRIMINAL RESPONSIBILITY 
England and Wales 

In British procedure the psychintric state of an offender is likely to be taken into con- 
s, derat, on at almost every stage of the administration of justice. It tviil first arise during the 
course ofpohcc tngumes If the offence ,s not a very serious one, and the offender is .nanifestly 
mentally .11 and ,t furthermore the police can assure themselves that such arrangements arc 
being made for the treatment of the offender that public safety and order ate not jeopar- 
dized. .t will frequently happen that no legal action for his punishment ivill be taken. 
On occasion even such offences as a theft, assault or a sexual misdemeanour, attributable 
to mental illness rvh.cl. has led to admission to a mental hospital, are not folloivcd bv 
prosecution. This is a discretionary function tvhich, if not strictly based on h,v is vet 
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beneficial in action; and it merely means that latv officers from the Director of Public 
Prosecutions down to senior police officers of local districts are open to the influence of 
commonsense. For law officers to permit the incident to be handled in this way the offence 
must be a relatively unimportant one; and in aJJ other cases a prosecution will be begun, 
though it will not always lead to trial. 

In magistrates' courts psychiatric issues are handled in a way very different from the 
treatment they are given in higher courts. In these courts of summaryjurisdiction it is most 
unusual for sentences longer than six months to be imposed. It is, therefore, hardly sur- 
prising that the magistrate js not able, as is a jury in a higher court, to find that the accused 
was guilty of the act charged but was insane; for such a verdict would lead to the classifica- 
tion of the accused as criminally insane, and his detention as a criminal lunatic for an in- 
determinate time. It IS, however, quite possible for the magistrate to find the accused not 
guilty on the grounds that he did not really know what he was doing. Alternatively, if the 
magistrate believes that the accused should be dealt with as an insane person, he can take 
appropriate action. 

The Mental Health Act 1959 eased the path of judicial authorities in dealing with 
offenders along psychiatric lines. If the offender is convicted and is liable to imprisonment, 
the court may authorize his admission to hospital and detention there, or place him under 
guardianship. The court must be satisfied by the evidence, written or oral, of two medical 
practitioners that the offender is suffering from mental illness, psychopathic disorder (at 
any age, and not only under 21), subnormality or severe subnormality, and that it is of a 
nature or degree which warrants detention in hospital or guardianship; and the court must 
be of the opinion having regard to all the circumstances that the most suitable method of 
disposing of the case is by means of an order under the Act. A magistrates’ court may make 
such an order without recording a conviction, if the accused is suffering from mental illness 
or severe subnormality, and the court is satisfied that he did the act or made the omission 
complained of. One of the two practitioners whose evidence is taken into account must be 
a practitioner approved for the purpose by a local health authority as having special 
experience in the diagnosis or treatment of mental disorders. A suitable hospital has to be 
found uhosc managers are ivilling to receive the offender as a patient, and he fias to be 
con^■eycd there within 28 days. 

This does not exhaust the powers of the magistrate. He can also, in appropriate cir- 
cumstances, give a short sentence of imprisonment and at the same time order that the 
prisoner’s mental condition be brought to the attention of the prison medical officer. If the 
man is insane, it is open to the prison doctor to certify him and arrange for his transfer to an 
ordinarj’ mental hospital. The prison medical officer is also able to certify, and to transfer to 
a mental hospital, persons awaiting trial as well as those who have already been convicted. 

Finally it is common practice for the magistrate to remand an accused person for a 
medical report, and when this report is to hand, to be influenced thereby in the sentence he 
gives. He ma)’, for instance, forgo the award of punishment, but put the accused on probation 
on the undertaking that he will receive medical treatment. 

At higher courts, such as an assize court, the mental disorder of the accused miy be 
brought as a plea in bar of trial, and it is open to the representative of the accu* ed to 
contend that his client is unfit to plead. For this to be sustained, the jury must 5 isfied 
by the evidence, e.g. that of the prison officer who has had the man under obser\ ^rion, that 
he is unfit to understand the evidence, or to instruct his counsel, or suffers from some 
similarly fundamental disability. If this is found, then the jury may find that the accused is 
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‘under disability’, and the court will then order him to be admitted to such hospital as may 
be specified by the Secretary of State. The patient is then dealt with as if he were subject 
to a hospital order under Section 60 of the Mental Health Act, together with an order under 
Section 65 restricting his discharge without limitation of time. 

It is to be noted that the requirements of the law are strict, and that only persons who are 
very grossly mentally disordered fall within them. Persons in a severe state of psychotic 
depression, or suffering from a delusional psychosis without gross disorganization of the 
personality, would not ordinarily be regarded as unfit to plead, if it were not that in practice 
the interpretation of the law, both by medical witnesses and judges, is much more liberal 
than the law itself. Mental defectives may also be found unfit to plead; idiots and imbeciles 
would certainly be deemed unfit, and many in the lower grades of feeble-mindedness 
would also escape trial in this way. 

As a matter of practice, if the fitness of the accused to plead is put before the jury it is 
not usually in dispute. The opinion of the prison medical officer is as a rule accepted by the 
prosecution, the defence and the court itself without question. The report of the medical 
officer is made available to the defence, who then call him as a witness. It is not open to the 
prosecution to produce this evidence, but if they do not contest it, the judge will direct the 
jury to return a verdict accordingly. However, there was a remarkable case in 1950 
(Rivett) in which two juries, under the guidance of the judge, found the accused fit to 
plead, although two medical practitioners on the first occasion, and three on the second, 
gave evidence that he was insane and unfit to plead. He was subsequently found guilty of 
murder, and was finally executed after a statutory inquiry had been held. 

The third stage in the administration of justice at which the insanity of the accused may 
be considered is at the trial itself. The defendant may then enter a plea that he was not guilty, 
and support it by evidence of insanity. If the evidence is accepted, the jury will bring in a 
special verdict that he is not guilty by reason of insanity. This verdict may be reached 
when It has not been offered as a plea by the defence. An appeal to the Court of Criminal 
Appeal can be made, on grounds of law or fact (the Criminal Procedure (Insanity) Act, 
1964). The law assumes that every man is sane until proof is brought to the contrary, and 
the onus of proof is therefore on the defence, who must show that at least a balance of 
probabilities is in favour of insanity. Furthermore it must be shonm that the accused was 
insane at the tune the offence was committed. 

The degree of msanity required to sustain such a defence has been laid dotm. The tvay 
m which this was done is unique in the history of English common law. as the definition 
was not made by a Court of Justice m a specific case, which could then be quoted as a pre- 
cedent, but hy Rules la,d down by Judges who were called on to consider purely theoretical 
issues. These Rules are gmerally called the McNuughtou Rules, as they wL occasioned by 
the trial ,n 1843 of a deluded murderer of the name of McNaughton*. Public interest in the 
case led to a debate in the House of Lords, and the House of Lords subsequently put five 
questions to the judges, whose answers constitute the Rules. This unusual proeXe has 
undoubtedly been a stumbling-block in the way of progress in forensic psychiatry from 
1843. when the ^=3 were framed, to the present day. For it crystallized a contemporary 
opinion, and isolated it from the continuous process of growth and development to which 
the common law is otherwise subject. ^ 

Those of the Rules which are now operative, when evrirnooia,! • , • , , 

^ ^'^Pressed in non-teclmical language, 

* This is the spelling of McNaughton’s one and only known signature (Morton 1956) 
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afErm, that the accused shall only be regarded as insane to the point of escaping responsibility 
for his criminal act, if he was labouring under such a defect of reason, from disease of the 
mind, as not to know the nature and quality of the act, or if he did know it, not to know that 
what he was doing was wrong. The precise meaning of these phrases has also been made clear 
by high authority. The accused must not have understood the physical nature of the act, 
e.g. he must have thought that in striking his victim with an axe he was chopping a piece of 
wood. Alternatively in not knowing that what he was doing was wrong he must (by disease 
of the mind) have been deprived of the knowledge that his act was against the law of the 
land. 

These rules are, of course, exceedingly strict, so strict in fact that few people other than 
idiots, imbeciles and the delirious or grossly demented would be covered. In practice, 
however, interpretation is as a rule much more liberal. Judges may not even mention the 
Rules, or may fail to apply them strictly, if there would be little doubt on the evidence that 
the jury would regard the accused as insane. On the other hand, if the accused were more 
probably psychopathic than psychotic, and especially if his crime had aroused strong feelings 
of reprobation and horror, the trial judge might lay down the law as expressed in the Rules 
m a very precise and strict way, and hold the medical witnesses firmly to the point. 

This variable attitude on the port of fudges has led to curious anomalies. It has meant 
that there have been differences between judge and judge and from case to case, which arc 
not in accordance with the spirit of justice. The personal reaction of the judge to the case 
before him, through its effect on the examination of medical witnesses, has probably in- 
fluenced too much the verdias of juries and the fate of prisoners. How far this reaction 
may deviate from one which a psychiatrist could welcome is shown, for instance, in the 
evidence given by the Lord Chief Justice to the Royal Commission on Capital Punish- 
ment in 1950. Referring to the trial of Thomas John Ley, Lord Goddard stated the strictly 
legal view-point clearly and uncompromisingly. He maintained that a man might be 
insane, and yet so widced in his madness as to be properly sentenced and executed. A 
delusion might excuse a criminal act, if the act were legally excusable had the delusion been 
true. The significance of the delusion as evidence of an insanely distorted mind was not 
felt to be important. 

^Vhereas msan’uy on arraignment is commonly found in cases where the accused has 
committed a less serious crime, a plea of not guilty on grounds of insanity is rarely made 
except m trials for murder. Nevertheless as murder is rare and other serious crimes are 
much more common, the number of such pleas in other cases is probably greater than in 
murder rases. Now that capital punishment has been suspended in Britain for a trial 
period of fi%e years, changes in practice with regard to the defence plea of insanity will 
probably occur. 


Although the McNaughton Rules speak of ‘disease of the mind’, they had always been 
held to cover also persons whose reason was impaired by mental deficiency. A different 
J^adebythejudgcinthetrialof 5 /w#e«(in 1952), a feeble- 
n ™fit to piLd and been 

bout of institution, and during his few 

and a Ml trial oP'n'nn was deeply aroused about this case, 

PsycWogtcal necessity for the nation as a whole. His fitness to plead 

deficiencj W'as given and was not disputed by cxnerts anoeariTitr fnr .* \n 

medicil PTnprts ,, . ^ experts appearing tor the prosecution. AP 

med.cal e.rperts, honeier, were compelled to agree that the accused was not suffering from 
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a disease of the mind, in the accepted psychiatric usage of that term, and that he was not 
insane. After a very full discussion of the psychiatric aspects of his case, he was found guilty 
and sentenced, though subsequently reprieved. 

At the present time, accordingly, it is difficult to know how far the mental defective is 
covered by the McNaughton Rules. Indeed the entire legal situation must be regarded as in 
flux, since the Mental Health Act of 1959 destroyed the entire concept of certifiable insanity, 
with which the medico-legal concepts of responsibility have been so integrally connected. 

The way in which these various provisions relating to the legal treatment of the insane 
criminal in the case of murder, and the extent to which mental abnormality enters into such 
violent and unusual crimes, may be exemplified by Home Office statistics for the years 
1900-48. During this period there were 7,318 murders known to the police, and in 1,635 
cases (22 per cent.) the suspect committed suicide. Persons arrested for murder numbered 
4,077 ; but only 3,061 were committed for trial at Assizes. Of these 654 were acquitted or not 
tried, 412 (13 per cent.) were found insane on arraignment, and a further 7S3 (26 per cent.) 
were found ‘guilty but insane’. A further small proportion, about 4*5 per cent., having been 
sentenced to death, were certified insane in prison and respited to Broadmoor. 

Sufficient mention has been made of the effect in criminal law of insanity and mental 
deficiency. It remains to consider lesser degrees of psychiatric abnormality. In England 
the position was radically changed in crimes of homicide by the Homicide Act of igSJ- 
The principal effect of this Act was to classify murder into two classes, capital murder 
and murder, liability to the death penalty being restricted to the former. In addition the 
Act enlarged the concept of provocation and made special provision for suicide pacts, in 
reducing murder to manslaughter. However, the most important provision from the 
psychiatric point of view was to introduce into the English system the Scottish concept 
of diminution of responsibility. The clause in the Act runs: 

(1) Where a person kills or is a party to the killing of another, he shall not be comicted 
of murder if he was suffering from such abnormality of mind (whether arising from a 
condition of arrested or retarded development of mind or any inherent causes or induced 
by disease or injury) as substantially impaired his mental responsibility for his acts and 
omissions in doing or being a party to the killing. 

(2) On a charge of murder, it shall be for the defence to prove that the person charged 
is by virtue of this section not liable to be convicted of murder. 

(3) A person vffio but for tliis section would be liable, whetlier as principal or as acces- 
sory, to be convicted of murder shall be liable instead to be convicted of manslaughter. 

(4) The faet that one party to a killing is by virtue of this section not liable to be 
convicted of murder shall not affect the question whether the killing amounted to murder 
in the case of any other party to it. 

Now that the capital penalty has been suspended for five years it is not clear how widely 
this section will be applied. It is possible that some killers who are brain injured or grossly 
psychopathic or of low intelligence will be dealt with under its terms. 

In crimes other than homicide, no question of impaired responsibility arises. It is 
possible that the mental^ abnormality of a psychopath might be taken into consideration 
by the judge when passing sentence, especially if there is a prospect of medical treatment 
preventing a second offence. Judges, however, bear in mind the fact that psychiatric 
treatment is possible in prison as well as out of it. 
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Scotland 

Law and practice in Scotland is much the same as in England, with some i: 
e.vccptions. If an accused person is insane, he will almost certainly be found so 6 e 
on arraignment, so that psychiatric defences in the trial, and the special verdict 
but insane’ are comparative ranties. If such a defence is raised at trial, the Me! 
Rules arc not often cited by judges as the definitive criterion of insanity, althou 
normal process of development of the common law the spirit of those Rules in 

summing-up. , v i ■ t j- • 

In the Scottish law relating to homicide the doctrine of diminished rcs] 
developed slowly in the common law, but is nowfirmly founded. If itcanbe prov 
accused is suffering from some condition which, though not rendering him Icga 
affects his powers of understanding or self-control, then it is possible to reduce 
from murder to the lesser offence of culpable homicide. For this the sentence 
period of detention up to life, and is usually one of seven to ten or more years, lli 
prisoner spends his term of imprisonment in an ordinary prison, and is no 
psychutnc institution. Scottish lawyers are convinced that the concept of 
responsibility has enabled a greater measure of justice to be done in horn 
The psychiatrist, liowevcr, is inclined to doubt the wisdom of a system which rc 
society for only a limited term what axe probably among the most dangerous 1 
the community; and it would seem to him that an indeterminate sentence w’oi 
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realistic. As the law operates, psychopathic personality is not covered except in rare cases ; 
the conditions which are most usually taken into account in this way are mild organic defects 
of the nervous system, such as may have been produced by alcohol, old meningitis or ence- 
phalitis, head injury, etc. Otlier patients who have escaped the death penalty by these 
means have also included mild paranoid states, and even persons suffering from severe 
neurotic conditions. 

The provisions in Scottish law relating to vicjital deficiency differ somewhat from the 
English ones. Mental deficiency cannot be pleaded ‘in bar of trial’, and, theoretically, it 
cannot be pleaded ‘in bar of sentence’, i.e. to obtain the special verdict of ‘guilty but insane’. 
In practice, however, it seems that the grossest degrees of deficiency would be accepted by 
the court as excusing from responsibility, and mental deficiency is often a strong element in 
a plea of ‘diminished responsibility’. If such a plea were sustained, the judge could order, 
in lieu of punishment, that the prisoner be detained in an institution for mental defectives. 

United States of America 

As both law and practice vary widely in tlie United States from State to State, it is 
difficult to say much about the Union as a whole. Judges, counsel and jury seem to have a 
rather greater respect for psychiatry and the psychiatric witness in America than in England, 
although the attitude of psychiatrists to criminal responsibility and insanity also differs widely 
from centre to centre. In many States there are two (or even three) degrees of murder, only 
the first being met with a capital sentence; and in these States psychiatric evidence fre- 
quently has the effect of reducing the degree of the crime of which the accused is convicted, 
rather than leading to a verdict of ‘guilty but insane’ or its equivalent. Similarly, in the case 
of lesser crimes than murder, psychiatric evidence may be produced in order to secure a 
mitigation of sentence. In many, if not all, States the tendency is to find all insane persons 
unfit to plead, so that insanity is considered at a stage of the trial before the legal battle has 
started in earnest. This preliminary elimination has the effect of reducing the importance of 
legal tests of criminal responsibility. 

The. powers of the jtny are much Mder in the United States than in England, and the 
power of the judge to direct tliem correspondingly less. It seems, in fact, perfectly possible 
for the jury to ignore the directions of the judge entirely; and in most States the judge has 
to be careful in summing up merely to instruct the jurj'' in the state of the law, leatdng it to 
them to apply the law to the case under consideration. The legal definition of tire various 
degrees of murder is vague, and to juries largely incomprehensible, so that they reach their 
verdicts probably largely influenced by thoughts of what would and what would not be an 
appropriate punishment. 

After they were formulated in England, the McNaughton Rules came to be adopted 
in the United States as well, since Anterican common law is itself an offshoot of English 
common law. In 30 States they are the sole criterion of criminal responsibility^ and in all 
other States (with the exception of Vermont, New Hampshire and possibly Montana) and in 
the armed forces they are used in conjunction with other tests. However, the interpretation 
of the Rules often differs from diat obtaining in England. In England it is no defence for the 
accused to have committed his act, as he believed, under the direct instruction of the 
Almighty if he still retained the knowledge that it was against the law of England; in 
America they set a less extreme value on the sacrosanctity of their laws, and concede that 
the Almighty’s express commands might be deemed to take precedence. * 

An impoitant additional test, vhich is non here relied on as the sole criterion of criminal 
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theless, «as .iieiiMiu.y uriven to it by an ovcrpotverinj impulse resulting from amenai 
condition normal passions, such as blind anger or jealousy, do not qualify as a ‘mental 
condition m this sense. *1 / j 

A most interesting development has been the introduction of what is called the ‘Product 
Kule. In 1871 the New Hampshire Supreme Court rejected the McNaughton Rules as 
inadequate, stating that the verdict should be not guilty by reason of insanity, ‘if the 
killing was the offspring or product of mental disease in the defendant'. New Hampshire 
was alone m the use of this formulation until 1954 when the United States Court of Appeals 
for the District of Columbia in the case of J)ur/iam v. United States held that ‘an accused 
K not criminally responsible if his unlawful act rras the product of mental disease or mental 
defect'. This corr^ponds very nearly to the strong subjective sense that psychiatrists have 
of what responsibility should mean; and it has an advantage over the irresistible impulse 
rule, in that it covers acts which are the result of slowly rather than suddenly formed 
resolutions, such as the acts of the melancholic and the paranoiac. Further precision has 
bwn given to the formulation by stating that the criminal act ^vas the product of the mental 
disease or mental defect *if the act would not have occurred except for the disease or defect; 
and that is so whether the disease or defect was the only cause of ihc act, or the principal 
one of several causes, or one of several causes’. 

The American Bar Foundation (Lindman and McIntyre, 1961) discuss theMcNaughton 
and these other formulations in an exhaustive and critical way. In general 11 seems to be 
agreed that the primarj- defect of the McNaughton test is that it rests ‘on an entirely 
obsolete and misleading conception of the nature of insanity, since insanity does not only, 

Of primarily, affect the cognitive or intellectual faculties, but affects the whole personality 
of the patient, including both the will and the emotions'. The McNaughton Rules are 
l^inimalistic; the great majority of patients in mental hospitals, even the grossly insane, 
know what conduct is proscribed by the rules of the hospital, and know that breach of the 
fules may result in the forfeiture of some privilege Chief Judge Ihggs of the U.S. Court of 
Appeals gave in a written judgement the opinion: ‘The law, when it requires the psychia- 
^rist to state tvhether in his opinion the accused is capable of knowing riglu from wrong, 
compels the psychiatrist to test guilt or innocence by a concept which has almost no 
recognizable reality.’ However, conceptual and semantic dilVienUies ntw in connexion 
^ ^0 with the irresistible impulse rule and the product role. There likely in be no final 
escape from t>ioc» -t r...; «lt ri.„lo tir.. sPTOOil ol.lCC to 
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realistic. As the law operates, psychopathic personality is not covered except in rare cases; 
the conditions which are most usually taken into account in this way are mild organic defects 
of the nervous system, such as may have been produced by alcohol, old meningitis or ence- 
phalitis, head injury, etc. Other patients who have escaped the death penalty by these 
means have also included mild paranoid states, and even persons suffering from severe 
neurotic conditions. 

The provisions in Scottish law relating to mental deficiency differ somewhat from the 
English ones. Mental deficiency cannot be pleaded ‘in bar of trial’, and, theoretically, it 
cannot be pleaded ‘in bar of sentence’, i.e. to obtain the special verdict of ‘guilty but insane’. 
In practice, however, it seems that the grossest degrees of deficiency would be accepted by 
the court as excusing from responsibility, and mental deficiency is often a strong element in 
a plea of ‘diminished responsibility’. If such a plea were sustained, the judge could order, 
in lieu of punishment, that the prisoner be detained in an institution for mental defectives. 

United States of America 

As both law and practice vary widely in the United States from State to State, it is 
difficult to say much about the Union as a whole. Judges, counsel and jury seem to have a 
rather greater respect for psychiatry and the psychiatric witness in America than in England, 
although the attitude of psychiatrists to criminal responsibility and insanity also differs widely 
from centre to centre. In many States there are two (or even three) degrees of murder, only 
the first being met with a capital sentence; and in these States psychiatric evidence fre- 
quently has the effect of reducing the degree of the crime of which the accused is conweted, 
rather than leading to a verdict of ‘guilty but insane’ or its equivalent. Similarly, in the case 
of lesser crimes than murder, psychiatric evidence may be produced in order to secure a 
mitigation of sentence. In many, if not all. States the tendency is to find all insane persons 
unfit to plead, so that insanity is considered at a stage of the trial before the legal battle has 
started in earnest. This preliminary elimination has the effect of reducing the importance of 
legal tests of criminal responsibility. 

The powers of the jury are much wider in the United States than in England, and the 
power of the judge to direct them correspondingly less. It seems, in fact, perfectly possible 
for the jury to ignore the directions of the judge entirely; and in most States the judge has 
to be careful in summing up merely to instruct the jury in the state of the law, leaving it to 
them to apply the law to the case under consideration. The legal definition of the various 
degrees of murder is vague, and to juries largely incomprehensible, so that they reach their 
verdicts probably largely influenced by thoughts of what would and what would not be an 
appropriate punishment. 

After they were formulated in England, the McNaughton Rules came to be adopted 
in the United States as well, since American common law is itself an offshoot of English 
common law. In 30 States they are the sole criterion of criminal responsibility, and in all 
other States (with the exception of Vermont, New Hampshire and possibly IMontana) and in 
the armed forces they are used in conjunction with other tests. However, the interpretation 
of the Rules often differs from that obtaining in England. In England it is no defence for the 
accused to have committed his act, as he believed, under the direct instruction of the 
Almighty if he still retained the knowledge that it was against the law of England; in 
America they set a less extreme value on the sacrosanctity of their laws, and concede that 
the Almighty’s express commands might be deemed to take precedence. 

An important additional test, which is nowhere relied on as the sole criterion of criminal 
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responsibility, is in use in fifteen States and in the military and the federal jurisdiction, 
coupled with the McNaughton right/wrong test. The test applies to a defendanMvho may 
know the nature and quality of his act and may be aware that it is wrong, but who, neter- 
theless, w-as irresistibly driven to it by an overpowering impulse resulting from a mental 
condition; normal passions, such as blind anger or jealousy, do not qualify as a mental 
condition’ in this sense. , ,, j , m j 

A most interesting development has been the introduction of what is called the rroauct 
Rule’. In 1871 the New Hampshire Supreme Court rejected the McNaughton Rules as 
inadequate, stating that the verdict should be not guilty by reason of insanity, if the 
killing was the offspring or product of mental disease in the defendant’. New Hampshire 
was alone in the use of this formulation until 1954 "'hen the United States Court of Appeals 
for the District of Columbia in the case of Durham v. United States held that ‘an accused 
is not criminally responsible if his unlawful act vvas the product of mental disease or mental 
defect’. This corresponds very nearly to the strong subjective sense that psychiatrists have 
of what responsibility should mean; and it has an advantage over the irresistible impulse 
rule, in that it covers acts which are the result of slowly rather than suddenly formed 
resolutions, such as the acts of the melancholic and the paranoiac. Further precision has 
been given to the formulation by stating that the criminal act was the product of the mental 
disease or mental defect ‘if the act would not have occurred e.xcept for the disease or defect; 
and that is so whether the disease or defect was the only cause of the act, or the principal 
one of several causes, or one of several causes’. 

The American Bar Foundation (Ltndman and McIntyre, 1961) discuss the McNaughton 
and these othef formulations in an exhaustive and critical way. In general it seems to be 
agreed that the primary defect of the McNaughton test is that n tests ‘on an entirely 
obsolete and misleading conception of the nature of insanity, since insanity does not only, 
or ptitnatUy, affect the cognitive or intellectual faculties, but affects the whole personality 
of the patient, including both the will and the emotions’. The McNaughton Rules are 
minimaiistic; the great majority of patients in mental hospitals, even the grossly insane, 
know what conduct is proscribed by the rules of the hospital, and know that breach of the 
rules may result in the forfeiture of some privilege. Chief Judge Biggs of the U.S. Court of 
Appeals gave in a writtenjudgementtheopimon: 'The law, when it requires the psychia- 
trist to state whether in his opinion the accused is capable of knowing right from wrong, 
compels the psychiatrist to test guilt or innocence by a concept which has almost no 
recognisable reality.’ However, conceptual and semantic difficulties arise in connexion 
also with the irresistible impulse rule and the product rule. There is likely to be no final 
escape from these sources of confusion, until rules of all kinds are given second place to 
the practical requirements of handling the offender in a way which, as a first priority, protects 
the public, and. as a second priority, provides him with the means of rehabilitation. 

I artial responsthhiy is recognized in the United States only in the sense that in some 
Sates It has been definitely !a:d doivn by the courts that mental abnormality, short of that 
n hich exempts from respanstbiUty , may negatWe driiberafion and premediation, and may 
thus reduce the crime of murder from first to second degree. Nine States have definitely 
rejected the eoncept, two have partly rejected it, six have accepted it, and in the remainder 
deastonsare doubtful. Hotvever, in all Slates, regardless of the existence of a doc” ine 
d,mm.shed responsthtluy for murder, evidence of the psychiatric abnormalhrof the 
accused can be produced tn trtals (or non-capital offences for the consideration of the judge 
when passing sentence. iuumi ui uic juage 



The adinhnstrative arrangements which are made to obtain psychiatric evidence in those 
ises where it is relevant also vary widely and interestingly. In most States the duty of ob- 
lining such evidence lies with the court, which may require a psychiatric examination of the 
:cused on its own motion, or that of prosecution or defence. In New Hampshire the ac- 
ascd may be transferred to the State Hospital for examination at any stage of the trial. In 
weral States, of which Massachusetts is one, official psychiatrists are appointed by the 
tatc to examine and report on accused persons in custody, and their evidence, being mani- 
:stly impartial, is treated with a respect which is not necessarily given to a medical witness 
ired by the defence. 

In the State of New York an even more comprehensive system obtains. Here all prisoners 
ccused of serious crimes, i.e. not only murderers, in whose case there is any doubt of 
sychiatric normality, are transferred for observation to Bellevue Hospital. All the necessary 
ivestigations are then made there under expert psychiatric supervision. In due course a 
ery curious form of psychiatric ‘triaV takes place in the Hospital, in public, with the re- 
iresentatives of the press being present. Witnesses can be sworn, and counsel for prosecu- 
ion and defence can intervene and put questions. The decision on the psychiatric issues 
3 made by the medical board, consisting of the senior staff of the Hospital, and is reported 
0 the trial judge, who almost invariably accepts the findings without further inquiry. The 
(sychiatrists who compose the board take a realistic rather than a theoretical attitude, and 
me which is in conformity with the general sense of current psychiatric opinion. They 
vould, by and large, for instance, regard anyone suffering from a psychotic state, organic or 
mdogenous and functional, even such a temporary one as a delirious reaction, as relieved of 
esponsibility, but would not consider that psychopathic personalities or persons whose dis- 
urbance is of a neurotic kind were non-responsible. 

As in England, the psychiatric aspect of a case can also be taken into consideration by the 
;xecutive in considering the exercise of clemency. Again practice varies widely throughout 
he States. In some States the Governor regards himself as bound by the findings of his 
idvisers; his advisers are the Pardons Board\ this Board meets in public, and is often ex- 
remely sensitive to public fears of undue leniency; and the decision of psychiatric non- 
■ esponsibility is made on the basis of the McNaughton Rules. 


Scandinavian Countries 

Forensic psychiatry in these countries presents an entirely different picture from the one 
iescribed in the English-speaking world. In Sweden, for instance, medical opinion prevails 
n the courts, apparently without ill effect to the community, to an extent which would be 
mpossible in England. In Stockholm there is a Professor of Forensic Psychiatry, and in 
fie whole of the country there are fifteen forensic psychiatric clinics. Evidence on the 
Dsychiatric aspects of a crime is given in the coxurts by specialists in the service of the 
State, or those who have been called upon for a particular trial. Psychiatrists act as counsel- 
ors in the courts, i.e. as subsidiary judges and aids to the trial judge himself. 

The courts may ask for a psychiatric examination of the accused, not only if it is sus- 
Dected that the crime was committed in a mentally abnormal state, but also if medical 
zvidence is needed to help decide what penal treatment would be the most appropriate. 

No legal definition of psychiatric Jion-responsibility is used as a yardstick. Quite simply, 
fie perpetrator of a crime is excused from punishment if the crime was committed under 
fie influence of psychosis, or mental deficiency, or another mental abnormality of such 
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a fundamental nature that it must be considered to be on a par witli a psychosis. Thus 
the severer sequelae of brain injuries, encephalitis, etc., and very severe forms of psyclio- 
pathy will be so considered, especially if they have already in the past interfered with n 
normal social life, for instance causing repeated admission to a mental hospital. Tlie very 
concept of non*responsibiIity is hardly taken into account, the real grounds for c.xcusintr a 

man from punishment being that, in his case, ' 

hwi, his proper treatment being, whether theraj • " ' 

hands. The administrative method of dealing wan suen cases is not different from that 
employed for other patients who are a social danger, but have not committed crimes, and 
admission to psychiatric hospital or out-patient department is the mode of (li«nr^<»'11 

-r. . " . 


*1 leiia or imprisonment, if the psychuitric 
evidence is such as to suggest no added danger to the public. Minor degrees of enfccbicmcnt 
of intelligence are often taken into consideration in this way; and youths of dull intelligence 
may be given a suspended sentence and put on probation or recommended for treatment in 
a youth institution. 

In harmony uath their generally rather severe attitude towards akohoUsm, the Swedes 
have not liberalized the attitude taken to crimes committed in a state of intoxication so muei> 
as in other psychiatric fields. Delirium tremens or any other alcoholic psychosis is treated 
exactly as any other psychotic state; but where it is a case of simple intoxication, the crime 
is regarded as on a par with crimes committed in a sober state. This is the position in Eng- 
land and America, where it is considered that if a man is responsible for making lilmsclf 
drunk then he is responsible for any crime he commits in a drunken st.nte. The same 
attitude prevails in Norway and Denmark. Psychotic alcoholics in addition to those sufTcrlOg 
from pathological intoxication are regarded as not responsible. 

What has been said about the general attitude to the psychiatric aspects of crime in 
Sweden is also largely true of Denmark and Norway. In Denmark there arc now four 
climes of forensic psychiatry. Medical opinion almost always prevails in the courts, but its 
effect may be to substitute for punishment a period of subjection to safely measures. T’liiH 
may tend to reduce the enthusiasm with which the defence will be IncUned tn seek far a 
psychiatric exammation. The psychotic subject is not sentenced to any form of punish- 
mtnx, but be sent to n hospital. The greatest freedom is allowed in Nontuy to tile 
medial staff of the hospital who may discharge the patient from hospital arc on tlicir 
own decision without consulting the Department of Justice. In Norway, psycliopalli, are 
regarded as responsible for their acts, but may be subiectM — ‘-.r .• v f 

or in additinyi to 

vision, "f"'” "f 

in any j , ■ - or *0 Jjvc, 

nmily, 

dir cdicnl 

De , . 1 • 

me .... ....ituratu ioi a stated time, mostly three to fivVv"---*" Norw.ay the ‘Brifety 

In Denmark the concepts of — . ■ ' _ 

some extent, but medical opinio! , '' 

to carry out this function) large' • • , ' ' * !• i ’ 

are not applied, and all that is r.— is lo show insanitv or ‘^“^^""Kbliin (y|in 
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force which he was unable to resist.’ Friince fa the only European country to make use of 
the concept of irresistible impulse. 

In Germany the criminal code laid dotvn as long ago as 1871 states that: ‘an act is not 
punishable when the doer was at the time of committing the act in a state of unconscious- 
ness or morbid disturbance of mental activity by which a decision of free will was excluded. 
The awkward concept of free will was found unsatisfactory, and in 1934 paragraph of the 
code was altered to ‘when the doer at the time of the deed was, because of disturbance of 
consciousness, because of morbid disturbance of mental activity, or because of mental 
weakness [a term which includes mental deficiency and mental deterioration] unable to have 
insight into the impermissible nature of his act or to act according to this insight’. 

In general, acute alcoholic intoxication is excluded from similar alterations of conscious- 
ness produced by other causes, and provides no relief of responsibility. Germany is unusual 
in providing that when a man gets drunk and conunits a crime in a state in which he can be 
held to be irresponsible, he can be punished for drinking. The court can then order his 
detention in an institution where he can be given withdrawal treatment and be rehabilitated 
and educated to an orderly life. Stcitaerland Is another exception, and medical witnesses 
tend to take the attitude that alcoholic intoxication is, forensically, equivalent to similar 
states of different aetiology. If the state of Intoxication is a mild one, then there is some de- 
gree of diminished responsibility; if it is severe, then there may be total abrogation of 
responsibility. There has, however, to be some concession to the popular opinion that 
alcoholic intoxication is a normal state, and that alcoholically intoxicated persons are nor- 
mally responsible; for this reason the criteria applied tend to be rather stricter in alcoholic 
than in other intoxications. 

In Switscrland, the forensic conception of insanity or mental disorder is rather wider 
than in most other European countries. TTie psychopath who commits a crime in a hysterical 
twilight state may be regarded as totally non-responsible. Public opinion, at least in the 
Canton of Zurich, tends to move even ahead of medical views; and it is not infrequently the 
case that whereas the medical expert in his report has stated that the prisoner is responsible, 
the court declares him of diminished responsibility. 

In nearly all European countries the concept of diminished responsibility is recognized, 
and has the effect oC diminfabmg the severity of punfabroent. In Germany, for instance, 
rather illogically, the degree to which punishment may be mitigated is to that level which 
would be appropriate if the crime had been attempted but not actually committed. In some 
countries the mitigation of sentence is compensated for by the imposition of safety measures, 
but this is not always the case. In Belgium, we are informed, it is possible for a dangeious 
psychopath to be set free sooner than an ordinary criminal, which is felt to be a defect in the 
penal system. Even where special administrative measures are not taken for dealing with the 
juvenile criminal, youth is accepted as a factor which diminishes or even abolishes respon- 
sibility. In the German formulation this is expressed in a way which makes youth largely 
equivalent to mental illness or mental defect; the young person between the ages of fourteen 
and eighteen is not punishable if, at the time of the act, he was unable, according to his 
mental and moral development, to understand that the act was unlawful or to direct hi^ 
will according ’ 

In most CO ■ ■ 

experts are app ' . • • ■ . , , 

to arise. In ^l.pa^alc expens are commissioned by the prosecution and 

the defence, by the latter with the aid of a special fund if necessary, and battles in court on 
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this’, or wcakmindedncss to a higher degree. There is no concept of diminished responsi- 
bility. If, however, it is shown that the accused is mentally underdeveloped, or that his mental 
faculties are weak or disturbed (which includes sexual abnormality), the court will decide, 
on the basis of medical evidence, whether he is fit for punishment, or should serve his 
sentence in an institution, e.g. for psychopaths. In the case of minor abnormalities punish- 
ment may be mitigated, or even altogether spared. It may also be replaced by security 
measures such as are used in Norway and Sweden. Provisions exist for the review of any 
sentence passed. A man who is interned in the psychopathic institute at Herstedvester or at 
Horsens for an indeterminate term, may by his progress under occupational therapy, 
discipline and psychotherapeutic help, graduate by degrees to assigned work at a farm 
outside the walls, and eventually to freedom. At this institute, which is under medical 
direction, a considerable use is made of castration for sexual offenders, but not as a punish- 
ment. 

\ Capital punishment does not exist in Scandinavian countries, which means that conflicts 
between the legal and medical viewpoints in an acute form and \vith maximum publicity do 
not occur. Furthermore in cases of homicide there is less temptation, than in countries 
where there is a death penalty, to run a defence of insanity where the psychiatric case is 
weak, but no other line of defence is likely to succeed. 

Other European Countries 

No other country in Europe is burdened with a formulation of the McNaughton type, 
and the decision whether the mental abnormality of the accused was of sufficient degree to 
relieve him of the liability to punishment is in effect left to the jury to decide on the medical 
and other evidence. In Holland, where juries do not exist, the decision is left to the criminal 
court. The court may substitute punishment partly or completely by medical treatment, 
or by expert nursing and re-education. In such cases the patient is placed for an indefinite 
time at the disposal of the state authority, either conditionally or unconditionally. 

Formulations vary from country to country. In the Netherlands no punishment is 
imposed on the person ‘who commits an act for which he cannot be held responsible 
because of backward development or unsound mind’. In Belgium the phrase used is ‘a 
state of insanity or severe feeblemindedness or severe mental unbalance, rendering him 
incapable of normally controlling his actions’ ; the insertion of the word ‘normally’ by the 
Act of 1964 into the provisions of the old Social Defence Act of 1930, is regarded as a wise 
. addition. If the accused is found not responsible, the sentence is for an indeterminate 
period; the duration of commitment depends on the evolution of the illness as judged by a 
Commission of Social Defence, a body consisting of a magistrate, a lawyer and a psy- 
cliiatrist-anthropologist. If there is reason to think that this Commission proposes to 
release the abnormal offender too soon for the safety of society, the prosecutor can appeal 
to a higher Commission. This new' provision by the 1964 Act has been found very necessary, 
because previously some Commissions were over-lenient, and many crimes were committed 
by recidivists w'ho had been set free again and again. 

In Switzerland a person is non-responsible who through disease of the mind, idiocy 
or serious disturbance of consciousness (‘grave alteration de conscience’) w'as unable to 
appreciate at the time of the act that it w'as w'rong, or to act according to his appreciation. 
In France the statute reads, ‘There is no crime or misdemeanour when the accused was 
in a state of insanity at the time of the act or in the event of his having been compelled by a 
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force which he was unable to resist.’ France is the only European country to make use of 
the concept of irresistible impulse. 

In Germany the criminal code laid down as long ago as 1871 states that: *an act is not 
punishable when the doer was at the time of committing the act in a state of unconscious- 
ness or morbid disturbance of mental activity by which a decision of free will was excluded.’ 
The awkward concept of free will was found unsatisfactory, and in 1934 the paragraph of the 
code was altered to ‘when the doer at the time of the deed was, because of disturbance of 
consciousness, because of morbid disturbance of mental activity, or because of mental 
weakness [a term which includes mental deficiency and mental deterioration] unable to have 
insight into the impermissible nature of his act or to act according to this insight’. 

In general, acute alcoholic intoxication is excluded from similar alterations of conscious- 
ness produced by other causes, and provides no relief of responsibility, Germany is unusual 
in providing that when a man gets drunk and commits a crime in a state in which he can be 
held to be irresponsible, he can be punished for drinking. The court can then order his 
detention in an institution where he can be given withdrawal treatment and be rehabilitated 
and educated to an orderly life. Stcitserland is another exception, and medical witnesses 
tend to take the attitude that alcoholic intoxication is, forensically, equivalent to similar 
states of different aetiology. If the state of intoxication is a mild one, then there is some de- 
gree of diminished responsibility; if it is severe, then there may be total abrogation of 
responsibility. There has, however, to be some concession to the popular opinion that 
alcoholic intoxication is a normal state, and that alcohollcally intoxicated persons are nor- 
rnally responsible ; for this reason the criteria applied tend to be rather stricter in alcoholic 
than in other intoxications. 

In Steitzerland, the forensic conception of insanity or mental disorder is rather wider 
than in most other European countries. The psychopath who commits a crime in a hysterical 
twilight state may be regarded as totally non-responsible. Public opinion, at least in the 
Canton of Zurich, tends to move even ahead of medical views ; and it is not infrequently the 
case that whereas the medical expert in his report has stated that the prisoner is responsible, 
the court declares him of diminished responsibility. 

In nearly all European countries the concept of diminished responsibility is recognized, 
and has the effect of diminishing the severity of punishment. In Germany, for instance, 
rather illogically, the degree to which punishment may be mitigated is to that level which 
would be appropriate if the crime had been attempted but not actually committed. In some 
countries the mitigation of sentence is compensated for by the imposition of safety measures, 
but this is not always the case. In Belgium, we are informed, it is possible for a dangeious 
psychopath to be set free sooner than an ordinary criminal, which is felt to be a defect in the 
penal system. Even where special administrative measures are not taken for dealing with the 
juvenile criminal, youth is accepted as a factor which diminishes or even abolishes respon- 
sibility. In the German formulation this is expressed in a way which makes youth largely 
equivalent to mental illness or mental defect; the young person between the ages of fourteen 
and eighteen is not punishable if, at the time of the act, he was unable, according to his 
mental and moral development, to understand that the act was unlatvful or to direct his 
will according to this understanding. 

In most countries, pryc/r/o/ricefiVenfe is obtained at the instance nf ihc 



CLINICAL PSYCHIATRY 


774 

the English model may arise. This may also occur in France. In Germany, Austria and 
Switzerland, the usual practice is to order the admission of the prisoner suspected of mental 
abnormality into a hospital which is often a University Psychiatric Clinic for an observation 
period not exceeding six weeks. It is the duty of the Professor of Psychiatry (or the Director 
of the Hospital, if it is not a university centre) and his medical staff to observe and investi- 
gate the case, and report back to the court. The system is clearly of great advantage to 
psychiatry, as it not only assures for the court the expert opinion of the best authority, but 
also accustoms the students at an early stage to the consideration of forensic psychiatric 
problems, which are often of great clinical interest. 

NEW LEGISLATION IN RELATION TO DRUG ADDICTION IN THE 

UNITED KINGDOM 

Two of the recommendations made by the Brain Report (1965) required legislation and 
the appropriate sets of regulations became law on April i6th, 1968. 

One of these (Supply to Addicts) gives effect to the recommendation that prescribing 
of heroin and cocaine should be restricted. The regulations prohibit medical practitioners 
from administering, supplying or prescribing heroin or cocaine to a person addicted to any 
drug (or from authorizing anyone else to do so) except under a licence issued by the Secre- 
tary of State. 

The regulations do not interfere with the right of any medical practitioner to give 
heroin or cocaine to any patient for the relief of pain due to organic disease or injury. This 
means that a practitioner without a licence may treat an addict with heroin or cocaine if it is 
to relieve pain arising from organic disease or injury but in no other circumstances. 

The Secretary of State proposes to grant licences to consultants and to medical staff of 
named grades under their supervision who are on the staff of institutions where there are 
facilities for in-patient or out-patient treatment of addicts. A licence will be valid only for 
the purposes of prescribing at named hospitals, and in those places only the licensed doctor 
may authorize (in writing) a nurse, other doctor or registered pharmacist to administer and 
supply, but not prescribe, heroin and cocaine. He may not authorize doctors at other hospi- 
tals or general practitioners to give these drugs to addicts, even in ‘emergencies’. The regu- 
lations are carefully framed to prevent exploitation by addicts attempting to obtain drugs 
in excess of their requirements. 

A person is to be regarded as addicted to a drug for the purpose of the regulations ‘if, as 
a result of repeated administration he has become so dependent upon it that he has an 
overpowering desire for its administration to be continued’ (Ministry of Health and Home 
Office, 1968). 

When the regulations were drawn up it was foreseen that situations might arise where a 
doctor without a licence was in doubt whether a person he attended was to be regarded as 
addicted for the purposes of the regulations; for example, he might be undecided whether 
the drug was required for the relief of distress arising from dependence or from other 
illness or injury in an addicted subject. Accordingly the Minister put into operation the 
Interdepartmental Committee’s recommendation that a panel of doctors ‘representing a wide 
variety of medical and surgical interests should be formed to advise doctors who are in 
doubt’ (Ministry of Health, 1968). The members of the panel as now constituted are 
widely spread geographically and are to be consulted individually. 

The other set of regulations (Notification of Addicts) requires all doctors to notify 
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particulars of addicts whom they attend to the Chief Medical Officer of the Home Offire. 
The notification is to be by letter and the particulars to be supplied are set down. It is to be 
sent to the Home Office within recew days of diagnosing the patient as being an addict. 
Medical Officers treating heroin addiction use a spedal form H.S. 2A/1 for the purpose of 
identifying heroin addicts. 

This statutory notification is designed to prevent duplication of supplies of heroin or 
other dangerous drugs to heroin addicts. Therefore, when a patient attends for treatment of 
heroin addiction who is not known to the hospital staff, the first step is to ask the Home 
Office to check whether this patient is already receiving supplies from another hospital with 
licensed staff. If this should be the case, the notifying doctor should get in touch with the 
other hospital and the two doctors should agree whether there are sufficient reasons for 
transferring the patient. (The Home Office must be informed of all changes in the situation 
of an addict such as transfer.) During the time it may take for this procedure to be completed 


omy, It requires tnat aaaicts dependent on any of the drugs listed in the 1965 schedule of 
dangerous drugs he notified. These preparations include opium alkaloids and their deriva- 
tives, semi-synthetic derivatives and surrogate of opium, a wide range of substances 
structurally distinct from, but with a pharmacologically similar action to morphine (c.g. 
methadone, pethidine, phenoperldine); cocaine and eegonine derivatives; and extracts or 
tinctures of cannabis. The Ministry has Issued a memorandum (F/D 121/20) on the new 
regulations outlining the facilities now available and giving advice on. the treatment of 
addicts when clinics are closed. In the Metropolitan area a special telephone service has been 
set up to provide information to doctors and hospiuls, right round the clock, about the out- 
patient services available at any particular moment. 


The addicts’ routine of a daily visit to the pharmaevst to collect a daily dose is not suitable 
for one group which used to he typical and has now become exceptional. These are the 
few elderty therapentic addicts. These should be referred by their general practitioner to a 
licensed doctor who can arrange for a pharmacist to dispense heroin at suitable intervals 
not exceeding a month, on prescriptions issued by the hospital. 



CHAPTER XIV 


SOCIAL PSYCHIATRY 


INTRODUCTION 


The possible importance of social factors in the causation of mental illness has been 
recognized for many centuries. In discussing ‘the knowledges that respect the mind’, 
Francis Bacon emphasized study of the relationship between society and the individual 
as one of the four main lines of investigation requiring development: ‘philosophic or 
humanitie • . . have two parts: the one considereth man segregate or distributively; the 
other congregate or in society.’ Pinel, in the late eighteenth century, was well acquainted with 
the higher incidence of mental disorder in the single as compared with the married; and 
in 1842 Samuel Hitch, one of the founders of the Royal Medico-Psychological Association, 
mentioned cooperation in ‘collecting statistical information relating to insanity’ as one of 
the purposes of founding the association. Esquirol (1838) expressed the view that revolu- 
tionary social change and the ‘bouleversement dans la position sociale de beaucoup des 
individuels’ had contributed to the causation of insanity. 

During the past few decades both investigators and clinicians have given increasing 
attention to the social factors related to psychiatric illness. The term social psychiatry has 
gained currency as a description of a number of related and overlapping disciplines and 
activities, whose ultimate aim is to identify the social factors that contribute to the causa- 


tion of mental disorder, and so to prevent psychiatric illness or reduce its prevalence. 

In this field the epidemiological approach concerns itself with investigation of the 
frequency with which definable forms of psychiatric disorder occur in carefully delineated 
populations. Once reliable measures of prevalence and incidence have been established, 
attempts can be made to relate them to measures, as precise as the situation permits, 
of the way of life or ‘culture’ of communities or groups. They can be related also to indices 
of social change and classical sociological variables such as social class, mobility, isolation, 
kinship and economic status. The help of social scientists has been essential in these endea- 
vours and their cooperation with psychiatrists in investigation and clinical work has become 
an increasingly common feature of the psychiatric scene, particularly in the United States 
and to some extent also in Great Britain and Scandinavian countries. 


Activities on the smaller scale of the mental hospital community and the immediate 
social environment in which its patients live have also increased at a rapid pace, particularly 
since ‘open door’ policies began to develop about 20 years ago. Energy and enthusiasm are 
given to the prevention of permanent institutionalization and of the artefacts of apathy, 
inertia and dependence partly created by it, to the development of ‘community care’ as an 
alternative to hospitalization, to the coordination of all health and welfare services concerned 
with the treatment, support and after-care of psychiatric patients, and to the comparative 
assessment of different forms of care, so as to achieve optimal use of existing facilities. 
As a result there has been much more interest in the environment of the psychiatric patient 
as an important instrument in treatment as well as a possible factor in the causation or 
perpetuation of illness. 
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As Odegaard (1962) has pointed out, although the psychiatrist is more concerned with 
individuals, he must be prepared to investigate groups and populations if he is to arrive at 
knowledge that is reliable and objective. ‘The very uniqueness of each psychiatric observa- 
tion, makes deductive reasoning from individual cases rather hazardous and the need of some 
statistical control is always felt— or ought to be felt. Psychiatry is forced to study groups and 
populations because it deals with individuals — not in spite of this fact.’ The logic of this . 
is compelling. Moreover, if the psychiatrist has to study populations to arrive at general laws 
applicable to the individual case, his samples should be as free as possible from the bias con- 
ferred by the many forms of selection that operate before patients arrive at the clinic. 

Reid (1959) puts the case for the application of epidemiological method in even more 
forceful terms ‘. . . since many mental diseases are “crowd” diseases, as in typhoid fever, the 
epidemiological methods developed there for the study of infectious diseases apply equally 
in the investigations of the individual’s reaction to his surroundings and of the varied 
patterns of mental disorder*. Here it could be objected, however, that the statement 
assumes much that needs to be established with the aid of empirical investigation. One 
must doubt the extent to which infectious ‘crowd’ diseases such as typhoid fever can 
provide satisfactory models for mental illness. There is little in what has yet been brought 
to light in this field to encourage the view that the host of environmental relationships 
that obtain in relation to infectious disease are replicated even approximately by the inter- 
action between the individual and his social environment in the generation of mental illness. 

Do.t.— .L., L-.* I.. • 


in > 


suiciuo. i-»uiMicuu coiisiucicu ui4t me suicide rate refiected patterns of social relationship 
within communities and that individual mental disorder had little bearing upon it. To 
substantiate this viewpoint he cited the example of the Jews who showed a high prevalence 
of mental disorder but a relatively low incidence of suicide. Durkheim held that the essential 
cause of suicide was to be sought in a weakening of the link between the individual and 
the social group to which he belonged; whenever the links that united individuals into 
groups with common religious and other beliefs and aspirations were loosened the suicide 


rate tended to rise. This could result from conflict benveen different cultural groups 
witbm society, as m tbe case of racial or Immigrant minorities separated from the host 
communities in which they live, or from social disorganization and economic hardship 
uhich frustrate the individual’s aspirations leading to ‘anomic’ suicide. Alternatively the 
loosening of family or social controls might foster a morbid individualism which tended 
in ns turn to cause ‘egoistic’ suicides. There was also the ‘altruistic suicide’ such as 
that of the aged Eskimo whose separation from his community arose from his awareness 
t^h« he VM a burden to others. Durkheim's mvestigation vnts an epoch-making one but 
he tvas unatvare of many of the p.tfa Is that beset the investigator in this kind of study. 
In parbcular he tvas too ready to make inferences from statistical correlations to caused, 
he made little attempt to disentangle causes from consequences and was oblivious of the 
comp e.v ramifications of the sociological vmiables he was investigating. However despite 

these linfiitations, some of his findings have been amnJv confirmpH Inri 'n * a \ 

in London carried out by Sainsbury (1955), thVmttem of ’ in a study of suic.de 

been strikingly consistent over three decades, tvas very much 

predicted it. For e-iaroplc, significant correlations wereXund betwe? 

of social isolation, social mobility and the divorce and ill. ’r' indices 

the outstanding evampie of a pWic f.frcrSrtS^rot 
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relationships makes a contribution. Interesting information has also been coming to light 
recently in relation to the social dimensions of attempted suicide. However, among the 
causes of suicide the relative importance of mental illness, physical disability, social and 
economic factors and personality disorder remains to be determined. 

Community studies of mental disorder have proved helpful in setting problems in 
better perspective and in defining more clearly the lines along which investigation should 
proceed. The relative importance of a whole range of possible factors may be wrongly 
estimated when focused by the distorting lens of hospital selection and admission procedures. 
Thus aged people admitted to hospital are very often unmarried, isolated or recently 
bereaved and their symptoms often appear to be related to these vicissitudes. However, 
enquiries in a representative population have shown that the extent to which the old 
person is in contact with others, together with other aspects of his social predicament, his 
physical and mental health, are strands within a complicated matrix of causes and effects 
which also include genetic predisposition, pre-morbid personality traits, biological changes 
with age and economic factors. Isolation emerges as having little relationship with illness 
and often reflecting a style of life fashioned by lifelong personality traits. (Kay et al, 19646 ; 


Garside et al, 1965). , rr t. • 1 • r 

Extension of enquiries into the community can help to round oft the clinical picture of 

disease, and the completed picture may serve to reveal features of predictive value; in old 
people simple memory defect of ‘benign’ or ‘normal’ type proved in one community study 
to be correlated with a significant excess in mortality (Kay et al, 1966). In other cases 
enquiries may have helped to define earlier stages in the development of illness or may show 
a psychiatric problem to be of unsuspected dimensions. It is clear for example, that only 
a small fraction of the neurotic illness prevalent in the community can be dealt with by 
hospital psychiatric services (Shepherd et al, 1966). Our present rather scanty success in 
pinning down social causes of specific mental disorders has been put down to the many 
practical obstacles: the difficulty of securing agreemeiit about diagnostic criteria among 
different workers, the problems of defining what constitutes a ‘case’ among the neuroses 
and personality disorders, and the crudeness of the classical sociological variables of class, 
income mobility, and isolation. There is also the problem of enlisting the cooperation of 
people in the community at large; they caimot be as strongly motivated as sick people to 
provide information that is detailed, precise and candid. 

^ The problems do not differ except perhaps in degree from those faced by epidemiolo- 
ists in any field of enquiry. Psychiatrists differ in their diagnostic practices; but variations 
■ nrocedure convention and nomenclature and semantic difficulties are responsible for 
tWs and not the inherent indefiniteness of the phenomena they are studying. Recent 
auiries have shown that with the aid of operational definition of terms, preliminary 
di^ussion and detailed instructions to secure consistency in examination and inference, 
atisfactory measure of agreement can be achieved in relation both to diagnostic decisions 
^ ^d ^udeements on individual clinical items (Wing et al, 1967). To some extent such 
^ ements ought to be capable of translation into the epidemiological field, 
achieve ^gois available for evaluating social variables seems to be a more 

^ t T limitation. It is a plausible view that social change occurring at too rapid a pace 
importan adaptation is a cause of some forms of mental disorder. However, if the 

to permi g jj^^u^ial change is taken (and this could be described in terms of a move 
example o r p ^ industrial employment which is a relatively objective index) the immense 
from agricu pj-oblem and the difficulty of defining relevant variables for investigation 
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in relation to mental disorder become apparent. Increasing affluence and changes in pattern 
of life go hand in hand with rising social and geographical mobility, a move into urban 
environments with less cohesion than rural ones, and a decline in the strength of traditional 
and religious supports. Economic advancement may bring increased security and leisure 
often at the cost of increased monotony and boredom. Large numbers may achieve freedom 
from want from the cradle to the grave but their lives may lose at the same time most of 
the ingredients that make for challenge, adventure and the need to strive to overcome 
obstacles. Nor can such a process be described in sociological terms alone. Populations 
isolated and inbred over many generations migrate and interbreed with one another, and 
genetic constitutions adapted to one way of life are perhaps being exposed to a different 
one. Moreover, comparisons between rural and urban populations in such a setting may 
yield misleading results; the former will be survival populations, the latter swollen by 
recent migrants. Nor will either be comparable with its own rates at a previous time in 
respect of the prevalence or incidence of psychiatric disorder. 

A further difficulty is created by the possibility that it is perhaps a predisposition to some 
forms of illness rather than mental disorder as such that is to a variable degree influenced by 
social and familial factors. The transition into illness often occurs in an abrupt manner and 
this may be decided by stresses that have a large element of randomness in their incidence. 
Exposure to the latter apart, the neurotic person may not differ from a multitude of others 
who remain well. However, as there are no reliable measures of vulnerability or of the 
personal e.xperiences that have fashioned it, the problem of uncovering social contributory 
factors presents difficulties. These may be among the reasons why explanations of mental 
disorder, drug addiction, alcoholism and suicide as being forms of escape into oblivion 
from the alienation, competitiveness, materialism or aimless vacuity of modern industrial 
society appear so plausible, and yet so little success has been achieved so far in defining 
social contributions to causation in psychiatry. The results have perhaps been most striking 
in relation to suicide and delinquency. In the case of most forms of mental disorder studied, 
however, sociological and epidemiological enquiry has defined social correlates that have 
proved to be consequences rather than causes of illness. 

The association between sociological and clinical variables defined by epidemiological 
research therefore rarely permits an unequivocal interpretation. More frequently, the work 
of the social psychiatrist only helps one to define problems which then have to be investiga- 
ted by other techniques, usually the more detailed, flexible and extended enquiries of a 
clinic. The reciprocal feed-back between the findings of social and clinical psychiatry and 
the combined investigation of biological and sociological variables may yield results superior 
to those achieved by either type of enquiry independently. 

The epidemiological approach has brought greater methodological rigour into the 
field of psychiatry as a whole. The insistence on careful design of enquiries and on precise 
definition of terms, the development of objective and reliable indices for the phenomena 
under investigation which have been characteristic of the best of epidemiological work have 
contributed to self-criticism and discipline in clinical and scientific work. 

In the view of some observers, however, the possibilities of applying the findings of 
social psychiatry in theory and practice already go well beyond what has been envisaged 
in this outline. ® 

‘There are thus o ways of regarding illness. One way sees it as a series of episodes 
Health is interrupted by encounters with bacteria, banquets, fast-moving vehicles or 
vhat you will; from each of these we recover, with or without the help of a doctor, until 
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\vc meet one which proves to be the last. The other way sees these episodes as imbalances 
in the process by which individuals and societies maintain themselves as dynamic systems 
and thus as failures of regulation. This view focuses attention not so much on the need to 
correct the imbalance as on the need to fortify the regulator which allowed it to occur. 
1 will call it a “systemic view”, since the word systematic has collected a wider meaning. 
A systemic view is more sophisticated than an “episodic view” ; life — individual or collec- 
tive — should be more than bumping from one episode to another. 

‘None the less, both views are needed. The hospital isolates the episode, each begin- 
ning, not with onset, but with admission and ending within weeks or days in death or 
discharge — discharge, not recovery of health, still less restoration to the community of the 
well. Public health stresses the systemic view; it is a continuous exercise in regulation’ 
(Vickers, 1965). 

However attractive one finds this view, one must remember that more facts are needed. 
The hypothesis that mental disorder can be regarded as the expression of a failure of 
regulation of interactions between the individual and society has to be separately tested 
in relation to each form of mental disorder. However, there are hazards run by the psychia- 
trist who spends his time dealing with individuals, for he may fail to take adequate account 
of the environment in other than a very immediate and limited sense. Baroness Wootton 
(1959) has emphasized this in relation to the problems of delinquency and mental sub- 
normality: ‘By tracing the springs of antisocial behaviour to the individual rather than 
to the social environment we are, after all, only following what has long proved itself to 
be the path of least resistance . . . always it is easier to put up a clinic than to pull down a 
slum, and always it is tempting to treat the unequal opportunities of the slum and of the 
privileged neighbourhoods as part of the order of nature.’ 

No attempt will be made in this chapter to cover the whole subject of social psychiatry. 
^Vhat will be attempted is a survey of those areas most relevant to clinical work, and those 
in which growing points show promise for the advance of clinical knowledge. In this wide 
region it is easy to get lost without the help of reliable guides. The following texts are 
suggested as likely to prove helpful to the as yet uninstructed reader: 

Mental Health in Modern Society (1948): ed. T. A. C. Rennie and L. E. Woodward; Common- 
wealth Fund; Oxford University Press. Mental Health and Mental Disorder, a Sociological Approach 
(1955) '.ed. Arnold M. Rose; Norton, N.Y. Explorations in Social Psychiatry{ig5y):ed. A. H. Leighton, 
J. A. Clausen and R. N. Wilson ; Tavistock Publications, London. Carnes oJMe7ital Disorders: a Reviezo 
of Epidezniological Knowledge, 1959: Milbank Memori^ Fund, 1961. The Burden on the Conwiunity: 
the Epidemiology of Mental Illness; a Symposium (1962): Nuffield Provincial Hospitals Trust: Oxford 
University Press. Stirling County Study of Psychiatric Disorder and SociocxdturalEnvironment Vols. I-III 
(1959-63) A. H. Leighton and collaborators; Basic Books: New York. Suicide in London (1955) P- 
Sainsbury. Maudsley Monograph I. Institute of Psychiatry: London. Attempted Suicide: its Social 
Significance and Effects (1958) E. Stengel, N. G. Cook and I. S. Kreeger. Maudsley Monograph 4* 
Institute of Psychiatry: London, 

STUDIES OF PREVALENCE AND INCIDENCE 

Reliable figures for the prevalence and incidence of psychiatric disorder are a basic 
requirement for the planning of psychiatric services in any population. They are also 
necessary for many forms of biological and epidemiological enquiry. Incidence figures 
reveal the operation of the underlying causal agents more directly than prevalence rates 
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\^h^ch are influenced also by the many contingencies that affect the duration of an attack 
of illness. It is only in recent years that population studies of psychiatric illness have em- 
ployed an adequate standard of rigour in estimating the rate at which disorders occur and 
their relation to social variables. 

The figures recorded vary with the criteria applied for the assessment of psychiatric 
disturbance. In the Stirling County study (Leighton et ah, 1963) in which the presence of 
‘significant psychiatric symptoms and the functional impairment they produced’ were 
assessed, 20 per cent, of the population were judged to be suffering from psychiatric disorder 
leading to significant impairment of functioning; and in the Midtown Manhattan Study 
(Srole et al., 1962) which employed similar criteria, 23 per cent, were thought to be suffering. 
Four-fifths of the population surveyed in both these enquiries showed some symptoms of 
emotional disturbance. Other American population studies applying more conventional 
psychiatric criteria arrived at lower figures such as that of Lemkau (1941-43; Baltimore) 
who found 60 per thousand. Pasamanick(i959) in the same city estimated 93 per thousand. 

The first large-scale British investigation conducted on a 12*5 per cent, sample of the 
population of 46 general practices in Greater London produced findings that came close 
to the lower American figures. For formal psychiatric illness the prevalence rate during 
the 12 months’ period covered by the survey was 102 per thousand persons at risk, while 
the total prevalence rate (which included identified emotional disorders associated with 
physical illness and psychosocial problems) was 140 per thousand. The inception rate was 
52 per thousand. Shepherd et al. (1966) concluded that between a tenth and a fifth of the 
total population were mentally ill or emotionally disturbed. Women predominated in a 
ratio of nearly 2 to i. After the age of 25 years age-specific prevalence rates changed little 
for males ; those for w omen were highest in the middle yezn (25-64) and declined gradually 
after the age of 65. Inception rates reached their peak for both sexes between 25 and 45 
then declined, suggesting that the increased prevalence in middle age was due to an ac- 
cumulation of chronic cases rather than to any large augmentation by new illness. In 
more than half the cases the disorder was classed as chronic, that is, as having persisted 
continuously for more than one year. 

In a number of respects the picture of prevalence was at variance with that derived from 
studies of hospital admissions. Thus there was no clear association with social class, nor 
did one see the excess of single people charactenstic of hospital populations. Over 60 per 
cent, of the patients given a formal psychiatric diagnosis w’cre classified as neurotic, 
psychoses accounting for less than 5 per cent. The finding in this study that not more than 
about 10 per cent, of cases identified are referred to psychiatrists agrees with that in several 


other enquiries (Rawnsley and Loudon, 1962; Kessel, i960; Taylor and Chave, 1964). 
It is clear that in the future development of mental health services the family doctor 
should play a more prominent part in the treatment of mental disorder and that the alterna- 
tive of extension and proliferation of psychiatric services is neither logical nor practicable. 

Two findings of possible aetiological signifiwnce emerged from this study. The first 
was the association between emotional disorder and a high demand for medical care- 
there was evidence to suggest that this arose froma real association between mental ill health 
and physical illness rather than a high demand for care due to the patients' attitude to 
health. In the case o mental disorder in old age the association is now well established on 
the basts of both cbn.cal and pathologtcal population studies (Roth and Kay iqe6- 
Kay and Bergmann 1966). ’The second obscrration was the association between a high 
psych, atrtc morb.d.ty rate and a h.gh mobility m,e as indicated by a high pa.ienuurnover 
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in practices. The meaning of this association is obscure, however, as it may have reflected 
either the stresses entailed in changes of environment or the greater mobility of emotionally 
unstable individuals or both. 

In the Stirling County study (Leighton et a]., 1959-63) the investigators set out 
to test the hypothesis that the state of social integration of the environment would affect 
the mental health of the people living in it. They, therefore, looked for communities that 
would contrast sharply in respect of integration to test the prediction that psychiatric 
disorder would be significantly more common where disintegration prevailed. To measure 
integration they used such criteria as broken homes, few and weak associations, inadequate 
leadership, few recreational activities, hostility, inadequate communication, poverty, 
secularization and cultural confusion. 

The main conclusion was that ‘disintegrated’ communities show a striking increase in 
the risk of mental disorder as compared with ‘integrated’ ones. This was associated wdth 
a shift in the sex ratio. Women in the county as a whole showed a higher prevalence rate 
of psychiatric s^unptoms whereas, in disintegrated communities, men were found to have 
a higher risk of psychiatric disorder than women. The findings could not be explained in 
terms of a drift of individuals in low occupational positions into the disintegrated communi- 
ties. People of lower social and economic status in integrated communities proved to be 
at much less risk than upper class individuals in disintegrated ones. There appeared to be 
less risk of psychiatric disorder among persons who were firm members of a local well-knit 
group than for ‘non- conformists’, but the trends were no more than suggestive. ‘It is 
not poverty, or lower social status or limited education per se, that makes the difference 
to mental health but rather a whole group of factors that tend to be associated with these 
and that create a social environment that lacks featxures that are vitally important to mental 
health.’ 

Some association between indices of social disintegration and a high prevalence of 
ps5’'chiatric symptoms appears to have been established in this study. However, as com- 
munity studies of the prevalence of symptoms have yielded such very high figures and as 
some of the findings cannot be interpreted in an vmequivocal way, their significance for 
the social causation of psychiatric illness is not clear. Dohrenwend (1957) claims ‘that 
social disorganization impinges on such needs of the individual as those for physical security, 
sexual satisfaction, the expression and securing of love, the securing of recognition and the 
expression of creativity, thereby producing psychological stress and disruption’ but in the 
absence of further evidence, this and sunilar hjqjotheses cannot be regarded as upheld if 
‘psychological stress and disruption’ are intended to mean mental disorder. 

In the important prospective study conducted by Hagnell (1966) to follow up the survey 
conducted by Essen-Moller and his colleagues in i 947 > verj’’ few associations between 
social factors as registered in the 1947 study and mental disorder in the current investiga- 
tion were found. There was a relatively high incidence of mental illness in females drawn 
from the families of skilled workers. However, as in a number of British enquiries, there 
w^as no association betw^een incidence and income. Complaints of headache, dizziness and 
poor sleep were highly correlated wdth the later development of mental disorder and so 
w'ere migraine, fatigue and nervousness in wornen. The personality dimensions of Sjobring 
proved to be poorly correlated wdth mental disorder but absence of abnormal personality 
traits was linked with a favourable outcome. 

Hagnell recorded life-time expectancies for psychoses of 1-7 per cent., for neurosis 
J.3.J pej- cent., and for mental deficienc)' 1*2 per cent. However if the criteria applied in 
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the Stirling County study had been used, the figure for total prevalence of mental illness 
would have been 25-40 per cent. The special value of this enquiry derives from the fact 
that almost the whole population was interviewed and in every instance by Hagnell him- 
self. Moreover, the follow-up enquiry made it possible to examine the predictive value of a 
number of indices of personality structure, social status and symptomatology. 

The hypothesis that defective integration of the individual with the community 
exerts an adverse influence on mental health has also been tested in some enquiries under- 
taken in new housing estates. Attention has often been drawn to the poor neighbourliness 
and deficient social cooperation of such communities; and in the thirties Taylor coined 
the term ‘suburban housewife’s neurosis'. Martin et al. (1957) reported an increased 
prevalence of psychiatric disorder in the population of a new housing estate as indicated 
by utilization of psychiatric out-patient services, mental hospital admissions and the 
results of a survey conducted by personal inteiwiew. However, there are a number of 
possible interpretations of such findings. More recent enquiries have not on the whole 
confirmed the view that living in new housing estates carries a higher risk of developing 
neurotic illness. Hare and Shaw (1965a) compared mental health in two districts of Croydon, 
a new housing estate on the outskirts and an old, poor, densely populated district at the 
centre. Measures of psychiatric status, social factors, physical health, physique and per- 
sonality were evaluated. No differences were recorded in neurosis rate for the two areas 
and the authors concluded that the amount of ascertained psychiatric illness is unaffected by 
residence in a new housing development. In this enquiry as m a number of others a clear 
association between poor mental health and poor physical health emerged. The authors also 
found an association between mental ill-health and a past history of concussion and certain 
infectious diseases. Moreover in a supplementary enquiry (Hare and Shaw, 19656) a clear 
association was established between ill-health in patents and family size. This was more 
marked in the mothers than in the fathers. The authors concluded that these associations 
were very likely due to the impairment of parental health by the strain of caring for a large 
family. They also produced evidence for a tendency for ill-health to run in families (Hare 
and Shaw, 1965c). Thus when the health of either parent (in terms of the indices used) was 
poor, the health of the children tended to be poor. When either parent had neuroses the 
children tended to have high consultation rates. Neurosis in the father but not the mother 
uas linked with high rates of behaviour disorder in the children. Between parents there was 
a strong association for rates of ill health and also for neuroticism though not at all for 
extraversion. The authors advance the tentative suggestion that 'assortative mating’ takes 
place for the personality factors of neuroticism (MPI) but if one spouse develops a neurotic 
illness the other may do so through interaction. They also conclude from their findings 
that there is a group of persons comprising some 10-15 Per cent, of the population who are 
particularly prone to ill-health of all kinds and make a correspondingly high call on the 
facilities of the health service. 

On the other hand, in Mental Health and Environment, Taylor and Chave (1965) carried 
out an enquiry in the different setting of a new town where attention had been given to 
community development. They investigated m-patients, out-patients, those in whom a 
diagnosis of mental illness had been made by their general practitioner, and those who had 
reported psychiatric sy— , r • 

n ere compared with th( . ' • ■ , ■ 

and national figures. T 

of ‘sub-clinicar neurosis, i ne inciaence of psychosis was diminished and the authors 
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were prepared to attribute this to the new setting. They suggested also that, for purposes 
of prognosis, constitutional neurosis should be differentiated from an environmental 
variety but it seems unlikely that the distinction does more than select for special emphasis 
the extreme ends of a continuum. 

It is on the definition of clear social determinants of mental illness that any programrne 
of preventing psychiatric disorder must ultimately depend. Yet, in all, the evidence in 
favour of clear social determinants of mental disorder in these enquiries has not been 
impressive. This may of course have been due in part to the relative bluntness of the tools 
at the investigator’s disposal at the present time. 

SOCIO-ECONOMIC FACTORS 

Migration: Social Class and Related Factors 

One of the major pitfalls that awaits the investigator in the field of social psychiatry 
is the risk of confusing social vicissitudes arising from pre-morbid personality traits and 
initial psychotic symptoms with the causes of illness. The work of Odegaard over a period 
of 30 years (1932-63) has been particularly helpful in resolving a number of ambiguities 
of this nature. Social selection will confer a special handicap or initiate some specific 
form of social behaviour in disabled individuals, such as choice of a certain occupation or 
exclusion from the married state, and this may lead to the erroneous conclusion that illness 
has been engendered by social mechanisms. Thus the excess of single people among 
schizophrenics appears to be very largely due to the disadvantages imposed by the pre- 
morbid personality. The relatively high incidence of mental disorder among migrants is 
mainly attributable, as 0degaard showed in his classical study of Norwegian immigrants 
to the U.S.A. (0degaard 1932), to the special tendency of the unstable to emigrate; and 
urban-rural differences are decided in some measure by the drift of individuals with 
psychopathic traits. 

In a later study of internal migration in Norway, Astrup and 0 degaard (i960) found 
that first admission rates were significantly lower for those moving into other areas in their 
own country than for those who remained where they were born. Particularly low rates 
were associated with short- distance migration as well as with migration from rural districts 
into cities, with the exception of the capital. Migrants to Oslo, particularly women, had 
higher rates than the city-born. The authors regard ‘selective’ migration as the most 
likely explanation for their findings, ‘selection’ differing according to the type of migra- 
tion ‘Internal migration is less final and irrevocable than emigration . . . Often it is a 
natural and well-prepared step in the progress of a young person who has acquired some 
special training.’ The environmental stress of migration, however, would be expected to 
bear much more heavily upon the overseas migrant who has to adjust to a radically 
different social situation, who has to break contacts with family and friends and is unable 
to make elaborate preparations. The authors suggest that tlie difference between overseas and 
’nternal migrants with regard to mental health may, therefore, be taken as lending some 
support to the 'environmental' hypothesis. 

A different kind of mechanism is at "work where social pressures push the individual 
the borderline from mental health to maladjustment or illness, a mechanism which 
d (1962) describes by the term ‘social stress versus protection’. There are few 
amples of this phenomenon in relation to mental disorder which can be quoted with 
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confidence; 0degaard mentions here the higher incidence of crime in the slums (where the 
individual is exposed to adverse circumstances in excess) than in fashionable suburbs. 

Odegaard (1956) has found that low sodal prestige, low income and a low level of 
training are correlated with a relatively high incidence of mental disorder. This n’as borne 
out by comparisons of groups within the same occupation. Rates for mental disorder were 
higher in farm labourers than farmers, in seamen than officers of the merchant marine, 
higher in labourers than artisans and technicians, and higher in trade employees than 
owners and managers. Some of these differences may have been statistical artefacts. 
For example, when civil status is taken into account the difference between fanners and farm 
labourers becomes insignificant. However, as selection into certain occupations and for 
marriage may have the same basis in personality and run in the same direction, the elimina- 
tion of variation in marriage rate may in some instances obscure an important difference. 
In the other occupations the pattern was not changed when marital status was taken into 
account. 

Another example of social selection was provided by the differences in trends over time. 
Over the period 1926-1950 morbidity had increased markedly among farm labourers and 
decreased in public service. The former occupational group had declined to a considerable 
extent whereas the latter had expanded. The differences may suggest that those who join 
expanding occupations may be relatively stable mentally while the reverse may hold in a 
declining industry. 

As far as diagnosis was concerned the variation between occupational groups was made 
up to a notable extent by schizophrenia. Manic-depressive psychosis on the other hand 
showed a relatively uniform distribution. Results similar to this or with an excess of manic- 
depressives in the higher socio-economic groups have been recorded in many other studies. 
The importance of social circumstances was brought out particularly clearly by 0 degaard's 
{1957) comparison of female domestic servants and single women at home. They did the 
same sort of work but the former showed markedly higher morbidity rates. The decidine 
factors most prob'’^^””'f*’’f* j »/>... 

social prestige ol . *• • . 

England or the U ' 
period as a regul: 

drawn mainly from the labouring classes; two-thirds had left home before the age of 18* 
86 per cent, had had only primary education. The operation of social stress was clearer than 
in any other group studied but detailed investigation served to illustrate the problems 
rather than to solve them. 

In a study (Odegaard, 1963) of 5,000 secondary school leavers who could be followed for 
a thirty -year period with regard to mortality, marriage rate and professional career, 1 17 (3.^ 
per cent.) were found to have had hospital admission w'xth psychoses at some time. Males 
with secondary education had had admission rates slightly lower than those of the general 
population whereas females had higher rates particularly below 25 years of age and over 
45 years. The same trend was found in overall admission statistics where women with 
higher education {teachers, trained nurses) show'cd higher morbidity. In this group the 
diagnostic distribution was different. Manic-depressive psychoses were twice as frequent as 
in the general population. Schizophrenia w-as in excess only in women. The lower rates 
for males generally were therefore caused by the scarcity of organic psychoses. In women 
schizophrenia and manic-depression shared responsibility for the raised rates. 

In an enquirj* into the prevalence of treated mental disorder in New Haven, Hollingshead 
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and Redlich (1954, 1958) found marked differences in the prevalence of schizophrenia in the 
different social classes. Social class V, the lowest, contributed 45 per cent, of the total number 
of schizophrenics ascertained although it formed only 18 per cent, of the general population; 
classes I and II, constituting 3 per cent, and 8 per cent, of the population, contributed 07 
per cent, and 27 per cent, respectively. The authors found that treatment varied according 
to the social class from which the schizophrenic subject was drawn and concluded that the 
differences in prevalence reflected differences in ‘the responses patients in the several 
classes make to the treatment process’. However, subsequent enquiries have shed much 
doubt on whether the undoubted excess of cases in social class V in any way reflects a causal 
association between adverse social circumstances and schizophrenia. For example, thefindings 
of Morris (1959) and Goldberg and Morrison (1963) clearly established that the fathers of 
young schizophrenics did not differ in respect of occupation from a sample of the normal 
population. On the present evidence, the large excess of schizophrenic subjects in the lowest 
socio-economic groups of the community probably arises largely from a drift down the social 
scale. This appears, in turn to be due to occupational failure in the early stages of illness 
or a consequence of pre-morbid deficiencies in personality. 

Martin (1962) has made useful and perceptive suggestions aimed at refining the socio- 
logical criteria being currently employed. He has pointed out that in the first decades of the 
century, poverty, malnutrition, overcrowding, insanitary housing conditions, inadequate 
medical care, and unskilled employment were highly correlated with one another and in 
such a way that the pattern of their relationship could be expressed by a single factor 
conveniently labelled ‘social class’. However, as the result of recent social changes including 
the marked reduction in the size of the wholly unskilled class and increasing social mobility, 
no single simple scale such as the Registrar General’s classification can provide an adequate in- 
dex of our class structure. The time has come for social scientists to study the distribution in the 
population of other social economic variables — levels of education, income, methods of child 
care, values and attitudes, social standing — and to show in what way they are related to occu- 
pation. These and other related variables might also prove useful in investigatingthe social com- 
ponent of psychiatric disorders particularly in the field of neurosesand personality disorders. 


Social Isolation 

The possible contribution of social isolation to the causation of a number of forms of 
mental illness has been studied by many workers during the past two decades. In their 
classical study ‘Mental disorders in Urban Areas’ Paris and Dunham (1949) showed that 
schizophrenic patients tended to come predominantly from the densely populated parts of 
cities where social disorganization prevailed and where social isolation (Paris, 1934) was 
therefore likely to be operative. The results of subsequent enquiries have, however, called 
into question the validity of the social isolation hypothesis. The careful and critical retro- 
spective study by Kohn and Clausen (1955) was concerned with small groups of 45 schizo- 
phrenics and 13 manic-depressives admitted for the first time to mental hospital. It yielded 
no evidence in favour of social isolation in adolescence as a factor contributing to cause 
either schizophrenia or manic-depressive psychosis. Gerard and Huston’s study (1953) in 
Worcester, Massachusetts, suggested that isolation was the result of self-segregation; and 
Hare’s enquiries in Bristol (1956) on the whole favoured the same conclusion. 

In relation to the aged, recent enquiries have led to similar conclusions (see p. 544 )' 
In enquiries conducted in both the United States and Great Britain very little relationship has 
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been found between isolation and mental illness in elderly people (Lowenthal, 1964^; I^y 
et ah, 1964&; Garside et al, 1965). Those among the aged with mental illness who were living 
in relative isolation had become segregated mainly as a result of lifelong tendencies to 
unsociable, solitary behaviour. 

Hence, in some of the most important settings in which social isolation has been 
inculpated as a cause of illness, it has proved on careful enquiry to be an effect rather than 
a cause ; this describes the present overall consensus of opinion in relation to schiaophrenia 
and other mental disorders found among immigrants and the aged. Social under-privilege, 
economic handicap, low occupational status appear also, for the present, largely to reflect 
social selection rather than social stress. 

However, this is not to be taken to indicate that the social factors in the causation of psy- 
chiatric disorder have been disposed of. As 0 degaard pointed out, after concluding that 
his findings failed to support the influenceof social stress in the aetiology of psychoses, the epi- 
demiological method may be too coarse, the correlation between occupation and real personal 
problems may not be sufficiently high, and major psychoses treated in psychiatric hospitals 
may be less adequate material than, for instance, neuroses or psychosomatic conditions. 

War and Peace 

It has been known for more than a century that changes in psychiatric morbidity are 
associated with war. Esquirol noted the decline of insanity in periods of war; and durine 
the Second World War statistical data from France (Abely, 1944a, 6), Great Britain 
(Registrar General, 1953), Denmark (Svendsen, 1953), Norway ( 0 deeaard roeil n» 

provided evidence for • 

possibility of statistica . *. , • . 

vided some convincin • : ’ • • . ■ ' 

example, there was a marked decrease m the hospitalization of patients with attemoted 
suicide which generally constitutes an imperative cause for admission. 0degaard could not 
find evidence that the chanp in rate of hospitalization was due to an increased delay of 
admission after the onset of illness. In Denmark and Britain the rate of hospitalization rose 
sharply immediately after the war. 

The factors underlying the changes and trends are obscure. A similar decline occurs in 
suicide rate and was, for example, associated wth each of the revolutionary upheavals and 
\\-ars during the last century. In this case, the suggestion has been made that it is th 
increased social integration promoted by war that constitutes the operative factor 
other words the individual becomes less egoistic and acquires a sense of purpose throu h 
pledging himself to a cause and merging his identity with that of the community in which 
he lives. If this could’be established it would be an example of social integration enhanci 
mental health. However, the evidence for the present is wholly of a demographic nature-*a^d 
no observations are available on the effect of major social upheavals and wars on vulner hi 
individuals such as those prone to make repeated attempts at suicide or to suffer from^ ^ 
current attacks of mental disorder. 


SUICIDE 


Demographic and Social Aspects 

ties I ■ . , . 

culosis out in me uniieu btates and Great Bntam they have now 


out-run them by 50 per 



CLINICAL PSYCHIATRY 


788 

cent, and closely approach the rates for death by road accidents. It seems likely that, even in 
countries where vital statistics have been carefully recorded for a long time, the published 
suicide rates tend to understate the truth. Dublin (1963) estimates that the number of 
suicides in the United States is probably higher by a quarter to a third than that given, 
'rhe expected figure there for 1965 was 19,000 and is more likely to be 25,000, The same is 
probably true in Great Britain where the total in 1961 was 5,216, 

When the national suicide rates recorded by the World Health Organization for the 
year 1961 are examined, wide differences appear between country and country. For example, 
the Republic of Ireland and Egypt show the lowest rates of 3-2 and o-i per 100,000 res- 
pectively and West Berlin and Hungary the highest at 37-0 and 25-4, The rates for Sweden 
and Denmark are the same at 16-9 and that for Norway considerably lower at 6-8, The 
factors lying behind these differences are difficult to disentangle. If it is the opprobrium 
attached to taking one’s life in countries where religious faith is strong which keeps the 
recorded rates low in Ireland, the rates in Roman Catholic Hungary and Austria, which are 
among the'five highest in the world, are difficult to explain. In part the answer would appear 
to lie in differences in the reliability of national figures. Following an examination of 
coroners’ records for the city and county of Dublin (population 718,332 in 1961) McCarthy 
and Walsh (1966) computed a rate of 4-5 per 100,000 in contrast to the official rate for the 
same region and period of 2-2 per 100,000. The leniency of coroners had probably been 
at work. 

An attempt has been made to account for differences between Scandinavian countries 
in terms of differences in character structure that are according to Hendin (1964) culture- 
specific. He suggests that in Denmark, aggression and competition are frowned upon, 
dependency and passivity are encouraged and, when threatened, suicide results. In Sweden, 
early separation of mother and child are common, relationships are kept at a superficial 
level and suicide tends to be connected with failure at work for men or in marriage for 
women. In Norway, emotional expression is more unbridled and people are less ambitious- 
good mother-child relationships prevail but independence is also fostered. Many interesting 
hypotheses involving differences in culture patterns have been advanced but in no case can 
they be said to have been substantiated. 

There are however, some consistencies. The rates for men are invariably higher than 
those for women and where negro and white populations are looked at separately in the same 
country the negroes show a lower rate than the whites. For example in the United States 
and S. Africa, the rate for the white population is more than three times higher than that 
for negroes. There is a widespread tendency for rates to rise with age\ and this is probably 
part of the explanation for the comparatively high incidence in highly developed and pros- 
perous countries where expectation of life is longer and there is evidence that 5-ounger age 
groups have moved out. It is noteworthy, however, that the brunt of the 5 per cent, increase 
in the total suicide rate in the United States in the past 10 years has been borne by males aged 
15 to 19 years. For them the rate has risen by 44 per cent, in contrast to a decrease in the rate of 
15 per cent, between the ages of 65 and 74 years. 

When annual national suicide figures are examined for a period of years other features 
emerge. In both the United States and this country the rates in the present decade resemble 
those at the beginning of the century. During the interval there has been in both countries 
a similar pattern of fluctuation. The peaks at about 1910 and 193® correspond with periods 
of economic depression and the lou est rates coincide with the two world wars. That economic 
insecurity is probably related to suicide is further illustrated by Dublin (1963) who separated 
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out the suicide rates for wage-earning families m the United States from the rest. 
Though their rates show the national pattern of fluctuation for periods of econormc depres- 
sion and war, the fluctuation is less pronounced than in the population as a whole, and over 
the sovears between 1911 and igdo their rates fell by 60 per cent. During this period the 
economic position and security of this group improved, and the stresses to which immigrants 
and first-generation families were subject at the beginning of the century may also have 
a bearing on the high rate at that time. However, as Dublin \varns, there is no simple 
causal relation between economic factors and suicide. 

The fact that the incidence of suicide in both men and women is lower during tears 
is variously explained. Those who see in homicide and suicide equally the expression of 
uncontrolled aggressive impulse suggest that it receives an outlet in w’ar. Others relate the 
phenomenon to Durkheim’s (1897) finding that suicide is associated with whatever weakens 
the link between the individual and the social group to which he belongs. In war a sense of 
common purpose draws communities together(see p. 787). 

The sex difference in incidence, though marked and widespread, is not a constant factor. 
Dublin describes how in the first decades of this century the rate among girls up to 19 
years of age was higher than for boys. The figures for the two sexes crossed in the 1920s 
and the rate for young women is now less than one-third that for men. Throughout Europe 
and the United States at present many more men than women commit suicide; the usual 
proportion being about 2 or 2 men for every woman. Norway, Finland and Eire show an 
even more marked disparity. However, in many countries the trend in recent years has 
been to reduce these differences between the sexes. For example, in Great Britain the 
gradual rise in the total suicide rate since 1951 is almost wholly due to a rise in the female 
rate. In other ivords, the female suicide rate has no\y risen above the level it reached before 
the Second World War while the male rate has remained below it. 

The fact that the suicide rate reaches a peak in old age in most of the countries for 
which statistical data are available is important at a time when the proportion of the aged 
in the population is increasing. In Great Britain the rates for men rise steadily with age to 
being about 45 per 100,000 at the age of 70 and over. The curve for women reaches its 
peak (at over 20, per loo.ooo) in the age group of 6r>-69 and then falls to just over 10 at the 
age of 80 years and over. The picture in US.A. is somewhat similar except that there 
women reach their maximum of jo per 100,000 in their fifties. 

In Europe on the whole, there is a marked difference in incidenrp. 1 


. , ... vVaies there is a 

lougu correspondence between city size and suicide rate. But in the United Staiec; 
r.cture .s by no means sn clearly defined. The gap between urban and rural areas has 
narrowed over recent years to only 7 per cent. (Dublin, 1963). It would seem tC where 
urban rates are still very high, othcr factors are influencing the situation, as far examole the 
rapid movernent of population in cities like Los Angeles and San Franciseo and the e 
centration of cider people in St Petersburg and Miami, in Florida. In a stud^t 810^^ 
and Cook (1961) of two cities m northern England, it was found that in the^.Jn ? 
with a very high suicde rate, decline in local inLstry had caused a considerableroven?'^ 

Suicide has been found to vary in incidence in economically advanced countries be, . 
the several parts of latge ctics. This emerged plainly from Sainsbur;?s Zt of Cd™ 
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(1955) ; areas characterized by a ‘rootless’, drifting, anonymous population, by large numbers 
of bed-sitting rooms and cheap hotels had the highest rates. Areas with a long-settled 
working-class population drawn together by close ties of kinship and acquaintance, though 
characterized by habitual poverty and, poor living conditions, were comparatively free 
from suicide. In certain respects the social and demographic setting of attempted suicide 
as defined by Kessel and his co-workers (1965) in Edinburgh was similar. However, in one 
important respect it differed. There was there no significant correlation between the rates 
of attempted suicide and the proportion of people living in single-room households or in 
hotels. Studies of Chicago (Shaw and McKay, 1942) and of Vienna (Fuchs, 1961) show 
that suicide is found in distinct city areas also associated with over-crowding, loneliness, 
alcohol and drug addiction and criminality. It is to such areas that maladjusted persons 
are likely to be attracted. The socially disorganized milieu in which they find themselves 
probably hastens their deterioration and removes any immediate restraint upon suicidal acts. 

Since Kraepelin’s journey to Java (Kraepelin, 1904) the view that the peoples of under- 
developed countries rarely suffer from depression, and suicide is uncommon, has gained 
wide currency. However, in the absence of careful and objective studies such claims have to 
be regarded with reserve. In New Britain suicide by hanging appears to be common 
(Hoskin and Friedman, 1968); there is a high incidence of suicide in the neighbourhood 
of Okapa in New Guinea where Kuru is rampant (Mathews, 1967), and among the Kaiadilt 
group of Australian aborigines now living in Mornington Island (Cawte, 1968). 

Social and Individual Factors 

SOCIAL CLASS AND OCCUPATION. The Registrar General’s analyses of occupational mortality 
show that a high incidence of suicide is associated with Classes I and II and V in that order. 
Doctors and dentists, with their ready access to poison and awareness of disease, are among 
the group with the highest rates, more than double the rate for their equivalent in the 
general population. Breakdown by age shows that after retirement Classes I and II benefit 
but Social Class III, which has amongst the lowest rates at earlier ages, has a higher rate and 
joins Social Class V which has a high rate throughout the life-span. Sainsbury (1962) makes 
a similar observation (see p. 561). 

In the United States the situation is not the same. There, little difference appears 
between the first four classes and the significantly high rates are in Class V. What was 
previously said about rural rates in U.S. A. is reflected in the high suicide mortality among 
agricultural workers there. The narrowing gap between urban and rural areas may also 
reflect the movement of population into cities leaving behind a survivor population with a 
relatively high proportion of the aged and unfit. Those who work on the land enjoy relative 
immunity in England and Wales, where the highest rates are found among the unoccupied. 
It would appear that it is not low income but insecurity of employment, abrupt changes of 
economic status and personal predisposition that are operative. 

marital STATUS. Marital status shows interesting differences within the social class 
framework. Though the rate for men in Social Class I is 40 per cent, and that for married 
women 63 per cent, above average, there is almost no difference among single women 
between the ratios in the various classes. While the high proportionate mortality by suicide 
for men in Social Class I is no longer maintained after 65 it continues for their wives. 
Overall, marriage and a large family appear to protect against suicide; separation and 
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divorce, especially the latter, seem to increase the hazard. To what extent such findings 
reflect social selection and how far stress is operative is difficult to judge without specific 
enquiry. 

Even in the case of aged suicides where isolation is so prominent a feature, the relation- 
ship is likely to be far more complex than the simple isolation hypothesis implies. Rates 
among university students separated from the family appear to be higher than among 
those who live at home and also exceed the rates in the general population. Here again, 
separation is unlikely to be more than one among many contributory factors. 


The Medico-Social Profile of the Suicidal Subject 

The precise relation between suicide and mental disorder is difficult to establish because 
a high proportion both of persons with psychiatric dssability and those who complete 
the suicidal act have not been under psychiatric supervision or treatment. Recent studies 
suggest that family doctors are having their attention drawn to the presence of some emo- 
tional disturbance in an increasing proportion of their patients who commit suicide. 
Yet such records as exist often make no reference to psychiatric abnormality even at the 
present time. 

In the enquiry conducted by Seager and Flood (1965) in Bristol it was possible to match 
coroners’ records for 1957 to 1961 with any hospital records available for those who had 
previously received treatment. Over the five-year period reported there were officially 
325 suicides from a population of 810.000, an incidence of 8 per 100,000. Physical illness 
of a disabling kind was present in 20 per cent., a family history of mental illness in 10 per 
cent., a previous suicidal attempt in 16 per cent., and previous psychiatric breakdown 
requiring psychiatric treatment in 30 per cent. There was evidence of mental illness of 
some kind in over Uvo-thirds of the cases. Of the two groups into which suicides could be 
divided the smaller consisted mainly of women with a previous psychiatric illness or suicidal 
attempts; in the larger group suicide had been an early and often the only indication of 
morbidity. The majority m this group were males, and physical illness, loneliness and 
alcoholism or a threat of court appearance had been common. Twenty-three per cent h rf 
seen a doctor within a week of their suicide and 41 per cent, within four wedis ' ^ 

Iri Sainsfauty’s earlier study (1955), which included an examination of 400 suicides of 
ages dealt with by a London coroner between 1936 and 1938, he estimated ^ ^ 

had been mentally ill and a further ly per cent, had had abnormal oersonaUt' 
that this ^\■as an understatement has been most strikingly confirmed bv tb 
intensive Chichester stud.es (Sninsbury, .967. .968). A psyeWaSaenostV/^^^^ 
uas made in no less than So per cent, of cases. Among sneiaf TcmXohl 
features the following were identified in these studies. There was an over re ^hnical 

the upper social classes, the elderly and the male sex. Forty per cent were 
per cent, had lost a parent by death before the age of i6, 24 per cent had mnvp.ri v. ^ ^ 4 ® 

a year. Loneliness was rated as important in 40 per cent.; recent bereavemp 
cent.; and 60 per cent, had seen their doctorpreceding death. Twelve per cent had a 
of suicide in a close re ative, 28 per cent, had made a previous serious attempt aq ^ 
had a serious physical illness, 28 per cent, were on drugs such as resemine 
nhich had probably contributed to their depression. Suanethidine 

The association between mental illness and suicide is further suepested Kv *1, 1 
that suicide rates and rates of admission to mental hospital show a 
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in both hemispheres (Swinseow, i 95 i)- There is also a great deal of evidence to suggest 
that the incidence of suicide among the relatives of persons suffering from affective disorders 
is considerably larger than in the general population (Stenstedt, 1952). 


To sum up, suicide arises from a wide variety of causes; some within the individual 
and some in his surroundings. Personality, mental and physical illness and social factors 
contribute in varying proportions; suicide arises from their interaction. A good summary is 
given by Stengel (1964&) ; ‘Suicide rates have been found to be correlated with the following 
factors: male sex, increasing age, widowhood, single and divorced states, childlessness, 
high density of population, residence in big towns, a high standard of living, economic 
crisis alcohol consumption. Among factors inversely related to suicide rates are female sex, 
youth, low density of population (though it must not be too low), rural occupation, 
religious devoutness, the married state, a large number of children, membership of the 
lower socio-economic classes, war’ . . . ‘None of these factors should be looked upon in 
isolation as determinant. Each may be impinged on by another in differing times and 
places, A picture which grows more complex and shifting the closer it is examined presents 
itself. Personal characteristics and social forces interact.’ A growing body of evidence sug- 
gests that in the majoritj^ of cases the final common pathway towards which those different 
causes converge is a depressive illness which could have been expected to respond to treat- 
ment This is manifest in individuals who had often exhibited their susceptibility to 
affective disorder earlier in life. In the middle aged and aged physical illness is an impor- 
tant contributory factor. 


ATTEMPTED SUICIDE 


The earlier literature on suicide and attempted suicide reveals that these two phenomena 
tended to be regarded as one, directed at death, which succeeded in some cases and failed 
in others. During the last two decades the follow-up investigations of Dahlgren, Schneider 
and Stengel and the series of papers from the last named and his associates in London and 
Sheffield have been followed by an increasing number of reports from a variety of settings. 
The point made by Stengel and Cook (1958) that these are two separate if over-lapping 
populations is now widely accepted. Kessel (1965) following a very detailed survey conduc- 
ted in Edinburgh now goes further by saying that attempted suicide is not a diagnosis 
and not even a description of the behaviour of great numbers of cases coming for treatment 
under this heading even when the behaviour is clearly a deliberate act of self-injury and not 


The incidence of self-injury is riot easy to establish, as it was and still is liable to be 
disguised or not recorded for religious and social reasons. Few enquiries into incidence 
have been carried out; three notable ones are those of Farberow and Schneidman in Los 
Angeles fipbi). Stengel in Sheffield, and Kessel in Edinburgh. The frequency of 8 attemp- 
;^%nicides for every consummated suicide reported by Farberow and Schneidman in 
T 1 Angeles probably comes nearer to the truth for urban communities in this country 
t^Tn the ratio of 6 to i quoted in the Ministry of Health Circular H.M. (61) 94. Even this 

ratio produced an estimate of 30,000 per annum in England and Wales. This indicates 
lower raiiu distress, 

“ ®ThVc°r“cular quoted above evas issued in ,96, after attempted suicide ceased to be a 
I JSence. Estates that attempted su.cidc .s to be treated as a medical and social problem 
Ty aS concludes from th.s that ,t becomes all the more Important for hospitals to be 
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ready to give proper care. Hospital authorities arc asked to do their best to see that all 
cases of attempted suicide brought to hospital receive psychiatric investigation before 
discharge and that psychiatric advice should be quickly available to the casualty officer. 
Community treatment, care and help instead of (or after) hospital treatment and the need 
for out-patient supervision in some cases are emphasiied. This as Stengel (1963) points 
out is a formidable extension of the load on psychiatrists. 


The Medico-Social Profile of those Attempting Suicide 


That those who are admitted to hospital for attempted suicide are a population distinct 
from suicides is evident from its composition by sex and age. Women preponderate usually 
by a ratio of 2 :i and there is evidence that the comparative proportion of women to men is 
rising. Bridges and Roller (1966) who review the results of a number of studies, find that, 
in the majority, 20-29 years is the commonest age. A third of their subjects were in this 
group and 17 per cent, ig and under, so that nearly half were under 30. 

Hotable featuTCs of the Edinburgh study are the high rates for teenage girls (one in 
e\erj- five hundred that age) and for women in their early twenties. Kessel (1965) suggests 
that these young women though married and looking after children are emotionally isolated. 
They have not adjusted to being tied to home and are cut off from those in whom they 
previously confided their frustrations- It should be added that they are also unable in 
this situation to acquire the knowledge and skill about childbirth, child rearing and home 
management that have been transmitted dowm the generations and which are likely there- 
fore to embody the fruits of long-tested experience. Working class w’omen without access to 
telephone, rnotor car and the social and professional group activities open to middle class 
women, when they move house, could be expected to suffer most acutely from the kind of 
separation Kessel describes. However, before such views are endowed with author!^ they 
should perhaps be supported by more than subjective impressions. The ‘isolation’ of indi- 
viduals who attempt suicide should perhaps be examined with the aid of objective indices to 
ascertain whether they are merely victims of drcumstances or whether their isolation reflects 
in part, as it has proved in so many othersettings, the difficulties of long-standingpersonality 


The peak for both sexes m Kessel s study .s in the 24'34 age group and it is in that age 
group that the rates for the nidowed and divorced most notably exceed expectation When 
a loMance is made for age the married and single shmv similar rates but among the married 
,6 cent, of m.™ 

the b ■ . ■ ■ ■ . . ■ : : 

adeq ■ ' ' ■ , • ■ ■ 

and divorced were found (Whitlock and Shapir^“ig“ 47 Bridges 
rtal, 1964; Sclare and Hamilton 1963; Middleton S., ta6ll ^ 

Kessel (1963) was able to demonstrate the type of area in which the h' i, 
self-poisonmg were to be found. They were the old cent^J " " f""' 

overcrowded tenements and an apartiSnt area devefoped h Edinburgh with 

those living in slum areas. The next highest rates were^in th ? ^ 95 os to rehouse 

standard property v-isr. > ... ^ the fictnr,. ... 

estates were rapid!’ 

ing, the proportioi • • .... ■ • ■ , , . . 

-V -'■vkiiig aiiu criminality but not with 
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the proportion of single-room households or numbers living in hostels. Thus the associated 
social factors were not identical with those Sainsbury (1955) found for suicide in London. 

Social disorganization in the area where the subject lived was matched by disorganization 
in the background of their lives. ‘A broken parental home, a disorganized marriage, a 
disorganized life-pattern, living in disorganized districts are often found together in the 
history of people who poison themselves. This is the background against which precipitating 
social factors are superimposed.’ Greer and his associates (1966) have shown a relationship 
between attempted suicide and parental loss and, further, that those from broken homes 
significantly often blame disharmony in their own marital relationship for their suicide 
attempt. 

There emerges a general agreement that some disruption of relationships with a key- 
figure in the subject’s life is the most frequent precipitant of acts of self-injury: in the 
teenage group, quarrels with boy- or girl-friend and reaction to the authority of parents; 
in the married, a high degree of disharmony with the spouse. Kessel (1965) found such 
disruption present in 85 per cent, among men and 69 per cent, among women. He also 
found that 70 per cent, of single men and 59 per cent, of single women had poor relationships 
with whoever was the principal figure in their situation. A closely similar picture appears 
to be presented by attempted suicide in cultures far removed from those in which the 
studies discussed here have been conducted. In Yap’s study (1958) in Hong Kong the 
impulsive self-injury following some event in which the subject experiences rejection, 
humiliation, threat to a personal relationship or is made to feel resentment and aggression 
that can find no direct outlet are unmistakably similar. 

The precipitant for the act is often multiple. Worries about work or being in debt, the 
manifold irritations of poor housing mount up till some perhaps trivial quarrel produces 
a crisis. 

When motive was investigated, physical illness (equally with material circumstances) 
though undoubtedly present and operative in a number of cases, is mentioned by patients 
less often than would be expected. 

When the material studied is comprehensive and not confined to persons referred for 
psychiatric investigation and when the diagnosis of a psychiatric condition is made on 
positive features other than the suicide attempt as in Kessel’s study (1965), between 20 
and 25 per cent, of persons are found to have no psychiatric illness. For those who can be 
given a psychiatric diagnosis, the commonest condition among women is depression (43 
per cent.), and among men abnormal personality (30-40 per cent.). The distinction between 
these two main categories which in each sex accounted for almost 70 per cent, of the 
diagnoses would be unlikely to prove very sharp when submitted to detailed scrutiny. 
The suddenness with which depression with suicidal impulses may be triggered by frustra- 
tion or rejection in a psychopathic subject is well kno\TO. Moreover, in most series the 
depression seldom exhibits psychotic features and in the neurotic and reactive cases 
personality difficulties of long standing are often present in some degree. 

Alcohol abuse is a persistent theme in these studies but covers much more than estab- 
lished dependence on alcohol. People drink before the act, either to give themselves 
Dutch courage, or to potentiate the action of the drug chosen. Drinking may precipitate 
an impulsive act; and it may be used as a defence against the depression which is the 
background of a deliberate one. Suicide may also be the reaction of one spouse to alcoholism 
in the partner. This does not exhaust the ways in which alcohol contributes. There are 
subjects who make determined attempts at suicide while intoxicated but in whom, after 
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recover)-, no relevant illness, adverse situation or clear suicidal intention can be established. 
Pre\-arication is the explanation in some cases but appears improbable in others. It is 
likely that in some subjects self-destructir-e tendencies tvould remain latent were it not 
for their release by consumption of alcohol. Kessel (1965) found that 39 per cent, of men 
and 8 per cent, of women in his Edinburgh study were alcoholics. The variation in associa- 
tion with alcohol from area to area is probably affected by cultural factors (Whitlock and 
Shapira, 1967). 

Stengel and Cook (1958), Harrington and Cross (1959) and Kessel (1965) have provided 
a fascinating examination of intention too complex to be more than glanced at here. The 
act seems to have been unpremeditated m about two-thirds of the cases ; and in about one- 
third prenous warning of the intention has been given. Very often a setting is chosen where 
inter\’ention is likely. Once they have been resuscitated, there are few who still wish to take 
their hves ; and there are many who have never worked out the consequences of their act h 
terms of living or dj-ing. Taking these things into account, one must conclude that possibly 
four out of five of these people did not have death in view, but rather a change in their 
immediate situation. 

Stengel’s ^-iew is borne out that there is a strong element of ‘alarm signal’ or ‘appeal’ 
to the human environment, conscious or unconscious. The dramatic circumstances and 
the near approach to death make these subjects the focus of attention so that their plight 
can be recogm'zed. It also causes self-examination, remorse and a possible change of 
attitude in others, particularly the key-figure at whom the act seems to be directed. The 
motive of influencing or putting compulsion on others is often there beneath the surface. 

This is one side of the picture. On the other, we have to take account of the chaotic, 
shifting and above all intense emotion in which many suicidal attempts are made. Sixty 
per cent, of the patients in one of the large series claimed that they intended to die and, if little 
credence can be placed on such statements, as Kessel points out, the msistance of 25 per cent. 
\\ho denied that they sought death cannot be taken at its face value either. Many of these 
patients are labouring under emotions in which depression, humiliation, anger, despair and 
a desire to terminate or escape from an intolerable situation are blended. If there is no 
deliberate intention to die neither is there any clear intention to survive. Inherently dan- 
gerous methods of self-destruction are used and, if it were not for the incoordination 
ii^vitably associated with an impulsive act, the sheer inability of most women to use 
physically destructive methods and the ineffectiveness of barbiturates under modern con- 
f^suscitation, many more would succumb. 

The failure of many patients to complete the suicidal act later may owe something to a 
c ange in personal relationship that is initiated by their dramatic appeal. However, in 
many others interpersonal relationships are too feeble, shallow or damaged as a result of 
previous personality deficiencies to be transformed by one dramatic incident. Yet either 
la^st^T made, or the next one is just as impulsive, undirected and futile as the 

yet n ^ People v:ha attempt suicide ultimately complete the act and ive have as 

their a to indicate that it is in their failure to secure an adequate response to 

tioi be^of^ !i differ from the remaining 90 per cent. Exaggerated emphasis should 

perience/r ^Jements in suicidal acts that may lead the untrained and in^- 

'\hich doct° . ^beir danger. One is at times alarmed by the readiness with 

'dramatic JTr* ‘"^^P^rienced in psychiatry, arc prepared to dismiss suicidal attempts as 
poisonouc ’ attention seeking acts’ on grounds no better tlian that the dose of 
substance used uas not lethal. 
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It is unwise to dismiss some cases as trivial ‘hysterical’ gestures, and to judge the seri- 
ousness of intent either by the amount of poison taken or by the degree of physical damage 
done. In these matters purely accidental factors may be decisive. Any tendency to give the 
‘benefit of the doubt’ by setting down an overdose or coal gas poisoning (especially in the 
elderly) as accidental, does a disservice to the patient. Only a psychiatric investigation of all 
those who are brought into hospital for resuscitation will disentangle from the rest the 
estimated 10 per cent, who will eventually, if untreated, repeat the act with fatal conse- 
quences. Investigation should be automatic and early, as soon after admission as possible, 
before defences have been put up by all the parties concerned and while they are still open to 
influence. Maddison and Mackey (1966) approaching the phenomenon as a clinical problem 
make a case for developing individualized management programmes to provide treatment 
for ‘the almost endless variety of behaviours and motives which is subsumed under the 
general term “suicidal”.’ 

Stengel’s other contention (1958) that ‘the experience of the suicidal attempt signifies 
death, survival and a new beginning’ seems to receive some confirmation from that group 
of subjects who find in the experience a catharsis and a turning point in their lives after 
which their own attitude to others is modified. In others a punitive motive is present. In 
others still the underlying emotions are too fleeting, the motivation too confused, intelli- 
gence, insight or candour too limited for adequate description of the act to be possible. 

Tuckman and Youngman (1963 a,h), Farberow, Schneidman and Neuringer (1966) and 
Cohen, Motto and Seiden (1965) have made studies directed towards formulating a 
profile predictive of suicide based on hospital patients. Cohen et al. confirmed Kessel’s 
opinion that classification by apparent ‘seriousness of intent’ had little prognostic value. 
The predictive factors uncovered tend to repeat the complex of environmental and personal 
characteristics described above as connected with suicide, many of which are outside the 
psychiatrist’s control. The majority of those who make the dangerous gamble of self- 
injury are seen by a psychiatrist for the first time after the act. 

Prophylaxis 

COMMUNITY ACTION. Organized efforts to prevent suicide go back to the first decade of 
this century when, in igo6, voluntary organizations with a religious background were 
set up in London and New York. Since then other agencies have sprung up both in the United 
States and Europe and are extending their activities. They fall roughly into two groups. 
Those like the Salvation Army Antisuicide Bureau (1906) in London, tlie Samaritans, 
(1953, in London) and the National Save-a-Life League (1906, in New York) are lay 
volunteers who offer a ‘first-aid’ service which aims at being available by telephone day and 
night to listen, befriend and give preventive counselling. Referral to psychiatrist or hospital 
can follow if necessary but the guiding principle is Durkheim’s opinion that what the 
• potential suicide needs is to end his isolation and to feel that he is wanted by and contribu- 
tory to some group. The other type of service, notably in Vienna and Los Angeles, is 
under professional direction. The Vienna service (1947) based on the university neuro- 
psychiatric clinic uses lay workers for preventive counselling and also deals with all cases 
of attempted suicide. The Los Angeles Suicide Prevention Center (1958) employs only 
professional staff but seeks to coordinate the interest of other official and volunteer agencies. 

It also uses the material which comes to the Center in a programme of research. 

It is impossible to evaluate the effectiveness of these and other preventive counselling 
services. Relatively to their small resources both in money and staff they deal with large 
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numbers of cases. There are strong arguments for strengthening and extending them both 
to deal with more cases and to follow up the contacts made. Stengel (19640) makes a pleafor 
a wide reorientation of attitude in the community at large to\vards potential suicides and 
other groups in need of care. He sees in this an answer both to acute social problems such 
as suicide and old age and to the problem of how leisure is to be occupied when shorter 
working hours become the rule. 


CLINICAL VIGILANCE. The suictdal stale is in most instances a potentially avoidable phen- 
omenon, although there is as yet no ^ct method for differentiating individuals with 
high suicidal risk from other psychiatric patients. The characteristics of such individuals 
can be assembled from retrospective studies of suicidal patients. In providing a list of 
features in such a predictive profile we have drawn upon enquiries that have already been 
quoted and we have used also a list of criteria published by Stengel, although only some 
of the items have been selected and others have been modified. The following then is a 
predictive profile that can be used in clinical practice. 

Patients with two of the following features should be considered as presenting some 
suicidal risk and those with more than two as being a serious risk. 

1. Depression with guilt feelings, self accusation, self-depreciation, nihilistic ideas, and great 
motor restlessness. Pokorny (1964) has concluded that the risk for those diagnosed as suffering from 
depressive illness was 25 times the expected rate for a normal population of similar composition 

2. Severe insomnia with persistent disproportionate concern about it. Regular early momine 

wakening with restlessness and intrusion of distressing thoughts carries a high risk. * 

3. Severe hjTochondriacal preoccupations associated with delusional and near delusional 
convictions of ph)'8ical disease such as venereal disease, cancer, cardiac illness. 

4. A history of a previous suicidal attempt. 

5. Male sex and age over 55 years. 

6. A history of alcoholism or drug addiction. 

7. The presence of a disabling, painful or serious physical illness particularly in a previousiv 

active, robust and energetic man. ' 

8. Social isolation and an unsj-mpathetic attitude of relatives which is either real or exaggerated 
by the patient. 

9. Suicidal preoccupation and talk. Suicidal preoccupations that have been e.xtracted with 
some difficulty from the patient, concealed from the family and not confided to anyone constitute 
a serious risk. 

10. A historj' of suicide in the family. According to some workers (Hilgard etal., i960) there is an 
increased nsk of psychiatric disorder, including suicidal behaviour, as the patient reaches the age 
at which some familial figure, significant in his youth, died, especially if this death was by suicide 

11. UnempIojTnent and financial difficulty, particularly if these represent a steep decline Jri 
fortune. 

12. Towards the end of a period of depressive illness when the depressive mood persists but 
initiative and power of decision are recovering. 


The administration of hypotensive drugs perhaps deserves mention. The effect of 
reserpine in the production of severe depressive symptoms is widely known and the sub- 
stance is now rarely used. However, it is less w'ell appreciated that depression is a common 
side-effect of many hypotensive drugs including guanethidine and methyldopa. In a recent 
enquiry into consummated suicide (Sai 
receiving these drugs. 
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OTHER SOCIAL AND MEDICAL MEASURES, When we look at the means employed in suicidal 
attempts we can see opportunities for prevention. Most studies agree in showing that an 
overdose of barbiturates is the method employed in approximately 50 per cent, of cases. 
Salicylates and other drugs vary in proportion from study to study but usually account for a 
further 30 per cent. Age and sex have an effeet on the method used. The numbers using 
barbiturates and coal gas rise with age and the proportion using salicylate falls. Those who 
use violent methods are usually men. Kessel (1965) has shown that the use of barbiturates 
has shown a steep rise since the 1940s and of other psychotrophie preparations since 1955. 
The drugs used are almost always obtained legally by preseription sometimes for an earlier 
illness or for another person in the household. 

There are a number of measures relating to the choice and administration of drugs 
which could make a variable contribution to prophylaxis. Mortality after self-poisoning by 
aspirin is relatively high and Kessel has recommended the control of its sale in large quantities 
and outside pharmacies. Care not to over-prescribe dangerous drugs and a clearance of any 
supplies that remain after an episode of illness would remove what constitutes a temptation 
at critical moments. Most of those who take drugs would be unlikely to resort to other 
methods. Provision for the treatment of alcoholism would probably exert some effect on 
suicide rates. Automatic admission of all cases of self-poisoning to hospital followed by 
prompt medical and psychiatric treatment is important. Attention should be directed 
towards emotional and inter-personal problems during the first few days after recovery as it 
will increase the effectiveness of medical care. 

The definition of the social features associated with suicide and attempted suicide are 
perhaps the most impressive achievements of epidemiological and social psychiatry. Both 
from a clinical and social point of view the suicidal state appears to a large extent a poten- 
tially recognizable and treatable one. The translation of these observations into practical 
action and the assessment of the results of such action remain as tasks for the future. 

PREVENTIVE PSYCHIATRY 
General Background 

The last two decades have seen a resurgence of interest in the possibility of preventing 
mental disorder. Clinical work with neurotic disorders has increased very much, and has 
interested the psychiatrist in the personality setting of these conditions and the biological 
and environmental background. These are phenomena within the limits of normal variation 
although at its extremes. There are no clues to the cerebral mechanisms involved. Psychia- 
trists who seek to formulate their ideas about the circumstances in which individuals 
thrive or break down have been led to search for abnormal patterns of rearing and early 
learning. We now generally believe that abnormal relationships, emotional deprivations 
and traumas during the early formative years of personality development are common and 
play a part in causation. To some extent systematic enquiries have supported these beliefs. 

Sigmund Freud did much to direct interest towards the experiences and the psycho- 
logical interactions of childhood. But it is doubtful whether inspirations derived from the 
consulting room could have exerted such a far-ranging influence had the cultural climate 
not been receptive to it. A universal and lasting effect on the work of the psychiatric 
clinic has been made by adding a new historical dimension to the psychiatric examination. 
This has been particularly pronounced in relation to the neuroses. Here looking before and 
after has come to stay and most psychiatrists would agree that historj'-taking in this sense is 



Caplan and his associates in a form of mental health consultation which he describes as 
more tlian education, yet more restricted in its aims than psychotherapy. Since the pro- 
gramme needed to provide even a limited service for intervening in crises within the com- 
munity would be very great, the suggestion is made that psychiatrists, psychologists and 
psychiatric social workers would be best employed as instructors working through general 
practitioners, nurses, school-teachers, clergymen and others with a supervisory role, who 
would in fact act as councellors or therapists. As there is a general shortage of personnel this 
would inevitably cause existing psychiatric resources to be ‘spread thin’ so as to make 
services more widely available to more people. However, in emphasizing the need for 
primary prevention along these lines Caplan (1961) disclaims any intention to belittle the 
importance of early treatment and arrest of illness or of attempts to reduce the disablement 
that established illnesses produce. In the case of adult psychiatry primary prevention is 
regarded as only one facet of a comprehensive community mental health scheme in which 
mental hospitals have their place. 

Considerable importance is attached to the role of the family doctor in preventive work. 
His responsibility extends to the whole family unit. He is in an ideal position to assess to 
what e,xtent disability is likely to have arisen from stresses and hardships within the family. 
He is also well-placed to assess the effects that any illness in one of its members is likely 
to exert economically, psychologically and sodally on the whole group. He can make 
arrangements for treatment that produce the least possible dislocation and damage to the 
life of the family and arrange for domiciliary care for mother or child wherever possible 
as an aUecnative to separating them by hospital admission. This is a time-honoured role 
for the family doctor but one that under modern conditions has tended to fall into disuse. 
It should be remembered, however, that Caplan and many other writers on this subject 
are addressing themselves primarily to an American audience. 

Not only in America but also in Europe and Great Britain, social psychiatry has to 
contend with the difficulties of having a wide variety of uncoordinated institutions and 
agencies undertaking family casework. The task of integration is formidable, and is made 
no easier by lack of the personnel who are to make contact with the family in the home. 
The prospects are very remote that we shall be able to train an adequate st^ to undertake 
ambitious programmes of prophylaxis, as well as those of therapy. It is true that the available 
resources have to be realistically deployed; and some system of priorities seems to be called 
for. Caplan takes the view that selection of cases for treatment can no longer be left to the 
haphazard processes of patient-demand, nor are referrals to be based on therapeutic predic- 
tions. He says that the ‘community implications of our treatment’ should also be given 
weight. Tlie phrase is an indefinite one. If it is meant to imply that the degree of suffering, 
hardship, danger or disability, incurred by the individual is to be replaced as the criterion 
for selection by an assessment of social consequences (bound at the present time to be 
vague and subjective, to say the least), then there will be few psychiatrists prepared to 
follow him. Until more objective evidence is ai^lable about the results of preventive work, 
the responsibility of the psychiatric team, on pragmatic as well as humane grounds, will 
be m the first place towards the sick and disabled. 


Primary Prevention 

Gnienberg (1957) has made the point that measures for control of mental disorder 
as far as present knowledge will permit, should not be paralysed by a sense of ignorance 
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about the aetiology of schizoplirenia. His contributions and those brought together in 
‘Prevention of Mental Disorders in [Children’ (Caplan, 1961) serve to bring home the 
sharp limitations placed on primary prevention by present ignorance. However, they also 
bring out the fact that there is more knowledge about the aetiology of certain forms of mental 
disorder and subnormality, particularly those that arise through various forms of damage 
in childhood, than is sometimes appreciated. 

Gruenberg points out that the approach should be the same as the public health approach 
to any other group of illnesses, i. To give first priority to prevent what is preventable. 
This is of course subject to severe limitations and does therefore not imply that this line 
of action should claim the major share of available resources. 2. To give second priority 
to terminating or arresting what can be terminated or arrested; that is secondary preven- 
tion. 3. To give third priority to reducing disability from disorders which have not been 
prevented, terminated or arrested. Under the first heading of primary prevention maternal 
and child welfare services should be examined to ascertain that present knowledge is being 
applied to reduce the number of children born with lifelong handicaps of brain functioning: 
rhesus incompatibility, congenital syphilis, rubella, malnutrition and other deprivations 
during pregnancy still take some toll. Again toxaemias of pregnancy which have some asso- 
ciation with mental deficiency, behaviour disorders and epilepsy are potentially avoidable. 
The control of environmental hazards might serve to reduce iodine deficiency, brain injury, 
poisoning and drug intoxication and threats to foetal brain development possibly emana- 
ting from other sources such as radiation and food additives. Efforts aimed at keeping the 
family unit intact as far as possible by providing domiciliary care and support for key 
members of the family when they require treatment can also contribute something of value. 

A number of workers have advanced suggestions about practical action or further 
research in this area. Tarjan (1961) believes that current knowledge of genetics should be 
applied in more diagnostic and scientific counselling centres made available for the average 
family. Diagnostic screening should make it possible to avert the worst consequences of 
phenylketonuria and galactosaemia. The immunization of mothers against rubella, elimina- 
tion of known defects in obstetric practice and the choice of child-bearing time when the 
mother is in the best state of general health would all make a substantial contribution. 

The views of Pasamanick and his associates (Pasamanick and Knobloch, 1961 ; Knobloch 
et ah, 1956) have become well known. He has advanced the concept of a continuum of 
reproductive casualty leading at one extreme to the death of a foetus and at the other fading 
off into the reversible physiological discomforts of ‘normal birth’ with, in between, minor 
brain damage causing varying degrees of intellectual defect or personahty damage. He 
considers that in a subtle form the latter are far more common than generally appreciated; 
and, in interaction with emotional deprivation, are the underlying aetiological factors of a 
variety of neuropsychiatric disorders in children. The validity of the conclusions of this 
group has been called in question but they have provided a strong stimulus to research in a 
neglected area. The prospective enquiry being conducted by the National Institute into 
neurological diseases and blindness in 50,000 pregnant women in which the children are 
to be followed up over a six-year period should yield observations that resolve some con- 
troversial issues in this field. They may also have important implications for prevention. 

As far as counselling parents is concerned, the problem of applying even real advances 
in the knowledge of child development is greater than is sometimes supposed. It may be 
that the attitudes of even well-intentioned parents to their children are at times harmful. 
However, after a careful evaluation of attempts to educate parents, Brim (1961) could find 
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no evidence that this educational programme changed either the parents or their childn 
A number of workers have advanced su^estions about appropriate timely interventi 
aimed at averting adverse influences on personality development, to compensate for t 
ilheffects of rejection and over-solicitude, to reverse the development towards neuroses su 
as school phobia in its early stages and to help the family to cope with the bereaved 
deprived child (Klein and Lfndemann, 1961). There is however no evidence at the prese 
time that such activities, which are immensely difficult and costly to provide on an adeqm 
scale for preventive purposes, exert any effect. Biber (1961) asks 'ivhat are the best relatic 
ships between children and teaching staff, within st^s, between school and parents, a 
between school and the wider community, for the mental health of the schoolchild. It is r 
possible to provide clear and reliable answers at the present time. Practical solutions have 
be provided on the strength of good sense, imagination, insight and trial and error. In tb< 
ways child psychiatrists of modest critical and scientific outlook can make a useful cont 
bution. 


Secondary Prevention 

Under this heading Gruenberg has some difficulty in suggesting a definitive list 
disorders which arc subject to ready diagnosis and effective treatment so that the progr< 
of illness may be halted or its duration shortened. He suggests that depressive states oi 
cettain t)’pe and intensity, general paralysis, pellagra, toxic deliria, conversion hyster 
cretinism and also phcnylpyruvic oligophrenia may logically at thepresent stage, beinclud 
under the heading of secondary prevention. He advocates that treatment services for sue! 
list of disorders should be instituted and case-finding procedures adopted. 

To this list certain other disorders can be added. Although there is no clear eviden 
that early treatment of schi2ophrcnia influences the ultimate prognosis, it would be wi 
and reasonable to act on the assumption that differcaiccs in response between cases th 
present acutely and tliose of insidious onset are m part due to earlier treatment of tl 
former. Careful evaluation may of course prove this assumption to be ill-founded. Aga: 
in relation to severely incapacitating neuroses such as situational phobias and obsessivi 
compulsive neuroses later presentation at the psycbhtiic clinic appears to be correlate 
with poorer prognosis, and earlier referral for treatment would be desirable and perhaf 
effective. 

One of the Expert Committees of the World Health Organization mental health sectio 
devoted a report (1957) to what is in effect secondary prevention. It emphasizes the impor 
tance of providing out-patient care and averting hospital admission wherever possible am 
appropriate. Early diagnosis, active treatment and after-care to lessen the risks of relapsi 
and chronicity will inspire a measure of confidence in the public that tvili eventually opeii 
up possibilmes for research into prophylaxis. The report goes on 'it wiU be advisable 
however to guard against the successful psychiatrist coming to be looked upon as an 
all-round bchavrour v-xpert and being swamped with requests for advice in respect of 
pncral life problems which, though veiy important lot the individual, may be mote or 
less outside the competence of the mental health specialist. Generally speiing it wiU 
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Tertiary Prevention 

Under this heading Gruenberg includes such measures as fostering more enlightened 
attitudes in the public towards chronically disabled patients, the provision of various forms of 
social protection for them, the creation of sheltered workshops and supervised residential 
care outside hospital. He refers also to the need to organize mental hospitals along more 
liberal and open lines. 

The subject of institutionalization and its effects on psychiatric patients has received 
a good deal of attention in recent years. It has become clear that long-term hospitalization 
exerts effects on patients which have to be differentiated from the features conferred by the 
illness from which they suffer. Among the pioneers who directed attention to the effect of 
the hospital environment was T. P. Rees (1955). He held that the capacity for taking social 
responsibility atrophies lil<e muscle when disused. He therefore contrived ways in which 
patients could continue to exercise some responsibility so as to facilitate their earlier 
discharge towards independent life. In Institutional Neurosis (1966) Barton described the 
clinical features of this syndrome as apathy, lack of initiative, loss of interest in things and 
events not immediately personal or present, submissiveness, lack of interest in the future 
and an inability to make plans for it. There is deterioration in personal habits and standards 
generally. Individuality atrophies and the patient becomes resigned to the existing situation 
and resists discharge. Barton attributes the phenomenon to a number of overlapping factors 
among which the most important are loss of contact with the outside world, enforced 
idleness, the authoritarian attitude of medical and nursing staff, loss of personal possessions, 
interruption of activities that emphasize individuality, sedatives, the ward atmosphere and 
dwindling of future prospects. 

In his description of the ‘total institution’ Goffman (1957) has widened the concept 
by describing the features that the mental hospital milieu has in common with other 
institutions. Both engender changes in their inmates that are in some respects similar. 
The American concept of the ‘social brealcdown syndrome’ is similar to that of the English 
concept of ‘institutionalization’ but hospital treatment is considered only one of the factors. 
Gruenberg and Zusman (1964) describe the susceptibility and ‘the overwhelming loss of 
confidence in his past patterns and feeling and thinking’ that an attack of psychiatric illness 
can produce in a patient entering hospital. In this situation the pressures exerted by the 
institution are of importance, for the ‘social identities and personal standards’ it offers tend 
to be accepted and take the place of standards that have been disrupted. 

The place of the patient’s pre-morbid personality and social background have perhaps 
been uncritically ignored in the sweeping condemnations of ten to fifteen years ago. 
As Wing (1963) has pointed out, susceptibility to institutional pressures may include 
factors that led to hospital admission in tihe first place — lack of ties with the community, 
poverty, age and social position. Moreover those who tend to retreat from social relation- 
ships and social responsibilities may also be disposed to opt for a social environment where 
‘interaction can be minimal’. Wing considered that in schizoplirenics, who constitute a 
majority of long-term hospital patients, the symptoms of illness could be distinguished 
from those of institutionalization. He suggested that blunting of affect, disordered speech, 
delusions and hallucinations are inherent in schizophrenia regardless of the setting. Depen- 
dency, apathy about leaving, lack of interest in outside events and resignation result from 
being in an institution. 

Although the effects of institutionalization may at first have been somewhat exaggerated. 
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the influence of a movement aimed at transforming the atmosphere of mental hospitals 
has notable achievements to its credit. To take only one group of factual observations, 
the suicide rate among mental hospital patients in the United Kingdom remained steady 
for many years around 50 per 100,000 — some four times the national average. The intro- 
duction of E.C.T. produced no change but since 1956 it has declined slowly to about 36 per 
100,000. 

In the United States attempts have been made to reduce the prevalence of the ‘social 
brcakdo^vn syndrome* in an experiment which made use of ‘a comprehensive community- 
orientated unit’ providing a continuous flexible programme of psychiatric care for the 
whole population (Brandon and Gruenberg, 1966). The findings suggested that the annual 
incidence of this condition in non-geriatric adult patients had been reduced to 50 per 100,000 
after being perhaps twice as high two years previously. 

From 195s to 1960 a joint commission analysed and evaluated the needs and resources 
of the mentally ill in the United States of America. Late in 1961 President Kennedy 
appointed a cabinet level committee to review the report and on tlie basis of their work he 
sent his Message to Congress. ‘We need a new type of health facility, one which will return 
mental health care to the mainstream of American medicine and at the same time upgrade 
mental healtli services.’ The new Coitwiunity Mental Health Center was to provide a 
complete range of care in the community with strong emphasis on prevention. Over a 
3-year period 150 million dollars was made available for use by the state for constructing 
centres. To qualify for federal funds centres were to provide at least 5 essential elements of 
service: (a) in-paticnt services; (b) out-patient services; (c) partial hospitalization services 
including at least day eare\ (d) emergency services 24 hours per day with at least one of 
(a)*’(c); (c) consultation and education services available to community agencies and 
professional personnel. 

Emphasis was laid on the importance of continuity of care, easy transfer from one type 
of care to another and inter-availability of records and information. Moreover, research 
and evaluation were described as essential constituents of an adequate service. The results 
of evaluation of this large nationwide programme will be awaited \vith interest. It is to be 
hoped that the results will demonstrate that the quality of care received by seriously 
deranged and psychotic patients who have benefited more from modern advances than 
any otlier group suffering from psychiatric disorders will not have been prejudiced. It 
would be a Pyrrhic victory if the launching of what is in effect an experiment in preventive 
psychiatry were to cause a decline in the quality of care that can be provided in a more 
traditional hospital setting by attracting away resources and personnel that are in such short 
supply. 


Conclusions 

The most essential feature of any psychiatric service is that the benefit it confers should 
onmegh any harm or damage that .t docs. Since the cifects of programmes of primary 
ptevenuon are at present quite unsown the authors believe that in the list of ptiotitiS 
secondary and ternary prevent, on should come before primary prevention. This meaL &e 

tr_ a^d 

adequate set.ee for therapy. Neither arS'for'tlSrr th“ 
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organization in integrated entities comes up to satisfactory standards even in highly devel- 
oped countries. In modern society a wide range of services seek to secure the skills of the 
psychiatrist: the courts, the approved schools and prisons, workers in the public health 
services, educationists and clergymen, not to speak of the family doctors who have come 
to appreciate that the techniques of psychiatric examination and case-taking and the in- 
sights they engender are invaluable for illuminating some of the problems in their own 
fields. Within limits, this kind of activity has its value. It can, amongst other things, help the 
psychiatrist to widen his perspectives and to see some of his problems from a new angle. 
It may even stimulate him to formulate fresh questions and hypotheses. In some limited 
fields sufficient factual knowledge may become available to justify experiments in preven- 
tion. Suicide and delinquency are notable examples and psychiatrists should join hands with 
those expert in other disciplines in the mounting of prophylactic experiments the results 
of which are carefully evaluated. 

But in most areas the primary need is for more research. We need to have much more 
knowledge about those constituents in a child’s familial, and social environment that decide 
whether he matures into a healthy and effective or unstable and sick person. If a psychia- 
trist permits uncritical enthusiasm for action in the community to outweigh all other 
considerations he runs other risks. If he is to advance knowledge he must remain acutely 
conscious of the extent of his ignorance. Once he convinces himself that he knows, he will 
learn nothing new. 

It may be admitted, on the other hand, that the humility he needs as a scientist may 
incapacitate him as a public spokesman. As Ruesch (1965) recently wrote ‘rarely are data 
on mental health so self-evident that they need not be backed by unfaltering conviction’. 
However, the dangers he runs in espousing the cause of prevention with exaggerated 
optimism are probably the greater. In forming a judgement as to whether the community is 
ripe to receive the lessons of preventive psychiatry, it has to be noted that campaigns 
against alcoholism, smoking, dangerous driving and even obesity have met with singularly 
little success. These preventive campaigns sought to modify habits that kill and which 
within certain limits can be changed by voluntary action. Even such a simple measure as 
fluoridation of water, whose value has been fully authenticated, has encountered aston- 
ishing difficulties. Personal qualities such as self-esteem, independence, tolerance for 
others, capacity for kindliness and enduring affection in human relationships, insight, and 
the ability to handle conflicts are central to most concepts of mental health. In the course of 
treatment and rehabilitation the psychiatrist is often engaged in helping patients, and those 
suffering from neuroses in particular, to mature towards such attributes in the hope of 
creating lasting gains in stability and social adjustment. However, in seeking to carry his 
activity beyond the confines of the clinic, certain problems arise which have to be faced 
squarely. Mental health conceived in these terms entails judgements of value. Are com- 
munities prepared to permit psychiatrists to attempt to bring about changes in such 
fundamental attitudes and personal qualities in the population as a whole? Is there any 
evidence that with the techniques at our disposal we can achieve success? Above all, 
desirable as such qualities may be from the point of view of widely accepted humane 
values, there is as yet no satisfactory evidence that they are related to vulnerability to 
breakdown. In the light of this, what priority in the allocation of resources are we to give to 
preventive work with these or similar concepts as its starting point? Should we be justified 
in diverting resources from the treatment of patients in the early stages of illness? 

Further it has to be remembered that the effect of advice aimed at securing more 
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effective and harmonious sociaj adjustment may be the opposite of what is intended. At 
the turn of the century the great physiologist Latvrence Henderson said that a man en- 
countering a doctor for the first time had a fifty to fifty chance of not coming to harm. 
The creation of iatrogenic disability is not peculiar to physicians. The risk is run equally 
hv nsvehratrists. There is fust not enough information to predict with any reliability the 
■ , , , , ’ * worker who is prepared 

. , move his home or alter 

his habits may not only fail to alleviate stress but cause serious aamage. 

However, this chapter ought to end on a positive note, muted though this may be. 
A small body of knowledge has accumulated in relation to social and environmental 
factors and some of this is ripe for application. In the case of suicide, for example, attention 
needs to be focused on the lonely and the isolated, the aged and bereaved, those in poor 
health physically, those prone to alcoholic excess and those who have undergone a shift 
from relative affluence to poverty. To some extent the known facts about delinquency 
demand application in prophylaxis. We have acquired a good deal of knowledge of the 
conditions under which mentally subnormal individuals may reach their full potential in 
intelligence, the practical effecti\'enes3 of which they are capable and the conditions under 
which they becon''' whnf/v dependent, illiterate or even speechless. Again we 


If investigation of crude overall indices such as social class, income and social isolation 
have not shed a great deal of light on the causes of mental disorder, it is possible that it is 
in the social network of the family that the relevant social pressures are exerted and have to 
be studied. In the course of the past few decades a certain consensus of opinion has develop- 
ed among psychiatrists of different schools about the character of the family setting from 
which subjects suffering from disorders such as anxiety neurosis, anorexia nervosa or 
homosc-xuality are drawn. Enquiries aimed at describing precisely and arriving at reliable 
measures of these settings are in progress in different parts of the world, and from them 
may come observations with implications for preventive programmes. Psychiatrists are in 
a uniquely privileged position for obtaining systematic observation on such matters. 
The value of their observations will be enhanced if they do not permit themselves to 
forget the possible contributions of biological factors. And their influence on the community 
at large wall be all the greater if they bear in mind the mental hygiene movement in the 
early years of this century and the fate it ordained for itself by its exaggerated claims. 
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Abarognosjs due to brain lesion, 495 
Abortion Act (196?). 7S9-60 
Abreaction, 24, i8t-* 
due to LSDa»> 437 
folloiving thiopentone treatment, 101 
in hysteria, 109, 1x9 
Absences of epilepsy, 4S6-7 
Absentjnindeoness, in chorea, 381-3 

3>8 


Acalculia, 4^ 

Accident neurosis, iti-ia 
ptoneness, 51a 
due to starvation, 356 

o(fecble»mindeav7r6 ... , , 

Acetylmethylcarbinol (AMC), high blood leiel of, 
m depression, 204 
Acousticogenk epilepsy, 431 
Acoustic tumours, 5*5 
Acrocephaly, 783, ?33 
AcromegaJr, ,768 


692-^ 


• . . , , . ression 

as, 19S-6 

Addiction danger in sedative administration, 410 
Mith methedrine, 124. 182 
dehnllion, 413 
intoxicants leading to, 388 
tfe also Drug addiction 
Addison’s disease, 368 


depressive reaction m, 79 

drug dependence in, 414, 420-i, 436 

homosexuality in, 173, 174 

paranoid reactions m, 148, 149 

schuophrenia of, 2$2, 280-1, 383, 2g6, 307, 315, 

32s 

transvestism m, 166 
Adolescent amphetamine-takers, 420-r 
Adrenal cortical activity, depressive disorders and, 
369 

tumour causing anxiety reaction, 87 
Adrenaline, bre^dovvn of, in schuophrenia, *55 
Adtenochtome, 155 

Adrenocortical activity, increased, in depresaon, 
. *°3 

investigations into, in schizophrenia, 15a 
Adrenolution, 25s 

AlTect, blunting of, in brain disease, 486 
in liver disease, 360 


Affect (conA) 


298^ 

as distinct from intellectual aspect of person: 


3*4 

.3*4 

■r/4'-S 

ui demenua, 499 

colouring of pellagrous psychosis, 352 
of schttophrenia starting at puberty, 296 
constitution, 20506 
disorders, 188-236 
aetiology, 196-8 

assodated tvith arteriosclerotic psychoses, 
organic psychosis, 2x8-19 
physical illness, treatment, 5S6 
schiio^brerua, 214, 3x3 

198-2C 

course and prognosis, 217-19 
dehnition, 188-9 

diagnosis and diffcrenrial diagnosis, 219-3 
from late paraphrenia, 582, $8$-6 
during pregnancy, electroconvulsive thera 
373 

Affective disorders, electrolyte distribution and 
enne and metabolic change in, 202-4 
exogenous admixtures, 215 
her^ity, 196-8, 214-15 
in aged, 549, 567-76 

associated with extracerebral disease, 51 
prevalence, 541 
prognosis, 549, 551, 572 
treatment, 572-6 
in brain disease, acute, 485 
in psycho-organic syndrome, chronic, 48f 
incidence, 189-91 
of physical illness in, 259-60 
uisigiit preserved in, 315 


?-9 

symptoms in, 288 
peiusdicity of, 217 

personality associated with, 191-2, 2x5, 5, 
physical constitution associated with, 
317-18 
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Affective disorders {cont.) 
precipitation of, 205 
prognosis, 217-19 
psychopathology of, 194-6 
puerperal, 376, 377 
treatment, 219, 228-36 

by convulsive therapy, 232-6 
by leucotomy, 219, 236 

with undercutting, 219, 336 
Walton-Black test for, 555 
experiences strengthening paranoid delusions, 
290-r 

life, regulation of, limbic system and, 494 
outbursts due to manganese poisoning, 444 
psychoses, 207-17 

associated with hyperthyroidism, 366 
dementia associated with, 483 
diagnosis of, differential, 59 
from schizophrenia, 321-2 
‘existential analysis’ of, 195 
in childhood, 668-9 
schizophrenic admixture, 297-8 
reaction to cocaine hallucinations, 430 
responses in epileptic paranoia, 471 
weakness of, in schizophrenia, 319 
well preserved in schizophrenia-like psychosis. 


303. 304 

slumber, 489 

storms in imbecility, 322 

After-care of alcoholic, 411-12 
of geriatric patient, 565-7 
of morphine and heroin addicts, 426 

After-images due to exhaustion and lack of sleep, 

356 

Age factor in alcoholism, 390-1, 412 
in anxiety reaction, 88 
in depressive reaction, 79 
in manic-depressive reaction, igo-i 
in neurasthenia, 84 
in personality, 29 

in post-encephalitic Parkinsonism, 514 
in schizophrenia, 240, 246, 288 
and prognosis, 312 

Age, in relation to symptomatic psychoses, 344-5 
incidence of cerebral tumour, 525 
of delinquency, 657 
of epilepsy, 450 
of suicidal attempt, 793 
of suicide, 788-9 

of onset in Huntington’s chorea, 622-3 
prevalence rates of psychiatric illness, 781, 785 
variation in effects of brain damage in relation to, 
488 

Aged, adjustment to physical limitations causing 
depression in, 570 
anxiety symptoms in, 88 
brain disease in, psychological tests, 554 
simulating dementia, 485 
cerebral tumour in, 527 
dangers of prescribing amphetamine to, 420 
delirous states in, 600-2 

depressive illness in, 210, 215, 539, 542, 548-9, 

567-71 . . , 

leading to suicide, 542, 544, 553, 569-71 
reaction in, 79, 549. 553. 568, 570 
tendency in, 213, 567 
E.E.G. in, 345 

mentally disordered, 557-60 
effect of compulsory retirement on, 561 
failure of, to report illness, 542, 560 


Aged (cont.) 

family contacts of, 544-6 
general management, 560-5 
hospital admissions, 533 
hypochondriasis in, 142, 542 
increased blood pressure levels in, 588 
isolation of, 544-6, 548 
as result of personality trait, 778 
leisure- time activities of, 561 
manic attacks in, 571 
medical services for, orientation of, 548 
memory dysfunction in, ‘benign’ and ‘malignant’, 
603, 607-8 

mental diseases of, 539-629 

aetiological factors in, 544-8 
diagnosis of, 548-60 
hospital care, 564-5 
incidence and prevalence, 539-44 
physical illness and, 586-629, 781 
prevention of, 560, 807 
silent development of, 553 
neurosis in, 576-80 

see also Neurosis in aged 
paranoid reaction in, 146, 151, 288, 541 
physical examination of, and history-taking, 352-3 
illness in, and suicide, 544 
post-infective dysmnesia in, 350 
prefrontal leucotomy in, 574 
role of, in modern society, 547 
special disabilities and assets of, 537-8 
subdural haematoma in, 507 
suicide in, 542, 544, 553 

temporal lobe lesion in, simulating dementia, 495 
Ageing and mental diseases of aged, 533-629 
brain pathology of, 605-7 
caricaturing of personality traits during, 378 
cognitive changes with, 537-9, 552, 603 
discrepancy between physical and mental, 613, 625 
Ageing and general social and personality factors in, 

544-8 

normal, in relation to senile dementia, 603, 605-8 
of population problems, 533 
physical and biological aspects, 534-6, 552 
problems of homosexual, 174 
process, theories regarding mechanisms of, 536 
schizophrenia-like psychosis associated with, 301- 
. 302 

Aggression reduction of, by barbiturates, alcohol or 
cocaine, 418 

Aggressive behaviour disorder, dysrhythmic, 139 
following head injury, 501, 505 
in late paraphrenia, 584 

fantasies in ‘pseudo-neurotic schizophrenia’, 325 
outbursts in epileptic, 454, 456, 464-5. 467, 478 
surgery improving, 480-1 
paranoid, 291 

personality, bodily build associated with, 69 
following cerebral contusion, 76 
Freudian explanation, 73 
psychopath, amphetamine addiction in, 421 
castration of, 759 

electroencephalograpliic abnormalities, 71-2 
Aggressiveness associated with pathological jealousy, 
400 

due to ACTH and cortisone, 369 
alcoholic intoxication, 391 
temporal lobe lesion, 494 
in child, 665-6 
auditory-handicapped, 678 
due to brain injury, 505 
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Aggressiveness (coh{.) 
m hyperkinetic syndrome. 690 
m mothers of schizophrenics, 263 
in schizophrenic, 278, 32^3®. 333 
in symptomatic psychoses, treatment, 387 
in trypanosomiasis, 383 


m mania, 2t2 
post-enctphalitic, 674 
Agitation due to amitriptyline, 579 
m Alzheimer’s disease, 61S 
m arteriosclerotic psychosis. 599 
in m>-xoedema, 367 
in puerperal psychosis, 376 
Agnosia, 52, 497 

due to carbon monoxide poisoning, 442 

huger, 53-4, 496^7. 49®^ 

for left half of space, 490, 499 

in Alzheimer’s disease, 6t5 

in cerebral disease in aged, 554 

in Pick's disease, 618-19 

spatial, 496 

visual, 493, 497, 683 

visual-spatial, with route-finding difficulties, 493. 

497. 499 , 

Agoraphobia, 86, 90, 92-3, 9® 
aetiology, 87-8, 9S 
treatment, 102-3, 186-7 
Agraphia, 50, 53, 55, 496 
of autistic child, 68a , , . , . . 

Air encephalography, 'cortical atrophy found by. 

6a6 

in diagnosis of cerebral tumour, 528, 530, 629 

in cnilensv 


Akat 


Alcoholic addiction (cont.) 

delmum, theories of causation, 344 
deterioration, diagnosis from general paralysis, 
524 

habit according to learning theory, 409 
hallucinosis, 295, 397. 3®®. 393. 396, 402-4 
schizophrenia and, 321, 351, 403“4. 406-^ 


-13 

chronic, 396 
in old age, 578 
pellagra in, 352 
compukive, 395, 397*8 

co-operation from, in drug deterrent treatment, 
4tt 

homeless vagrant, 413 
importance of close personal ties to, 412-13 
involuntary hospitalization of, in U.S., 750 
periodical or ‘bout’, 396, 398-9 
psychotherapeutic approach to, 409 
symptomatic, 39S-'6, 399, 406 
uncontrolled, 395 
Alcoholism, 388'4I3 
aetiological basis, 39**5 
and criminal responsibility, 767, 771 
associated with Huntington's chorea, 622 
paraphrenia and paranoia, 295, 300 
schizophrenia, 30, 259-60, *97^ j©® 

Wernicke’s encephalopathy, 353-4 
biological aspects, 392 
chronic. 396, 399 
classification, jellinek’s, 395-6 
clinical features. 396-406 
diagnosis, 406-7 


.747 


„ - -■ 4-5 

action of, immediate, 391 
and alcoholism, 388-413 
consumption, causes of excessive, 394 
effects, 38^9, 391-2, 394. 396. 414 
elimination, 392 

cuaggerated susceptibility to. m brain injury, 504 
poisoning, acute, 396-7 

diagnostic ditficulties. 397. 4®6 
anoxia simulating, 44O 
barbiturate poisoning simulating, 417 
simulating manic state, 2ZO 
Withdrawal symptom* \Vithdra»al phcni^ 
mena 

restrictions on sale, 407 
tolerance to, 392-6, 339 
AlcohoJ-dependent drinkers. 395, 397 
Alcoholic addiction, 397-405 
duRcuUics m btcakinK. 394 
drug addiction complicating, 398. 43* 
jealous reactions in, 399'4®® 
natural history, 395-6 
premonitory features, 388, 407 
producing schizophrenic state, 351 
treatment, 407-ta 

aetiology, diagnosis of states of, 406-7 
coma, 397 


pneumonia releasing delirium trenvervs kv aSa 

premonitory signs, 407 ' 

prognosis in, 412-13 

proph>laxis in, 407 

psychiatric complications of, 396 

setxindary, 395-6, 399, 406 

suicide and, 797-8 

treatment, 407-12 

by aversive deconditioning, 185-6, 40Q-10 
by group therapy, 282,409 ’ ^ 

drug deterrent, 410-1 1 
'first aid', 411 

involvement of spouse in, 413 
unstable psychopath and, 154, 
varieties of dnnking pattern in, 395 
Alexia. 52-3, 497 
Alloaesthesia, 54 
Altitude sickness, 439-40 
‘Altruistic’ suicide, 777 
Alzheimer's disease, 613-16 
diagnosis of, 627 

differential, 518, 610. 616. 6in 
E,E G. in, 559-60, 616 
morbid anatomy, 607, 612, 614 
sex incidence, 617 
treatment, 616 
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Amaurosis, transient, in uraemia, 362 
Amaurotic idiocy, familial 726 
gene for, 698 

Ambivalence in schizophrenia, 265, 270, 296 
Amenorrhoea in anorexia nervosa, 125-6] 
in neuroses and psychoses, 371 
Amino-acid anomalies, 724-5 
Amitriptylene in depression, 81, 230 
in old age, 573, 579 
toxic side-effects of, 202, 573, 579 
Ammon’s horn sclerosis in epilepsy, 468, 480 
Amnesia, 49 

anterograde and retrograde, in blast concussion, 
502 

following anoxia, 440 

carbon monoxide poisoning, 442 
drunkenness, 397 
epileptic attack, 456, 460, 467 
twilight state, 464-6 
for period of head injury, 500 
hysterical, H2, 113, 117, ii8 
in cliild, 664 

patchy, in cannabis addiction, 428 
Aiimesia, post-traumatic, 504 

duration of, in assessing severity of brain 
damage, 502 

Ananesic aphasia in Pick’s disease, 618-19 
Amphetamine abuse, 415, 420 
clinical uses of, 419-20 
dependence, 420-1 
in enuresis, 647 
in epilepsy, 477, 479i 674 
in hyperkinetic syndrome, 591 
in pyknolepsy, 673 

psychosis, 32, 299-300, 303, 351, 421-2, 483 
diagnosis from schizophrenia, 321, 422 
tolerance, 421 

Amphetamine-takers, benign and malignant, 420-1 
Amylobarbitone poisoning, 417 
Amytal in panic state, 103 

Anaemia contributing to cerebral ischaemia, 595 
psychoses accompanying, 343 
Anaesthesia, hysterical, 112, 117, 664 
in electroconvulsive therapy, 234, 574 
Analeptic drugs, in convulsive therapy, 235-6 
Analgesics, danger of addiction to, 416 
Analysis, existential, 195 
Analytic teaching, 20 
Anaidcastic, 127 

see also Obsessional 

Androgyny in relation to personality, 69-70 
score of male homosexual, 170 
Anergia, schizoid tendency to, 251 
Aneurysm of anterior cerebral artery causing 
dementia, 628-9 

Anger, association with anxiety, 86 
explosive post- traumatic, 505, sio 
reflex character of, 138 
tendency to see Irritability 
Angiography in diagnosis of cerebral tumour, 528. 
530, 629 

in mental disease m aged, 555 
in subdural haematoma, 507 
Annulment of marriage, 756-7 
‘Anomic’ suicide, 777 
Anorexia as withdrawal symptom, 425 
associated with agoraphobia, 93 
depression, 77, 210 
in aged, 568, 572 
in child, 644 


Anorexia (cont.) 
in chorea, 382 
nervosa, 117, 124-6, 664 

misdiagnosed as hypopituitarism, 368 
Anosmia due to menigioma in olfactory groove, 494 
Anosognosia, 54 

for hemiplegia, 496, 499 
Anoxaemia, 438-42 

Anoxia at birth, brain damage due to. 686-7 
in severe head injury, 501 
stages of, 440 
‘Anoxic’ poisons, 439 

Antabuse in treatment of alcoholism, 410-1 
Anthropology, constructive-genetic, 25 
existential, 25 

psychiatry’s relation to, 3-4 
Anthropomorphic interpretations of animal behaviour, 

438 , . . 

Antibiotic administration complicating diagnosis, 

38s 

treatment of delirious states in aged, 602 
prophylactic, in delirium tremens, 402 
Anticoagulant treatment in cerebrovascular disease, 
600 

Anti-convulsant drugs and epileptic personality 
change, 467 

Antidepressive drugs, 81 

genetic factor in response to, 197 
in affective disorder in old age, 572-3 
in endogenous depression, 228, 230 
in hypochondriasis, 145 
in neurotic depression, 188, 579 
in psychiatric condition associated with physical 
illness, 350, 586 
in puerperal psychosis, 376 
mode of action, 199-202 
toxic side-effects of, 201-2 
Antihistaminic drugs in Parkinsonism, 516 
Anti-Parkinsonian agents to avert side-effects of 
drugs in schizophrenia, 334 
Antisocial behaviour due to brain lesion, 486, 49ti ■ 

505 

m cMdren, 505, 656-60, 675 
in Pick’s disease, 618 
in schizophrenia, 278-9, 269—70, 278-9 
characteristics of hysterical personality, in 
Antithyroid treatment, acute psychotic reaction 
during, 366 

Anxiety, alcohol drinking in, 395 

and post-concussional syndrome, 507—8 
as wi^drawal symptom, 418, 425 
associated with depression 78, 81, 86-7, 90-1, 97, 
208-9, 218 
in aged, 569-70 
heart disease, 361-2 
hypertension, 592, 598 
involutional melancholia, 87, 214 
neurasthenia, 83-4 
paranoid reaction, 149 
‘pseudo-neurotic schizophrenia’, 326 
schizophrenia, 31, 87, 326 
drug therapy and, 329 
attacks iri Cushing’s syndrome, 367 
preceding delirium tremens, 401 
simulating epilepsy, 474 

depersonalization associated with, 93-6, 121, izS, 

. .131 

diminished tendency for, after prefrontal leuco- 
tomy, 76 

due to LSDas, 436 



Anxiety (co«/.) 
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.379 

‘ictal’. 86 * ’ 

impotence and frigidity associated with, 89-90, 

in amphetamine psychosis, 421 
in arteriosclerotic psychosis, 594 
m children, 652-4, 661-4, 689 
in clouded state, 347 
in epileptic attack, 86, 88, 123, 459-60 
in hypoglycaemia, 369 
in Jakob-Creutzfeldt’s disease, 620 
in mj-xcedema, 367 
in neurosvnhilis <in 


34-6 

M»-3. 145 


in neuroses of old age. 577 C 7 R ^ 
innellapra ^ » 577. S7» 


Araatty.flcpCTtOMlaation state, 'phobic, 87, 89, , 


oue to Dram disease, 486 

institutionalization. Sox 

prefrontal lesion, 494 


5y. 460-2 
1.76 


tnenopamal psychosis simulating, 371 
penonality traits associated with. 07 
pest*infccti\e, 350 
premenstrual, 372 
reaction, 85-103 
uaociations of, 86-7 
clinical features of, 90-6 
come prognosis and outcome, of. too 
^crenual diagnosis of, 96-100. 211 
hjttena and, lo^ii 
“led, 549, 552-3 

“0^8?"“* *5' '=«■. •3<-5 

orgamc causes of, 87, 88 
pbj-siological basis of, 85-6 
precipitation of, 89-90 91 

treatment of, 100-3 
r.i therapy, xoj, 184-5 

relauons^p between fear, depersonalization and, 

situational, lax 
treatment of, 102 

sute, ^te psychosis complicating. 10a 
cerebral sjTihiJis simulating, 519 
Qitferentiation from depression, z2c-7 
endogenous’, 90 
heredity and, 68 
hj-stena and, 106 
m child, 661-4 
phobic, S6-90 
alcohol dnnJong in, 395 
clinical features of, 90, 92—5 
OifTerential diagnosu of, 96-101 
treatment of, 101—3 
satieties of, 95-6 
tte alto Agoraphobia 
sedation threshold in, 72 
simple, 91—3 

termination of pregnancy and, 378 
imdeHymg obsessive-compulsive neurosis in 

*8cd, 579 


m Korsakov's ’psychnsr* a n . 


444 

-iicnoscierouc psychosU 444 

" as.tr ^ ■ 

in ntinwrehSitS 5'3 

m Pick’s disease, 618-10 

of autistic child, 682 ^ 

perseveration in, 480 

sensory, 13 ' 

Aphonia. 651 


m raoies, 513 ‘ *' Jiy 

post-traumaiic, 507 ert 
Apraxia. 52, 54_5 ^ 
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Apraxiii (co«<.) 

in cerebral disease in aged, 554 
in general paralysis, 523 
in leuco-encephalitis, subacute, 513 
in neurosyphilis, 519 
in Pick’s disease, 618-9 
Arc-de-circle posture in child, 664 
Arraignment, finding of insanity on, 763-7 
Arsenic poisoning, 444 
Arsenious oxide addiction, 444 
Arterial disease, extracranial, causing cerebral infarc- 
tion, 595 

Artcriocapillary fibrosis, cerebral, 591 
Arteriography in epilepsy, 476 

Arteriopathic diathesis, relation between manic- 
depression and, 218 

Arteriosclerosis, associated with obesity, 536 
cerebral, 589-93 
aetiology, 590-1 
associated with anxiety, 87-8 
causing dementia see Arteriosclerotic psychosis 
depression, 31, 199, 592 
hysteria, 109 
clinical picture, 591-3 
diagnosis from cerebral tumour, 528 
general paralysis, 524 
schizophrenia, 320 
memory disturbances in, 487 
underlying manic-depressive psychosis, 218 
early, masked in alcoholic, 406-7 
with unconsciousness and delirium, 353 
Arteriosclerotic psychosis, 593-600 
cause of death, 587 
delirious states in, 593-4, 599, 601-2 
dementia resulting from, 490, 594-5 
depression in, 78, 594, 599, 609 
diagnosis of, 597 
differential, 627 

from cerebral tumour, 528-9 
late paraphrenia, 586 
senile dementia, 593, 595, 597, 610 
E.E.G. in, 557 
in aged, 541, 549, 595 
prognosis, 549, 596 

relationship with senile dementia, 595, 603—4,607 
treatment, 599-600 

Artificial kidney, use of, in barbiturate poisoning, 419 
Artistic ability, schizophrenic, 276, 287, 290 
Asomatognosia, 54 

Asphyxia, anoxia accompanied by, 440—1 
Aspirin, self-poisoning by, 798 

Assize court, handling of psychiatric offender by, 

763-4 

Association of ideas, loosening in, in schizophrenia, 
565, 267, 276, 316 

Assortative mating for neuroticism, 783 

in relation to mental defect, 700-1, 704—5, 731 
Astasia-abasia, 116 
in child, 664 

Astereognosis due to brain lesion, 493, 495 
Asthenia, 82 

in Addison’s disease, 368 

neuro-circulatoi^r, 68 

Asthenic personality, neurasthenia associated with, 84 
physique in relation to neurasthenia, 83 
to obsessional state, 132 
AstJienie, 208 

Astrocytosis associated with Wernicke’s encephalo- 
pathy, 353 . . 

Asynergia due to barbiturate poisoning, 417 


Ataxia, articulatory, 417, 431, 652 
in delirium tremens, 401 
in drunkenness, 397 
in hypoglycaemia, 369 
in Jakob-Creutzfeldt’s disease, 620 
in Korsakov’s psychosis, 404 
in Wernicke’s encephalopathy, 354-S 
Atherosclerosis, cerebral, 590-1, 595-6 
Athetosis, bilateral and rhesus incompatibility, 728 
friendly personality associated with, 672 
Athletes, hypochondriacal tendencies of, 142-3 
Athletic physique in relation to personality, 69 
Atrophy of nerve cells, concept of, in dementia, 61 1 
Attention, disturbances of, due to brain lesion, 487- 
488, 496 

in manic state, 212-13 ' 
examination of patient for, 45, 48-9 
impaired by alcohol consumption, 392, 396 
in clouded state, 346-7 
in dementia, 491 

lack of, due to cerebral tumour, 526 
in chorea, 381-2 
level of, and epilepsy, 448 

Attention-seeking behaviour in depression in aged, 569 
‘Attitudes passionelles’, 116 
Auditory avoidance of autistic children, 682-3 
perception difficulties, 677 
examination for, 53 
Aura, epileptic, 458-9, 463 
Australia, voluntary admission to hospital in, 739 
Austria, civil law and the mental patient in, 755 
commitment procedures in, 746-7 
marriage laws regarding mental patients in, 756 
suicide rate in, 788-9 
voluntary admission to hospital in, 738 
Autism, childhood, 668, 678-86 
and early dementias, 675 
associated with retrolental fibroplasia, 682 
due to brain damage, 685 
_ lead poisoning, 443 

similarities with developmental aphasia, 676 
subacute leuco-encephalitis resembling, 513 
early infantile, 678-84 
in schizophrenia, 265, 268, 270, 277, 328 
residual state, 306 
Autisitie pauvre, 277 

Autistic children, islands of normal and superior 
ability in, 680-1 

states (childhood schizophrenia), 684-6 
Auto-allergic phenomena, encephalitic symptoms due 
to, 513 

Autochthonous delusions see Delusions, primary 
ideas, 13 

Auto-immunity, theory of, in manic-depressive 
psychoses, 196 
in schizophrenia, 247 
Automatic obedience in catatonia, 284 
Automatism, epileptic, 462—3, 465—6 

motor, of temporal lobe epilepsy, 459, 460 
post-epileptic, 456, 460 
post-hypnotic, 112 
Automatisnie, 271 

‘Automaton’ experience in depersonalization, 120 
Autonomic effects of LSD25, 436 

function, integration of, in diencephalon, 201 
system, involved in fatigue, 82 

schizophrenic symptoms related to, 257 
Autopsyche, 74 

Autosomal chromosomal abnormalities, causing 
mental deficiency, 720-2 
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Auto-suggestion, capacity of hysterical personality 
for, 111 

Autotopagnosia, 54 . . , , 

Atershe decotiditioning technique in behatiour 
therapy, 185-6 
in alcoholism, 185-6, 409-10 
m transiestism, 166 

■ • ■ 485 

ut uGicii^ 01 oiQ age, 601 

regulating centre of function, of, 344, 500 
tests to evaluate level of, 34s 
transient reduction in, due to sensory deprhation, 
380- 1 


Behaviour (cont.l 

• 712 

29-30 

ot imbeole, *717-18 
operant, conditioning for, 649 
personality and environmental factors in, 62-3 
psychiatry conceived as science of, 4, 6-7 
socially acceptable, learning of, 72-3 
therapy, 24, 175, 184-7 

. tSo 


Babcock' Levy test, 492, 505 
Backn-ard children, 693, 732-3 
Back^^aIdness, delayed recognition of, 713 
familial madence of, 705 

in reading and ivnting due to minimal cerebral 
palsy, 690 

Bacterial toxins causing sjinptomatic psychoses, 344 
Barbitone poisoning, 417 

Barbiturate addiction, amphetamrne addiction asso- 
ciated Mith, 421 
dependence, 415-19, 432-3 
treatment, 419 

injection before electrocooi* * ulsive therapy, 234 
poisoning, 417 
E.E.G. in, 345, 417 
simulating drunkenness, 406 
suicidal, 798 

withdrawal phenomena, 345. 418-19. 425 
Bsrbituiates, action of, 416 
causing anoxaemia, 439 
contra-mdications to, 33a, 359-do, 417 
danger of sudden withdrawal of, 42s 
in alcohol withdiunal syndrome, 408 
m cocaine poisoning, 431 
m epilepy, 477 

in schizophrenia complicating diagnosis, 385 
Battle exhaustion, 356 
Battle-stress, 304 
BcdiieiUne ree Fniir***'* 

, 271-2 


, .. ,,.,.«..j-.,aMuivapped child, 

, 617-18 
722 


toiuntary ac^ission to hospital in, 737*'8 
Belladonna drugs in Parkinsonism, 516^ 
BelU indiffirence, 106, 107 


(84-5 

. . , 334 

m Parkinsonism, 516 

Bereavement in aged leading to psychiatric illness, 


1 353-4 

.,,0, ./O, 306 

Bestiality, 168, 715 

Biochemical abnormality in porphyria, 360 

Birth asphyxia, 686-7 

brain damage due to, 687 
causing hemiplegia, 676 
hazards and mental deficiency, 706-7 
injury affecting personality, 75-6 
causing epilepsy, 450-z 
childhood convulsions, 672-3 
mental defect, 75-6, 70Z, 70&-7, 731 
personality disorder m rhiM 

, 706 
7» 


* ucinent, Diagnosis Irom de- 

Iinum, 601 

disorder associated wiih emotional immaturity, 71, 
107 

due to mimma! cerebral palsy, 689 
following prenatal or birth injury, 76 
in brain disease, 485 
in epilepsy, 459, 477 
in infantile hemiplegia, 676-7 
of child, 656-60, 665-6, 668 
of mental defective, 704 
post-encephalitic, 74, 674 

during interview, 37, 40-1 


■•■'rx ‘''I'i'tenia. 13, 237, 25&-1, 264-5. 

268, 270, 276, 280, to6 10R-9, 406, 580 

ence, 421 

5 person 10,489 
lo-i 

'• ;j6 

6 



86o 


INDEX 


Blood, nlcohol concentration in, 391-3 
barbiturate concentration in, 417 
changes in alkalinity of, and epilepsy, 447 
count in troxidone therapy, 478 
dyscrasia following chlorpromazinc treatment, 333 
Blood-flow, increased, in anxiety, 86 
Blood-pressure, labile, in early hypertension, 596 
low, neurasthenia and, 83-3 
Blood-vessel lesions, cerebral, forms of, 591 
Boarding-out, 753-3 
of schizophrenic, 340 

Bodily build in relation to schizophrenia, 69, 353 
to temperament, 68-70 

change, subjective experience of, in depersonal- 
ization, 120 

fitness, exaggerated concern with, 143 
function, hypochondriacal awareness of, 143 
typologies, 69 

Body and mind, Freud’s dualistic view, 15 
uniqueness, in Meyer’s theory, 14 
directing child’s interests away from, 649 
image, disturbance of, 52 
due to mescaline, 433 
examination for, 53 
hypochondriasis and, 142 
in cannabis poisoning, 428 
in epilepsy, 459 

nihilistic ideas about, in aged, 568 
weight, changes in, in periodic psychoses, 254 
Bonhoeffer’s concept of exogenous reactions, 342 
'Born criminal’, 379 
‘Bout’ drinker, 396 
Bowel negativism in child., 648 
Bowlby on maternal deprivation, 636 
Bradyphrenia, 320 

Brain (Lord) Committee on drug dependence, 414 
Brain, adaptive response of normal parts to epileptic 
disturbance, 463, 473 

capacity of, to adapt functionally to injury, 687 
damage, 499-512 

aetiology and pathology of, 499-500 
assessment of severity of, 502-3, 511 
associated with paraphrenia and paranoia, 293 
behaviour changes due to, 488-gi, 510 
causing childhood ‘schizophrenia’, 685 
epilepsy, 450-1 

functional-organic defect, 503, 507-9 
hyperkinetic syndrome, 690 
psycho-organic syndrome, 485-92, 504 
speech defects in children, 676-7 
delinquency associated with, 656 
diagnosis of, 492 
differential, 510-11 
due to epileptic fits, 468, 673 
explosion, 501-2 

during pregnancy or childbirth causing psychia- 
tric disability, 75-6 

focal, associated with mental disease in aged, 547 
psychological effects, lo, 11-2, 74-7, 492-9 
in child, 488, 505, 676-8 
and autism, 685 
early dementia, 675 
lethal and sub-lethal, 76 
mental symptoms of acute stage, 500-2 
chronic stage, 503-10 
convalescent stage, 502-3 
variations in severity, 342-3 
Brain damage, minimal, 76, 686-9 
and delinquency, 656 
causing choreiform syndrome, 690 


Brain damage, minimal icont.) 

causing choreiform syndrome {cont.) 
language disability, 678 
organic defects due to, 503-7 
permanent, due to hypoglycaemia, 370 
personality changes due to, 504-5 
prevention of, 802 
prognosis of, 511-12 
psychological effects of, 483, 503~5 
psychoses precipitated by, 503, 509-10 
stammering associated with, 652 
theory in infantile autism, 681-2 
treatment, 511-12 

variation in effects of, with age and localization, 
488 

degenerative changes in, in Alzheimer’s disease, 
614 

in old age, 534-5, 538, 603-7 
in senile dementia, 604-7 
dehydration of, 530 

differences in effects between lesions of tivo hemi- 
spheres, 493, 496-7, 498-9 
disease, alcohol drinking in, 395 
causing arrested development, 711 

schizophrenic symptoms, 258, 320, 685 
complicating electroconvulsive therapy, 233 
neurotic symptoms of, 528 
progressive, depression in old age due to, 570-1 
disorder, functional, 483-4 
organic, 48374 

psychological changes due to, 485-91 
electrical disturbances in, producing epilepsy 
_ 446-9 

functional anatomy of, unexplored, 11-12 
lesion, barbiturate poisoning simulating, 417 
causing hysterical symptoms, 117 
irritability, 138 

effects of, in relation to localization, 492-3 

examination of patient with, 48-55 

focal, localization by electro-encephalography, 

72 

found in alcoholics, 392 

gross, associated with schizophrenia-like 
syndromes, 258, 299, 300-1, 504, 50S-9 
memory disturbances due to, 487-8, 491 
organic orderliness associated with, 127 
personality deviations and, 74—7 
reversibility of dementia symptoms due to, 491 
sites of, in anoxaemia due to drugs, 439 
monoamines and depression, 199-201 
shear strains to, as cause of injury, 500 
syndromes, chronic, 6S8-91 
in aged, prevalence, 541—3 
minimal chronic, 686-9 

see also Brain damage, minimal 
tumour see Cerebral tumour 
Brain-injured mental defective, high-grade, 706—7 
Brain-stem compression by cerebral tumour, 526 
involvement in severe head injury, 501 
lesions in pellagra, 352 

schizophrenia-like psychosis associated with, 
25S, 301 

reticular substance of, epilepsy and, 463, 473 
regulation of level of awareness hy, 500 
tumour, 526, 530 

Brain-wave patterns in relation to personality, 70-2 
British population studies of psychiatric illness, 
781-2 

school of psychiatry, 59 
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Broca’s area, tumour imading, 494 
Broken homes, 638-41 

attempted suicide associated with, 794 
due to mental deficiency, 715 
Bromureide addiction, 432 
Bufotenine, 438 
Butobarbitone poisoning, 417 


Callous schizoid, 251 
Callousness due to prefrontal lesion, 493 
grriss, in Iluntietgton'a chorea, 6si 
of cliild, 158, 161, 666 
post-psychouc, 280 
schizophrenic, 278-9 

Canada, mental patient in ei'il law in, 7SS 
Canceropbobia, 87 
Cancscine, 33a 
Cannabis, 417-9 
addiction, 427, 438 

and other drug addiction, 415, 439 


suspension of, in Britain, 765 
Carbohjdratc anomalies, 734 
Carbon bisulphide poisoning, 439 
dioxide retention, 357-8 
disulphide poisoning, 444 
monoxide poisoning, 438-9. 441-* 

brain damage due to, causing dysmnesic syn- 
drome, 487 

late mental symptoms of, 443, 627 
simulating dninkenness, 406 
suicidal, 79S 
treatment, 443 

Cardiac alTections, psychosis associated with, 361-2 
decompensation, psychoses accompanying, 343 
neurosis, 87, 361 

Cardiotuscular collapse in delirium tremens, 40Z 
disease, hypertensive, 597 
v5ssiSAws?v% , 

570 

in anxiety state, 91 

Carotid artery, internal, s> ndrome of occlusion of, 596 
disease causing cerebral infarction, 595 
Case-records, 35-7 
language of, 36, 30 
Case-taking, scheme for, 41-35 
Casework, family, 800-1 
Castration, 759 

fear in causation of homosexualit)', 173, 651 
for sexual offences, 772 
prc-pubertal, effects, 370 
threat, Freudian theory, 17 
soluntary in sex pervert, 163, 166, 370 
Catalepsy in schuophrenia, 371 
Cataract surgery, mental symptoms after, 356, 379-80 
Catastrophe, ideas of imminent, in schizophrenia, 373 
Catastrophic reaction, 130, 480 


treatment of, 330 
amenorrhoea associated with, 371 
chronic, modified by treatment, 287 


Catatonia (cent.) 

diOical picture, 377, 283-7 
clouding of consciousness in, transient, 314 
diagnosis, differential, 320, 322 
from mental deficiency, 730 
epilepsy associated with, 454 
group Uierapy in, 338 
hebephrenia and, 284, 287 
in children, 670 
in Wernicke's syndrome, 354 
late, 237, 297 
periodic, 354, 335. 373 
physical abnormalities, 287 
remissions, 308-9, 313 
stenod psychoses simulating, 369 
subacute leuco-encephalitis resembling, 513 
symptoms of, 139, 265, 371-3, 276, 284 
treatment of, 287, 329-30, 336 
tuberculosis associated with, 307 
Catatonic behaviour m imbeale, 323 
excitement, 285-6 
features in puerperal psychoses, 376 
in schizophrenic residual state, 305-6 
in typhus, 383 

hyperkinesis and akinesis, 270, 285 
movements complicating diagnosis of symptonia 
psychoses, 385 

nhenomma in enilentin narannid nsvrhosis, ^73 


5*9 

in general paralysis, 300 
in Huntin^on's chorea, 301 


*4 


schizophrenia, 355, 256 
brain, 299, 201 

Causation, quantitative aspect, 5 

Censor, Freudian, 16, 17 

Centrcnccphalic damage, subcortical, dysnmt 


- - 027 

artenocapillary fibrosis, 591 
arteriosclerosis see Arteriosclerosis, cerebral 
artery, anterior, aneurysm of, causing demen 
628-9 

middle, thrombosis of, causing infantile he, 
plcgia, 676 

atherosclerosis, sqo-i, 595-6 
atrophy associated with epilepsy, 473, 480 
in aged, 555 

biopsy in Alzheimer’s disease, 616 

dianges in vascular disease of brain, classificai 


^ , aged, 587 
diplegia, 726 

disease in aged associated with functional p 
chiatric picture, 551, 552 
late paraphrenia, 580-1, 583-4 

early onset of psjchotic symptoms in, 551, < 
hysterical conversion symptoms due to, 57 
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Cerebral anoxia (co;^^) 
see also Brain disease 
dysfunction, minimal, 128, 687-8 
see also Brain damage, minimal 
variability of temperamental changes due to, 691 
excitability, changes in, due to brain damage, 489 
gummata, 519 

infarction causing arteriosclerotic psychosis, 587, 
S93 

relation of, to hypertension, 587-8 
ischaemia due to cerebral infarction, 595-6 
lesions associated with schizophrenia, 257-60 
following anoxia, 439 
localization, Kleist’s theory of, 74 
lipidoses, 724 

localizers, Wernicke and, 13-14 
maturation, defective, in psychopath, 71 
metabolism, disturbance of, causing paranoid 
symptoms, 151 

oedema in hypertensive encephalopathy, 592 
palsy, Little’s, 707 
minimal, 689-90, 691 
surgery in psychiatric therapy, 3 

see also Hemispherectomy; Prefrontal leuco- 
tomy 

syphilis, 517-24 

see also Neurosyphilis 
tumour, 524-30 

associated with epilepsy, 451, 480 
causing dementia, 627 
diagnosis, 527-30, 629 
Cerebral tumour diagnosis, 

from disseminated sclerosis, 531-2 
from general paralysis, 524, 528 
from schizophrenia, 320 
general features of, 525-7 
incidence of, 524-5 
memory disturbances due to, 487 
neurotic symptoms due to, 31 
psychological symptoms of, 524—7 
reversibility of dementia symptoms in, 491 
schizophrenic symptoms in, 300, 526—7 
somatic symptoms of, 526 
treatment of, 530 
varieties of, 525 

Cerebrospinal fluid in cerebral tumour, 529 
dementia, 628-9 
disseminated sclerosis, 532 
general paralysis, 523-4 
neurosyphilis, 518, 520, 524 
subdural haematoma, 507 
meningitis causing personality deviation, 76 
Cerebrovascular accidents preceding arteriosclerotic 
psychosis, 593 

disease, anticoagulant treatment of, 600 
associated with hypertension, 597 
causing delirium, 600 
dementia, 553 

chronic, surgical, treatment, 595-6 
memory disturbance in, RNA treatment, 6io 
psychoses due to, 218, 587-600 
senile plaques in, 612 

infarction associated with affective disorder in 
aged, 551 

Cerebrum, question of localization of functions in, 

492-3 

Character, coarsening of, in Pick’s disease, 617- 
18 

disorders in aged, prevalence of, 541 
formation in Freudian theory, 73 


Cheese, interaction of monamine-oxidase inhibitors 
with, 202, 573 , , , . . 

Chelating agents in treatment of lead poisoning, 443 
Chemical intoxications simulating schizophrenia, 321 
Child, antisocial activities of, 659-60 
anxiety in, 88, 661-4 

behaviour, abnormal, as transient developmental 
phenomenon, 634-5 
disorders, outcome of in adult life, 668 

parent-child relationships associated with, 637 
brain damage in, 488, 505 
callousness of, 158, 161, 666 
Care Committees, 767 
compulsive symptoms in, 127, 666-7 
cyclothymic, 668 
delinquent, 656-60 

outcome of in adult life, 668 
delirium accompanying infection in, 344, 671 
dementia in, 675 
depressive reaction in, 660 
development, disorders of, 710-11 
impairment of, 635 

by compulsive symptoms, 667 
lag in, 678 

negativistic stage, 665 
of personality traits, 72-3 
of sexuality, 160-1 

developmental data for young, 708-10 
disorders of excretory function in, 645-9 
of food intake in, 643-5 
of sexual development in, 649-5 1 
of speech in, 651-4 

disturbance of social behaviour of, 656-60 
E.E.G. in, 345 

effect of broken home on, 638-41 
emotional immaturity of, 158 
maladjustments of, 630 
encephalitis in, 674-5 
epileptic, 672-4 
fear reaction in, 661-4 
feeble-minded see Feeble-minded child 
feeding preferences of, 644 
focal symptoms of, 676-8 
high-grade defective, 634 
homosexual activities in, 651 
hysteria, 107, 664-5 
imbecile, 717-18 
intelligence tests for, 41 
irritability in, 665-6 
post-infective, 671 

isolated symptoms in, 635-6, 641-54 
maternal encouragement of dependence and im- 
maturity in, 640, 647 
mentally defective, 634, 735, 751 
need of, for love, 19, 29, 638-9 
neglect or ill-treatment of, by feeble-minded 
mother, 715 
by schizophrenic, 278 
neurasthenic reaction in, 660 
neurosis, home atmosphere encouraging, 640 
obsessional-compulsive, 666-8 
predisposition to, 635 

of mother refused termination of pregnancy, 

_ hazards to, 378 

organic conditions of obscure aetiology in, 672-9 1 
perceptually-handicapped, 677-8 
personality disorders in, 634—54 
phobic state in, 661-4 
psychiatry, 630-91 
psychomotor disorders in, 654-5 
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Child (conf.) 

psychoneurotic reactions m, 634-54 
ieac«%e conditions in, 63*, 635 
regression to early behaviour patterns in, 647, 671, 
7to 

risk of epilepsy to, 482 
rituals in, 127, 667 
schizophrenia and, 669-71 

schizophrenic colouring of normal developmental 
phenomena in, 669 

separation of, from mother, 29, 636-8 
sleep disorders in, 641-3 
suicide, 660, 669 
symptomatic psychoses in, 671 


'through, 802 

psychoses associated with, 374-6 
stresses imposed by, 375 
Child'guidance clinics, 10, 632-4, 655, 754 
Childhood autism, 668, 67S-86 
tee a/10 under Autism 
brain-Mate pattern in, 71 
depruation as factor m alcoholism, 393 
in barbiturate addiction, 418 


inlluence of, 5-6, 630, 798-9 
pte\enti\« progcactune in, 799 
psychoses, 668^2 

schizophrenia see Schizophrenia, childhood 
Children and Young Persons Act (1933). 7S5 
attitude of patient to, 38 
physical handicap and mental defect, 739 
psychiatric abnormality in, incidence, 631 
sexual oiTences against, by aged, 578 
by dements, 491 

by mentally subnormal, 715. 718 
unwanted, hazards to, 378 
Childrens Act (1948), 755 
Chiropody service for aged, 562 
Chloral hydrate in alcohol withdrawal, 408 
CKIordiazepoxide in alcohol withdrawal, 408 
in anxiety reaction, loo-i, 103 
in depressive reaction, 81 
m drug withdrawal, 425 
m epilepsy, 478 
Chlorodyne addiction, 432 
Chlorpromazinc, 331 

bloi^ing of effects of mescaline by, 435 
in anorexia nervosa, 125 
m arteriosclerotic psychosis, 599 
in epileptic psychosis, 478 
I in hyperkinetic syndrome, 690 

m mania in aged, 571 
in schizophrenia. 329-31, 333 
m senile dementia, 610 

in treatmenr of symptomatic psychoses, 333~4»387 
Cholera, 384 

Cholesterol, serum, in causation of arteriosclerosis. 


Chorea (cont.) 

interplay of psychological with physical factors 

psychiatric aspects of, 381-2 
Choreiform movements in post-cncephalitic Park 
sonism, 514 

restlessness in cannabis poisoning, 428 
syndrome, 690-1 

due to peri-natal hypoxia, 76 
Choreo-athetoid movements in Jakob-Creutzfelc 
disease, 620 
in malaria, 382 

Chromatography, gas-liquid, for analysis of amphe 
mine m urine, 421 

Chromosomal abnormalities causing mental deh 
ency, 719-23 

Cirrhosis of liver in alcoholism, 39;, 396, 399 

740. 750. 755 

precipitating depression, 213 
Coca chewing, 429 
Cocaine addiction, 429-31 
change of mood in, 425 
combined with addiction to other drugs, 430- 
notiftcation of, 775 
prognosis and treatment of, 431 
hallucinatory psychosis due to, 321, 439 
restrictions in prescribing, 774-5 
Codeine, 422-3 
Cogoition, and ageing, 537-8 
autism, 681, 683 
clouding of consciousness, 346 
Korsakov's psychosis, 405 
schizophrenia, 274 
sensory deprivation, 274 

Cogwheel rigidity in post-encephaUtic Part 
sonism, 514 

Cold, intolerance of, in hypopituatorism. 16S 
Collapse delirium of typhoid, 383 
Colloid cyst of third ventricle, 498, 52$ 

Colony life for epileptics, 482 ’ 

Colour perception deficiencies m occioital In 
lesions, 497 
Coma, alcoholic, 397 
barbiturate, 417, 419 
delirium termmating in, 348 
diabetic, 369-70 
differential diagnosis of, 397 


nilies I 

.796-7 

for mental defectives, 734, 75; ’ '' 

in Sweffen 
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ConMTVunity {cont.) 

studies, psychiatry’s need for, 777-9 
Compensation cases, schizoplirenia mistaken for 
malingering in, 322 

factor in post-concussional syndrome, 508-9, 
S11-12 

neurosis, 140, 142 

schizophrenia starting as, 296 
Comprehension difficulties due to brain lesion, 
487-8 

in clouded state, 346-7 
in epileptic twilight state, 464-5 
in Korsakov’s psychosis, 405, 487 
Comprehension-disturbance, 52 
Compulsive acts in epileptic twilight state, 464 
alcoholic, 395, 397-8 
cross-dressing, 159 

element in post-encephalitic Parkinsonism, 515 
phenomena, examination for, 45 
rituals, 132, 137 
symptoms, 126-37 
associations, 128-9 
in children, 127, 666-7 
in normal personalities, 127-8 
in schizophrenia, 667 
physiological basis, 128 

tendency to orderliness due to brain damage, 
489 

utterances in chorea, 382 
See also Obsessional 

Compulsory detention procedures, 740-51 
sterilization, 758 

Conation defect due to brain lesion, 488 
Concentration, difficulty due to starvation, 356 
in anxiety reaction, 91 
in early hebephrenia, 280 
in neurosyphilis, 518-ig 
examination of patient for, 45 
impaired post-traumatic, 503-4, 507 
increased, precluding epileptic attack, 448 
Conceptive dysfunction, minimal, 691 
Conceptual thinking impaired, due to brain lesion, 
487-8 

tests for, 316-17 

‘Concrete’ attitude of thought, 490 
Concussion, 499 

blast, syndrome of, 501-2 
hysterical symptoms following, log, 112 
past history of, and mental illness, 783 
theories of causation, 499-500 
Conditioned fear reaction, 184 
reflex (CR), 19-23 

and hysterical reactions, 108—9 
stimulus, 20-1 

Conditioning in relation to sex perversions, 163 
interoceptive, 24 

method of treating enuresis, 647-8 
Pavlovian theory, 20-5 
processes, 18 
psychological, 72-3 

therapy for single symptoms in children, 649 
unconscious and,.i8, 19 
Confabulation due to brain lesion, 487 
bromide poisoning, 43 1 
fantastic, in Alzheimer’s disease, 615 
following head injury, 501 
in Jakob-Creutzfeldt’s disease, 620 
in Korsakov’s psychosis, 405 
in post-infective dysmnesia, 35® 


Confabulation {cont.) 

in tumours of third ventricle, mid-brain and 
thalamus, 498 

in Wernicke’s encephalopathy, 355 
Confabulatory paranoid, 292 
Conflict situation in anorexia nervosa, 124 
subculture in delinquent gangs, 659 
Confusion, acute in elderly, due to myocardial 
infarction, 552 

with early brain damage in strange surround- 
ings, 380 

attack of, following electroconvulsive therapy, 223 
manic, 213, 221 

period of, following head injury, 500 
post-epileptic, 456 
post-operative, 386 
treatment of, 386-7 

Confusional states see Delirious state, subacute 
symptoms, paranoid or depressive, in puerperium, 
374 

phase of, in depression of old age, 569 
Consanguinous marriages and mental deficiency, 
700-1, 705 

Conscientious objection to termination of pregnancy, 
761 

Consciousness, in schizophrenia, 275-6, 288-9, 299. 
316 

in schizophrenia-like emotion-psychosis, 303 
clouding of, depression with, in aged, 569 
drug-induced, in epilepsy, 464 
due to ACTH and cortisone, 369 
barbimrates, 385 
cerebral tumour, 525-7 
subdural haemetoma, 507 
examination of patient with, 39-40 
following carbon monoxide poisoning, 442 
head injury, 501-2 
in aged, 485, 569, 600-2 
in arteriosclerotic psychosis, 594 
m bram-damaged aged, 485 
in delirium tremens, 401 
in depression, agitated, 483 
in epilepsy, 320, 385, 456, 460, 462-7 
in general paralysis, 521 
in herpetic encephalitis, 513 
in hypercapnia, 357 
in infectious illness in child, 344, 671 
in liver disease, 361 

in manic excitement, 213, 221, 318, 349, 483 
in neurosyphilis, 519 
in psycho-organic syndrome, 346-7, 485 
in puerperal psychosis, 374-5 
in scluzoplnenia, 299, 314, 318, 349, 385 
in state of fear, 460 

in symptomatic psychoses, 346-S, 384-6 
in water intoxication, 357 
pathophysiology of, 345 
persisterit, with confusion, 349 
recognition of mild degree, 347 
schizoplrreniform thought disorder in presence 
of. 31S 

disturbance of, and hysterical reaction, 1 12-14, 
changes in E.E.G. with, 345 
due to hypoglycaemia, 370 
in tumours of third ventricle, mid-brain and 
thalamus, 498 

in Wernicke’s encephalopathy, 355 
intermittent, in cerebral disease in aged, 554 
echpse of, in petit mal, 457 
fluctuations of, in sub-acute delirium, 349 
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Consciousness (coni.) 
lapses of, due to deprivation of sleep, 381 
nunimal dysfunction of, 691 
state of, in mescaline intoiication, 434 
Constipation associated with depression, 77, So 210 
due to imipramme drugs, 579 
morphine addiction, 443, 425 
hypochondriacal, 141, 144 
m aged, 570 
in anorexia nertosa, 125 
m child, 64s, 648-9 

Constitution, aetiological aspects, 63-77 
atfeeme, 192-4, 205-6 
ConstituUonal changes with age, 29 
cydothj-mic, 206-7 
depressive, 205-6 
factor, hereditary, 63-8 
in anorexia nervosa, 124 
m delinquency, 65^ 
m epilepsy, 446, 451 
in ajmptomatic psychoses, 344-s 
hjperactivity, 654 
hypomanic, 206 


locus in symptomatic epilepsy, 446-7 46 
inhibition, protective, 21 ’'wi 4 . 

« depression, 204 
grtisol level, plasM, m depression, 203 ^ 

36^4 

Cotard syndrome, 568 
^usins, marriage of first, 700-x 
Craft therapy m schizophrenia, 328 
(^niopharyngioma, 525, ren 
Creative’ psychopath, 59 

Cn du chat syndrome, 722 
Crimes of violence, and menstrual cycle 37, 
by schizophrenic, 269-70 372 

Tn -d. , 


Contract, making of vaiitT, by mVntaf patient, 755 
Control studies, need for, 6 

Convalescence, mlc of su.c.de m, lo endogenooe 
depression, 231 ^ 

Conversion hysteria, 71, 109 
reaction, personalities of patients with. 102 
symptoms, 104 
hypnosis for, 180 
hysterical, 105-6 
fatigue as, S3 
in aged, 578-9 
in depressives, 104 
in neurasthenics, 83 

Convulsionfs) due to cyanide poisoning, 443 


494 

in muros>philis, 519 
in Alzheimer’s disease, 616 
in child, epileptic and 
in malaria, 382 
in punch-drunkenncss, 505 


. 418 

— r^cfronlal tumour. 


epileptic, 672-3 


mentally defective, ?i6-i8 
schizophrenic, 261-2 

Crisis intervention’, 800-1 
Cross-dressing, 166 

'*"'<''■'0. 665-6 
to children. 168, 278; 71? 
j?7P'®8cnic’ epilepsy, 453^ 

Cu pable homicide, 767-8 

Cultural factors in alcoholism 300 , 

transmission theory of dplin 
Cushing’s disease. 659 

Cyamdc poieoning, 

.35 

Cycloid temperament, 188 iq, 


456 

Convulsive therapy, drug-induced, 235-6 
electric see Electroconvulsive therapy 
Co-ordination impaired by alcohol, 391— a 
Copper metabolism, abnormal, causing Wilson’s 
disease, 517 

Coronary artery disease, aetiology, 590 

complicating arteriosclerotic psychosis, 594 


cnud, 668 * 

coiutimtion. 2 o6-7, 2,q 

i“““™ S™"'* '■'•h, 406 
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Day-centres for geriatric patients, 565-6 
Day-dreaming, autistic, in scliizophrenia, 270 
in child, 664, 669 ^ / 

Day-hospitals for geriatric patients. 565-6 
Deat-mutism, 703, 726 

Deafness associated witli mental disease in old ace 

548 

paraphrenia, late, 580-1, 584 
rhesus incompatibility, 728 
schizophrenia, 260 
due to lead poisoning, 443 
in paraphrenics, 294 

paranoid reactions associated with, 148, 150 20? 
see also Hearing ’ 

Death, cai^^s of, in psychoses of old age, 549, 551 

feelings of impending, in epilepsy, 459 
instinct, Freudian, 16, 18 
obsessional pre-occupation with, 134 
Decerebrate rigidity due to brain tumour, 498 
in severe head injury, 501 
in subacute encephalitis, 514 
Deconditioning by aversion therapy, 409-10 
by behaviour therapy, 184-5 
Deficiency syndromes causing psychoses, 343 
Deficit syndrome and epilepsy, 473 
Degeneracy, stigmata of, 712 
Degeneration psychosis, 215, 298 
Degenerative processes underlying psycluatric illness 
m old age, 533 

Dehydration in delirium tremens, treatment, 402 
of brain, 530 

post-operative, causing delirious state, 386 
Dejd vecu phenomenon in epilepsy, 459 
Dejd vu phenomenon, 9, 12 

in anxiety-depersonalization state, 94, 460 
in epilepsy, 459, 460 

Delinquency associated with alcoholism, 393 
Huntington’s chorea, 621-2 
punch-drunkenness, 503 
bodily build associated with, 70 
deprivation and vicissitudes in early life and 
5-6 

group therapy for, 182 
in feeble-minded, 716-17 
in girls, 639, 657, 660 
juvenile, 631, 636-40, 656-60 
outcome of in adult life, 668 
prophylaxis, 807 

Delinquent gangs, theory of, 659 
Delirious episodes, acute, in arteriosclerotic psy- 
chosis, 593-4, 599, 601 
in general paralysis, 521, 523 
in hypopituitarism, 368 

psychoses, transient, due to carbon disulphide, 
444 

state, acute, due to bromide poisoning, 43 1 
as withdrawal phenomenon, 345 
due to cocaine intoxication, 430 
duration of, use in diagnosis, 602 
epileptic, 465, 475 
in aged, 587, 600-3 

diagnosis from late paraphrenia, 586 
E.E.G. in, 557-8 
in cannabis addiction, 428 
in heart failure, 362 
manic admixture in, 351 
postoperative, 386 
subacute, 349 

after cataract operations, 356 


Delirious episodes (cowt.) 
state, subacute {cout.) 

diagnosis from schizophrenia 318, 321, 385 
of cause, 386 

due to bronchial cancer, 386 
hypoglycaemia, 370 
lead poisoning, 443 
in aged, 549, 553 
m epilepsy, 462, 480-1 
in pellagra, 352 

in psycho-organic syndrome, 346, 349 
vitamin deficiency and, 386 
theories of causation, 344 
toxic, treatment of, 386 

Delirium, acute, due to sudden barbiturate with- 
drawal, 425 
cerebral tumour, 526 
subdural haematoma, 507 
following head injury, 501 
in senile^ dementia, 607, 609 
in Wernicke’s encephalopathy, 354, 356 
associated with affective disorders, 213 
symptomatic psychoses, 348-9, 385-7 
complications and variations of, 348 
due to ACTH and cortisone, 369 
ether addiction, 431 
potassium depletion, 359 
Delirium due to vitamin Bja deficiency, 336 
water depletion, 358 
E.E.G. pattern associated with. 34.^ 
m aged, 557-9 

nuctuating subacute, in liver disease, 360-1 
lolmwing cataract operations, 380 
in disseminated sclerosis, 531 
in influenza, 384 
in malaria, 382 
in old age, 600-2 
in pellagra, 352 
in pneumonia, 383 

in post-encephalitic Parkinsonism, 514 
m pregnancy toxaemia, 373 
m psycho-organic syndrome, acute, 34S-9 
in smallpox, 384 < at y 

in typhoid and typhus, 383 
individual patterns of, 348-0 
nocturnal, 513 ^ 

occupational, 489 


vvjui lever, 343 
,,,, 

su^cute, sunulating catatonia, 349 
treinens, 383, 400-2 

di^Msis from cocaine delirium, 431 
in, 345 

in alcoholism, 395-6 
Korsakov’s syndrome following, 404 
theories of causation, 344-c ^ ^ 

treatment. 402, 408 
Delusional awareness, 274 
ideas, 274 

distingmshed from compulsion, 126 
m amphetamine psychosis, 421 
in cocaine addiction, 430 
in depression, 20S-9 
in epileptic twilight state, 464 
in manic state, 213 ^ ^ 

in schizophrenia, 274, 28S-9, 31S 
. encapsulation of, 290, 306 

m schizoplirenia-like emotiompsychosis, 303 
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Delusional ideas {cant.) 

occurring m states of clouded and of clear 
consciousness, 348 
spread by contagion of, 149 
interpretations, schizophrenic, 273, 278, 282, 288, 

319 

jealousy, paranoid, 151, 152 
mood-state, 273, 289 
percepuons, 274 
psychosis, presenile, 297 

Delusions, autochthonous see Delusions, primary 
comprehensibility of, 294-5 
dcpn“ssi\e, in arteriosclerotic psychosis, 594 
due fo depniation of sleep, jSr 
LSDjs, 43b 

examination of patient for, 44 
fantastic, in t>phus, 383 
fearfu], in Incr disease, 360 
in rabies, 513 
hypochondriacal, 144 

in involutional melancholia, 214-15, 3*2 
in alcoholic hallucinosis^ 403-4 
in depression m aged, 568 


m senile dementia, 609 
in sodium depletion, 359 
interpretative, 271-3 
of explanation! 13, 289 

of guilt and persecution, m puerperal psychosis. 
376 

of influence in amphetamine psychosis, 42i-*2 
of interpretation in alcoholic hallucinosis. 403 
ofiralousy, alcoholic, 399-400 
paranoid, 152, 288-90, 294 
due to brain injury or disease, 301, 486 
in aged, 580 

m Cushing's disease, 367 
in deafness, 150 
in general paralysis, 522 
in Incr disease, j6o 
in syphilis, 518 

of deteriorated epileptic, 470, 471 
repression of, 326 
post-concussional, 501 
pnmary, 13, 272-4, 290 
in amphetamine psychosis, 300 
in epilepsy, 320 
residual, 349 

schizophrenic, 144, 146-7, 265, 270, 276, 286 
ansmg from obsessions, 127, 129, 135 
in residual state, 305-6 

primary, I47, 269, 272-4, 277, 282, 2SS-90, 318- 
319 . 

unorganized, of dementia, 491 
Dementia, 490-2 
‘affective’, 269 
‘slumber’ in, 489 


heart disease, 62S 

diagnosis from psycho-organic syndrome, 485 
due to cerebral tumour, 526-7 
subdural haematoma, 507, 627 
epileptic, 470, 627, 629 


' 553. 6oo- 

..7b 

prevalence, 540-t 
rapidly progressive, 553, 557 
simulated by depression, 569 
in child, 675 . , 


n/frt Dementia, nreserule 


of Pick’s disease, 617-19 

patchy, of cerebral arteriosclerosis, 528 

post'traumatic, 503-5, 511 

praecox, basic symptom, 264 

Kraepciin’s concept of, 237, 253, 274, 288, 
see also Schizophrenia 
presence, 

air-encephalography in, 557 
and senile dementia, 612 
barbiturate poisoning simulating, 417 
changes m cerebral excitability ut, 489 
dehnition of, 613 
diagnosis, difTerential, 620, 626-9 
from cerebral tumour, 528 
from general paralysis, 524 
from schizophrenia, 320 
E.EG. in, 559-60 
investigation, 626-9 
organic, ‘late catatonia’ and, 297 
prognosis, 629 
sigiuhcance of, 611-13 


psychometric tests for, 491-2 
rcsulung from artersoschrotic psychosis, 394- 
schttophremc, 306, 311, 314 
secondary, 611 

and s^izophrenia, 306 


" 183-4’ ' ' 

marriage law s in, in relation to mental defectiv & 
schizophrenia in, 239 
sterilization in, 757-8 
suicide rate m, 78S-9 
voluntary admission to hospital m, 739 
Dependence traits m agoraphobia, 92-3 
Depersonalization, 9, 87, 119-24 
after mescaline intoxication, 435 
associated With anxiety, 93-6, 121, 131 
depression, 122, 209-10 
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Depersonalization {cont.) 
associated with anxiety {cont.) 
obsessional state, 122, 131, 133-5 
phobia, 12 1 
due to LSD23, 436 

temporal lobe lesion, 495 
in epilepsy, 459, 463 
in hysterical personality, 122, 131 
in neurosis, 460 
in schizophrenia, 283, 318 
‘inteHectual obsessive' type of, 121, 131 
persistent, following electro-convulsive therapy, 376 
relationship between fear, anxiety and, 122-3 
states, differences in classification, 238 
syndrome, primary, 121-2, 124 
theories of causation of, 123 
treatment, 124 

Depression, agitated, in hyperthyroidism, 366 
alcoholism secondary to, 395, 399 
alternating with euphoria in aged, 571 
amphetamine taken to relieve, 420-1 
as withdrawal symptom, 425 

associated with anxiety, 78, 81, 86-7, go-i, 93, 97, 
208-9 

arteriosclerotic psychosis, 78, 594, 599 
conversion reactions, 104 
heart disease, 362 
menstrual period, 193, 205, 371-2 
obsessional state, 134-6 
paranoid reaction, 149-50 
physical illness in aged, 569-70 
schizophrenia, 221-2, 297-8, 334 
atypical, 210 
in aged, 568-9 
bipolar and unipolar, 197-8 
brain monoamines and, 1 99-201 
classification of, 222-5 
clinical picture of, 207-1 1 
cyclothymic, diagnosed from reactive, 220 
depersonalization in, 122, 209-10 
diagnosis from anxiety state, 97-9, 225-7 
diagnostic indices in, 222-5 
due to ACTH and cortisone, 369 
alcohol, 391, 398 

cerebral arteriosclerosis, 31, 199, 592 
cocaine poisoning, 430 
early induction of menopause, 371 
lead poisoning, 442-4 
LSDas, 436 

potassium depletion, 359 
starvation, 357 _ 
syphilitic infection, 518 
vitamin B13 deficiency, 356 
duration of attack, 217 
during and after influenza, 384 
endogenous, arteriosclerotic psychosis resembling, 
594 

cerebral tumour misdiagnosed as, 528 
diagnosis from phobic anxiety, 98-9, 226-7 
reactive depression, 78-80, 194-5, 197, 205, 
220, 222-^ 

diurna rhythm in, 79, 21 1 
electrolyte changes associated with, 202-3 
endocrine factor in, 193, 203-4 
impotence and frigidity in, 162 
in aged, 549. S67'9 
treatment, 229, 572-3 

paranoid symptoms of, 148 . ^ . 

statistical enquiries into diagnosis and prediction 
of outcome of, 222-7 


Depression {cont.) 
endogenous {cont.) 

treatment of, 228-3 1 , 579 
by convulsive therapy, 230, 233-4 
by leucotomy, 222 

underlying obsessive-compulsive neurosis in 
aged, 579 

fleeting, in Alzheimer’s disease, 615 
following reserpine administration, 200 
heredity and, 67, 78, 196-8 
hysterical symptoms of, no, 116 
in aged, 568-76 
conditions masking, 542 
delirious state in, 600 


prognosis, 572 
in amphetamine psychosis, 300, 422 
in Cushing’s disease, 203-4, 367, 369 
in disseminated sclerosis, 531 
in epileptic, 466-7 

paranoid psychosis, 471-2, 479 
in general paralysis, 5227-3 
in pellagra, 352 
in posphysia, 359 

in post-concussional syndrome, 507-8 
in rabies, 513 
in senile dementia, 609 
involutional see Melancholia 
irritability associated with, 139-40 
leucotomy in, 236 
mild, in clouded state, 347 
of hebephrenic, 282 
multidhnensional approach to, 31 
neurological basis of, 198-9 
neurophysiological changes in, 204 
neurotic, 77-81 
see also Depressive reaction 
organic, in aged, 570-1, 599 
organic/functional overlap in, 483-4 
periodic attacks of, 216-17 
post-encephalitic, 515-17 
post-infective, 31, 196, 221, 350, 384, 386 
pseudo-demented, in aged, 569 
reactive see Depressive reaction 
recognition of part played by external or constitu- 
tional factors in, 220 

schizophrenia masked by, therapeutic fit revealing, 
456 


secondary to other psychiatric illness. So 
shallow, in Huntin^on’s chorea, 623-4 
subacute leuco-encephalitis resembling, 513 
suicide danger in, 77-80, 207, 215, 218, 228-9, 
. 231, 791-2, 794, 797 
varying diagnostic validity of, 3 1 
vital’, 144, 195, 222 

with clouding of consciousness in aged, 568 
Depressive colouring in amphetamine psychosis, 422 
in late paraphrenia, 584 
constitution, 188, 205-6 
constitution, alcohol addiction in, 394 
diagnosis from anxiety state, 97-9 
features in puerperal psychosis, 374-6 
illne^, diagnosis from cerebral tumour, 52S-9 

_ irorn anxiety states, 225 

in aged, 210, 215, 539, 542, 548-9, 567-71, 576 
and sulcldc^ 542, 543. 553, ^69-71'’ 
atypical, 568-g 

cerebrovascular disease and, 551 

orgamc, 570-1 

physical illness and, 569-70 
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Depressive colouring (com<.) 
illness in aged (con/.) 
psychological, 574-^ 

‘reactive’, 570 
treatment of, 267-8, 571-6 
mood preceding mamC attack, 21 1 
paranoid ideas of, 147 
personality, 78, 80, 191-2 

bodily build associated with, 70, 192-3 
Freudian eiiplanation of, 73 
psychoanalytic explanation of, 195 
reaction, 77-81 
as adaptne reaction, 195-6 
associations of, 77-8, 83-4, 131, 149 
dinjcal features of, " 79 -^ 0 , 222 
course, prognosis and outcome of, 80-1 
diagnosis, differential, 80 

from cyclothymic depression, 220 
from endogenous depression, 78-80,194-5, 
197. 20s, 220, 222-5 
from neurasthenia, 84 
following \oluntaty castration, 370 
in aged, 79, S49, S5*"3, 57°. 573 
in children, 660, 668-9 
in pregnancy, 353 

initial response m hebephrenia, 283 
occurrence in normal, 77 

relationship betw eert endogenous depression and, 
190 

sedation threshold I'n, 72 
treatment, St, 212-5 
state due to brain disease, 486 
cerebral tumour. 526-7 
m AUheimer's disease. 615 
in Korsakov’s psychosis, 404 
u) myxoedema, 367 
traits m post>traumatic illness, 504 
Deprwation, severe, in early childhood, feeble- 
mindedness and, 70s 
Detealuation, 9, 120 
after mescaline intoxication, 435 
associated with anxiety, 87, 94 
with depression, 209 
with obsessional ruminations, 133 
m epilepsy, 459 

In hebephrenic schuophrenia, 283 
m neurosis, 460 

‘Dereistic’ thinking, schizophrenic, 268 
Dcsensitization by reciprocal inhibition of phobia, 
103 

of phobic child, 662-4 
Deserpidine, 33a 
Dcsipramine, 230 

Dcsmethyhniipramine in depression of old age, 573 
mode of action. 201 
Destructneness in children, 665-6 
in hyperkinetic syndrome, 6go 


, 410-11 

lag, 678 

Del elopmcntal aphasia, 676, 683 


^ . — ••“**> ly* 

Diagnosis, 4-5 

multidimensional, 30-2 
needs classification sy'stematically based, ti 
objective, begun by Kraepelin, 12-13 
preliminary, 41 

.55 


^ w..»-.ges and, i 

sleep centre, 527 

Diencephalon, integration of autonomic functio 
201 


tumours of, 526, 529 

Dietary deficiencies causing psychoses, 351-7 
fat in causation of arteriosclerosis, 590 
Differentiation of anxiety states from d«pre 
duorders, 225-7 

766-8, 7: 

Diphenhydramine hydrochloride in Pa^msor 


2 

.615 

in arteriosclerosis, 594 
in brain damage, 485, 487 
m carbon-monoxide poisoning, 442 
in cerebral tumour, 498, 526 
>n dehtium, 348-9 
in epilepsy, 464 
m general paralysis, 523 
in head injury, 501-2 
in Huntington's chorea. 623 
in Korsakov’s psychosis, 404-5 
m late paraphrenia, 584 
m liver disease, 360 
in Pick's disease, 628 
left/nght, 496-7, 498 
Disseminated sclerosis, 530-2, 627 
amenotihota in, 372 
barbiturate poisoning simulating, 417 
bystena and, 109, 530 

Dissociation det idiet, in cannabis poisoning, 42 
of thinking in hysteria, 106-7, tto. tt2, 116, 
in neurosis, 460 

m schizophrenia, 264-5, 282, 291, 319 
Dissociative phenomena in aged, 579 
symptoms in mature and stable personality, 4 
Distnctibihty due to alcohol consumption, 396 
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Distractibility {cont.) 

in hyperkinetic syndrome, 690 
in manic state, 212-13 
of feeble-minded, 712 
of post-encephalitic, 674 
Disulliram in alcoholism, 410-11 
Diurnal enuresis, 646 

rhythm in depth of depression, 79, 21 1 
Divorce and mental patient, 756-7 
correlation between suicide and, 777 
Dizziness, complaints of, correlated with later mental 
disorder, 782 

due to early induction of menopause, 371 
in anxiety state, 91 
in general paralysis, 521 

in phobic anxiety-depersonalization syndrome, 91 
in post-concussional syndrome, 503, 507, 509 
in typhus, 383 
in hypertension, 592 
D.M.P.E. in urine of schizophrenic, 256 
Doctor-patient relationship difficulties in epilepsy, 
476 

in behaviour therapy, 187 
in Herstedvester experiment, 184 
with child, 633 

Domiciliary services for aged, 546, 562, 567 
visiting by psychiatrists, 563-4 
Dopamine in brain, 199 
‘Double bind’ in schizophrenia, 262 
Double orientation of schizophrenic, 276, 320 
personality, 113 

Dreaminess after epileptic fit, 673 

permanent hebephrenic state of, 281, 299 
Dreams, frightening, 642-3 
in Freudian theory, 16 
in thyrotoxicosis, 363 
unpleasant, in depression, 210 
vivid, in clouded state, 348 
Dreamy state associated with delirium tremens, 401 
epileptic aura of, 458 

simulated in neurosis, 460 
Dressing apraxia, 496 
dyspraxia in autism, 683 
Drifter, aimless, hebephrenic as, 281 
Drive, diminution of, in neurasthenia, 84 
in Pick’s disease, 617 
Driving, effects of alcohol on, 392 

long-distance, reduced awareness in, 380 
Drowsiness, due to barbiturates, 417 
head injury, 500 
hypoglycaemia, 369-70 
liver disease, 360 
prefrontal lesion, 494 
subdural haematoma, 507 
uraemia, 362 
in epileptic fugue, 465 
in hypertensive encephalopathy, 592 
in Korsakov’s psychosis, 404 
in malaria, 382 

Drug addiction, dependence, habituation, 413-38 
and criminal responsibility, 767 
complicating alcohol addiction, 398 
complicating drug therapy, 775 
definition of, 413-4 
incidence of, 414 
increase in the young, 414 
legislation concerning, 414, 429. 774-5 
notification of, 414, 774-5 
unstable psychopath and, 154 


Drug addiction (cont.) 

withdrawal phenomena, 345, 425 
Drugs, habit-forming, control of, 415,420 
risks of addiction to new drugs, 43 1-2 
Drunkenness and criminal responsibility, 771, 773 
day-long, barbiturate poisoning simulating, 417 
hypoglycaemia simulating, 370 
see also Alcohol intoxication, acute 
Durkheim’s study of suicide, 777-8 
Dysarthria due to hypoglycaemia, 370 
gross, in general paralysis, 523 
in Jakob-Creutzfeldt’s disease, 620 
Dyscalculia associated with minimal cerebral palsy, 
689 

Dysentary, bacillary, 384 
Dysgnosia due to brain lesion, 488 
Dyslexia, 677 

due to brain lesion, 488 
of autistic child, 683 
Dysmenorrhoea, 372 
Dysmnesic conditions in typhoid, 383 

picture in Wernicke’s encephalopathy, 354, 355 
syndrome, 349 

due to brain injury or disease, 487-8, 510 
cerebral tumour, 526-7 
following electroconvulsive therapy, 233 
temporal lobe surgery, 487 
in Korsakov’s syndrome, 399, 404 
in pellagra, 352 
post-traumatic, 501, 502 
Dyspepsia associated with anxiety state, 91, 96 
depression, 210 
hypochondriacal, 141-2 
‘nervous’, 210 

Dysphagia, water depletion in, 358 
Dysphasia due to brain lesion, 488, 498, 504, 512 
subdural haematoma, 507 
examination for, 40, 50-1, 55 
expressive, due to tumour of Broca’s area, 494 
in Alzheimer’s disease, 615-16 
in arteriosclerotic psychosis, 593 
in early cerebral disease, 554 
in epileptic paranoia, 471 
in general paralysis, 523 
in relation to intellectual impairment, 493 
of autistic child, 683 

Dyspnoea on effort in thyrotoxicosis, 363 
Dyspraxia due to brain lesions, 488 
of autistic child, 683 
Dysrhythmia, epileptic, 71 

Dysrhythmic’ aggressive behaviour disorder, 139 
Dystonia, torsion, in Wilson’s disease, 517 
Dystrophia adiposo-genitalis, 726 

Eegonine derivatives, notification of addiction to, 
„ , , 775 

Echo des pettsees, schizophrenic, 268, 275, 319 
Echolalia in Alzheimer’s disease, 616 
in autism, 679, 683 
in catatonia, 284 
in child, 676 

Echopraxia in catatonia, 284 
E.C.T. see Electroconvulsive therapy 
Ectomorphy, 69-70, 193 

in relation to afective disorder, 193, 210 
Education, effect on intelligence, 702 
personality development, 72—3 
for retirement, 562 

in relation to mental deficiency, 704-6, 713, 732-5 
on sexual matters, 651 t • / a> /J 
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53 


hysterical, n6 

E80 ,ttSSrel’4e.op.™. in 
Eccentric nature of paranoid reaction, 146 
,n oM ape. (iTa 


of cocaine addict, 430 


El.ctroca?S.pl..c changes du. t, pola.s,um dcple- 
EI=.tropon“u”c th,wy combined >vdh neurolcpnc 

^ druge. 33®i 33^ 


Electroconvulsive therapy (cont.) 

in schizophrenia [cont.) . , , , 

rise in jy-hydroxicorticoid levels alter, 252 
patients’ attitude to, 235 
pnvacy in treatment, 234 
suicide risk after, 234 

techniques of, 234~S , , , . 

Electrocorticography in localizing focus of epnepti 
fit, 458, 475-6 

Electrocncephalographic abnormalities associate, 
with delirious states, 345 
obsessional state, 128 
in psychopaths, 71 
in relatives of epileptics, 452-3 
in schizophrema, 3 S^> 454 
dTect of mescaline on, 435 
changes following head injury, 503 

in sensory and perceptual deprivation, 3»0 
1—1 ..A M,»nrpnii!il5c oacemaKCr, 109 


with age, 34s 

\vi^ disturbances of consciousness, 34S 
examination m treatment of cpilepsyi 47^* 
maturation, 71 

Electroencephalography, 3 

after artificial shock treatment, 408 
direct, 44® 

effect of LSDjs on, 437 
in barbiturate poisoning, 345» 4*7 , 

m diagnosis of cerebral tumour, 529”3®» ”*9 
of dementia, 560, 628 

■ , 45s. 455, 458- 


in aged, 573"4 
in piegnancy, 373 
mode of action, I99' 2®4 
m alcoholic hallucinosis, 321 
in amphetamine psychos^, 4** dcoression 
m arteriosclerotic psychosis with depression. 

.n dSou. ,1.1. Pf .ymplomalic psycho,.,, 3S6 
in dclinum tremens, 402 

in depression, endogenous, 222-5. ^ 3 ^' » 

relapses after, 199 
in aged, 569. S73-4 , 

minor seizure ineffective in, 400 

post-enccphaliiic, 516-17 
prediction of response to, **^“5 
revealing schizophrenia. 45“ 
m depressive reaction, 81, 84-5 
in aged, 573 
in epilepsy, 479 , 

in hyperihyroid psychoses, 300 
m hvpomanis. 234 
in mvolutional melancholia, 232 3 
in mama 231.214 


illness, 5S6 

m psychosis due to steroids, 309 
puerperal, 376 

'"combineinvith neuroleptic drugs, 330.336.337 


:nccphalitis, si 


in migraine, 454 
m night terrors. 643 

in phobic anxiety>depersonaIuation state, 461-1 

in post-concussional syndrome, 510-11 

in post‘traumatic epilepsy, 506 

in psyxho-organic syndrome, acute, m aged, 48^ 

m pyknolepsy, 673 

in spongiform encephalopathy, 620 


. 202 - 

disturbanccs, 357-9 

causing delirious state, 386 
Emigration, effects on proportion of defectives 
population, 731-2 
environmental strain of, 784 
Emotion attached to repressed memories, 15 
blunted, m brain disease, 4S6, 493 
m dementia, 491 
in depersonalization, 120-1 
m late paraphrenia, 584 
post-traumatic, 505, 510 
dilapidation of, in general paralysis, 522 
loss of. associated with anxiety state, 94 
rapid iluctuations of, in schizophrenia, 269 
Emotional breakdown appearing m old age, 577 
catharsis from abreaction, i8t 
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Emotional breakdown (cont.) 
causes of heart sensations, 361 
changes, bodily manifestations of, 7 
in Wernicke’s encephalopathy, 355 
quality of, in schizophrenia, 297-8 
complications of castration, 370 
contlict causing insomnia, 83 
control, lack of, post-choreic, 76 
learning of, 72-3 

cooling in arteriosclerotic psychosis, 593 
in old age, 538 
in Pick’s disease, 617-18 
in senile dementia, 603, 607, 609 
deprivation of child, psychological effects, 660 
difficulties causing restless sleep in child, 641-2 
distress, dependence on alcohol for relief, 395 
disturbance associated with suicide, 791 
due to minimal brain damage, 76 
following infection in youth, 344 
in Alzheimer’s disease, 615 
in chorea, 382 
in early hypertension, 596 
in epilepsy, temporal lobe, 494-5 
in mental defective, 75 
in old age, causes of, 538-9 
state of, and criminal responsibility, 767 
facility in disseminated sclerosis, 531 
factors in attempted suicide, 795 
in causation of schizophrenia, 261-2 
in neurasthenia, 82 

in oculogyric crises of post-encephalities, 515 
immaturity and hysterical reactions, 106-7, no 
causing behaviour disorder, 71, 107 
incontinence in arteriosclerotic psychosis, 593“4 
infantility of imbecile, 717-18 
insensibility of hysterical child, 664 

of schizophrenic, 265, 269-70, 277-8, 280, 282, 
296,319 

lability associated with pathological jealousy, 400 
due to early induction of menopause, 371 
manganese poisoning, 444 
temporal lobe lesion, 494 
in Korsakov’s psychoses, 404 
in pregnancy, 373 
in senile dementia, 603 
in thyrotoxicosis, 362 
of epileptic, 469 

of perceptually-handicapped child, 678 
post-infective, 350, 381-2 
maladjustments of child, 630 
problems of endogenous depressive, 231 
reactions, short-circuiting of, after prefrontal 
leucotomy, 76 

to alcohol consumption in public, 392 
responses, childishness of, in brain disease, 486 
potentially normal, of feeble-minded, 712 
responsiveness, examination for, 47 
in Korsakov’s psychosis, 404 
in schizophrenia, and prognosis, 313 
shock precipitating depressive illness, 205 
disseminated sclerosis, 531 
stability, minimal electcocncephalographic abnor- 
mality with, 72 
storm, post-epileptic, 456 
strain in battle exhaustion, 356 
in causation of hypertension, 589 
in childhood, and schizophrenia, 262-4 
in eliciting schizophrenic thought-disorder, 316 
superficiality of alcoholic, 398 
symptoms of mercury poisoning, 443 


Emotional breakdown (cont.) 
tension causing irritability, 138 
in pellagra, 352 
precipitating hysteria, in 
premenstrual, 372 

unresponsiveness due to depression in aged, 568 
Emotionally callous personality, 157-9 
in childhood, 666 
in old age, 578 
schizophrenia and, 157, 32a 
disturbed patient, simulation of temporal lobe 
epilepsy in, 460-2 

unstable psychopath, alcoholism and, 393-4 
diagnosis from epileptic, 475 
Emotion-psychoses, schizophrenia-like, 303-4 
Emotions, stereotyped, in post-encephalitic Parkin- 
sonism, 515 
Empathy, 58 

retained, in affective disorders, 321-2 
schizophrenic’s lost faculty of, 276, 314 
use in existential analysis, 25 
Emphysema, psychiatric disturbances due to, 357-8 
Employment difficulties of epileptic, 450, 481-2 
for schizophrenic, 338-9 
lack of, associated with suicide in aged, 544 
of feeble-minded, 713-14 
training mental defective for, 734 
value of, for elderly, 561-2 
Encephalitides, post-infective, 513 
Encephalitis, 512-14 

barbiturate poisoning simulating, 417 
character changes due to, 157, 675 
diagnosis from presenile dementia, 627 
symptomatic psychosis, 385 
due to herpes simplex virus, 513 
in children, 674-5 
inclusion, of Dawson, 513 
infantile, personality disorder due to, 672 
lethargica, age of occurrence in relation to sequelae, 
5 14 

causing compulsive symptoms, 128 
character changes following, 74, 674-5, 708 
diagnosis from schizophrenia, 320 
hyperkinesis of, 285-6 
in child, 674-5, 708 
schizophrenia and, 257 
sequelae, 514-15 

memory disuirbances due to, 487 
post-infective, causing mental deficiency, 708 
personality changes, 675 
post-natal, causing mental retardation, 708 
subacute, 513-14 

Encephalomyehtis, acute disseminated, 531 
Encephalopathic pictures in lead poisoning, 443 
Encephalopathy, hypertensive, 592 
of punch-drunkenness, 505 
organic, simulating congenital amentia, 730 
subacute spongiform, 620 
Encopresis, 645, 648 
Endarteritis, chronic syphilitic, 519 
Endocrineanomalies associated with schizophrenia, 253 
disorders causing symptomatic psychoses, 362 
fitetor in affective disorders, 193, 202-4 
Endogenous depression see Depression, endogenous 
disorders, Freudian neglect of, 15 
mood change in cluld, 668 
psychoses, 10 

compulsive symptoms in, 128 

diagnosis from symptomatic psycliosis, 385 

E.E.G. studies in, 474 
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Endogenous depression (conr.) 
psjchoses (co«r.) 

genetic relationship between, 244 
hysterical symptoms in, 109 


‘Endoreactive dysthymia’, 195, 225 


commitment procedure in, 740-2 
criminal responsibility in, 762—7 
hospital admission rates of aged in, 539-40 
mental deficiency in, incidence, 694, 704 
law relating to, 751-2 

organization and administration of psychiatric 
services in, 754-5 
schiiophrenia in, 239-4Q 


^ _ _ . • 756-7 

voluntary admission to hospital m, 736, 739 


Epilepsies, 445-82 
Epilepsy, acousticogenic, 451 
aetiology of, 450-3 
associations of, 453-5 

with childhood ‘sduzophrema’, 684-5 
with Huntington's chorea, 624 
with hysteria, 455 
with infantile hemiplegia, 676-7 
with mental defect, 454, 703 
with migraine, 454 

associations of, with psychopathic per 


.463. 


chronic, syrnptomatic psychosis masking, ■ 
clinical manifestations of, 455-74 

, 690 


326-7 


to shrunken, 489 
and irritability, 140 
and paranoid reaction, 149-59, 153 
schizophrenia, 288 

btaici'darnaged patient’s restriction of, 489 
emotional atmosphere of, effect on child, 636 
required for epileptic child, 674 
therapeutic, 776 

unstable drifter at mercy of, 155 
Environmental changes, effects on child, 631, 639- 
640 

in treatment of depressive reaction. 81 
factors in ageing process, 536 
attempted suicide, 793-4 
in child neurosis, 636-40 
in delinquency, 6, 657-8 
in depressions of old age, 549. 570 
in depressive reaction, 77 
in development of child’s social sense, 656 
of intelligence, 697-8, 701-3 
in Freudian theory, 19-20, 57 
in hypertension, 5S8 
in mental deficiency, 701—3 
disorder, 2-3. 8, 776-807 
in neurasthenia, 83-5 
m neurotic breakdown, 62 
in personality development, 28-32, 57» 63. o®* 
72-4 

m post-concussional syndrome, 508 
m schizophrenia, 238, 240, 245, 251-2, 264 
paranoid, 2S8 
in senile dementia, 604 
influence of, on chronic catatonic, 287 
sameness, need for, in Kanner’s syndrome, o79i 




due to cerebral tumour, 526 
prenatal or birth injury, 76, 789 
electroencephalogram of, 71-2, 248, 321 
462-4 

diagnostic value of, 446, 475-6 
forced normalization 463, 464 
mood changes m relation to, 466 
emotional responses in, 329 
employment difficulties m, 450, 481-2 
‘equivalents’, 463 
focal, 445.455.458-62 

experimentally produced, 447 
localizing features of, 446^, 458, 463 
post-traumatic, 506 ■* 

preservation of consciousness m 456 
surgery in, 480 ’ ^ 

generalized, 455-8 
heredity and, 248, 452-3, 480 
idiopathic, 445-6, 452 
absences m, 458 


m. 446 


genetics of, 248 
symptomatic treatment, 476-7 
inodence of, 44^50 

imUbility .ssoemted «.th. 135, ,64, 466-, 
localizatioi^f focus of origm in, 446^, 43 

menstrual anomalies in, 371 
myoclonus, 451, 478 
non-parorysmal episodic disturbances m 
of late onset, 629 ’ •* 

and cortical atrophy, 625-6 
personality changes, 468, 480 
petit mal see Petit mal epilepsy 
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Epilepsy (coiit.) 

schizophrenia-like psychosis in, 33, 258, 301, 351, 
454. 470-4. 4S1, 483. 495 
symptomatic, aetiology, 450-2 

diagnosis from idiopathic epilepsy, 446 
temperamental disturbances, ii 
temporal lobe, 71, 450-1, 456, 458-62, 463, 476 
anxiety and, 86, 88, 123, 459-60 
depersonalization and, 123, 460 
diagnosis from phobic anxiety state, 98, 100, 
460-2, 475 

hypoglycaemia simulating, 369 
simulation in neurotic illness, 460-2 
schizophrenia-like psychosis associated with, 
301, 351, 454, 470-3 
symptomatic, 460 
treatment, surgical, 475-6, 480-t 
twilight states and, 463-5 
treatment, 476-82 

neurosurgical, 479-81, 506 
of psychiatric complications, 478-9 
pharmacological, 477-8 
social aspects, 481-2 
symptomatic, 476-7 •' 

Epileptic attack, an adjustive phenomenon, 477 
due to carbon disulphide, 444 
hypertensive uraemia, 362 
aura, 458-9, 463 
automatisms, 462-3, 465-6 
daily life of, 482 

defective, hemispherectomy for, 733 
dementia, 470 

discharge, site of, 446-7, 458, 463, 475-6 
in relation to paranoid psychosis, 472 
fits, 455-6 

artificial convulsion averting, 479 
as withdrawal phenomenon, 345, 393 
complicating delirium, 348 
confusion after, simulating drunkenness, 406 
due to cerebral tumour, 525-6 
subdural haematoma, 507 
E.E.G. during, 448-9 
in cocaine poisoning, 430 
in general paralysis, 523 
in imbeciles and idiots, 718-19 
in pregnancy toxaemia, 373 
minor centrencephalic see Petit mal epilepsy 
focal, 458 

preceding delirium tremens, 401 
prodromata, 455 
rhythms in recurrence of, 448 
fugue, 462, 465-6 
furor, 456, 462 

marriage and procreation of, 482 

mental state complicating treatment, 476 

mood changes and states, 463, 464, 466-7, 477"9 

personality disorders, 454, 462, 467-70, 471, 476 

psychosis, acute, organic functional overlap in, 483 

states of long duration, 462-70 

twilight states, 457, 462-5 

diagnosis from schizophrenia, 318, 320, 475 
symptomatic psychosis, 385 
drug-induced, 464 
post-ictal, 463-5 
treatment of, 479 

Epileptiform convulsions in anoxia, 440 
in arteriosclerotic psychosis, 594 
in catatonic hyperkinesis, 286 
in Jakob-Creutzfeldt’s disease, 620 
in mid-brain tumours, 498 


Epileptiform convulsions (cant.) 
induced therapeutic, 445 
liability of child to, 671 
‘Epileptoid’ character, 469-70 
Epiloia, 703, 723 
Epinephrine, metabolism of, 255 
Ether abreaction, 182 
addiction, 431 

Ethopropazine in Parkinsonism, 516 
Ethosuximide in epilepsy in child, 674 
Eugenic prevention of mental deficiency, 732 
problems of schizophrenia, 325 
Euphoria, depression alternating with, in organic 
disease in aged, 571 
due to ACTPI and cortisone, 368-9 
cannabis, 427 
LSD25. 43 ^ 

methylamphetamine, 420 
morphine, 422, 424 
empty, in mania of old age, 571 
fatuous, in dementia, 491 
in Huntington’s chorea, 623 
in Pick’s disease, 617-18 
following physical illness, 350-1 
in disseminated sclerosis, 531 
in general paralysis, 30-1, 522 
in organic patient, 48 
in senile dementia, 609 
insightless, in liver disease, 360 
post- traumatic, 504, 510 
Euromorphy, 69-70 

in relation to affective disorders, 218 
European countries, incidence of schizophrenia in, 
.238-9 

Euthyroid psychiatric patient, diagnosis from thyro- 
toxic patient, 363 

Examination of mental state, 39-41 
of patient, 33-55 
non-co-operative, 46-7 
organic, 47-55 
physical, 41 
psychobiological, 33 
rating scales as adjunct to, 36 
stuporose, 39, 46 
unconscious, 39 

Excitability, changes in, due to brain damage, 489 
Excitement, manic, 212-13 

of dement, diagnosis from delirious state, 601—2 
outbursts of, in Cushing’s disease, 367 
schizophrenic, 265, 285-6 

drug therapy for, 329-30, 333 
periodic, treatment, 336 
state of, due to clouding of consciousness, 347 
Excretory functioii disorders in child, 645-9 
Exhaustion following manic hyperactivity, 213, 215, 
229 

psychological disturbances due to, 356 
Exliibitionism, 167 

first shown in old age, 578 
in dementia, 491 
Existential analysis, 25-6, 195 

Exogenous reactions and symptomatic psychoses, 
342-87 

see also Symptomatic psychoses 
Experience, inability to learn from, 154, 156 
Experimental neuroses, conditioning and, 21-3 
Explosive behaviour, electroencephalographic abnor- 
malities in, 72 

in hepato-lenticular degeneration, 517 
outbursts due to temporal lobe lesion, 494-5 
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External stimuli, susceptibility of brain>daniaged 
person to, 489 


Extraversion, 69 


old age, 548 


Feeble-minded (coni.) 
definition, 6gz~3 
delinquency and crime in, ?l6 
education of, 73Z 
emotional difficulties of, 714-15 
employment of, 7t3-t4 
fermity of, 70J 
jIlneM of, 715-16 
marriage of, 714-15 
mongol, 722 
social prognosis in, 716 
stable, 711, 714-16 
treatment and training of, 7,11-5 


. S14 

background associated with homosexuality, 171^ 174 
ana transvestism, 165 
in relation to mental disorder, 807 
care, 751-3 
casework, 800-1 

communication patterns, tests for, 317 
contacts of elderly people, 544-5, 548 
doctor and mental health services, 781 
role of, in preventive work, Sot 
effect of resettlement of discharged schizophrenic 
on, 340-1 

history, 5, 37,41-2 
importance of, in diagnosis, 627 
in suicide, 791 
in alcoholism, 393 

life, effect 0! alcoholism on, 398, 399-400 
of emotional callousness on, 158 
of schizophrenic on, 279-80, 134 
' 4> 566-7 


, .,.-.,.72 

genetical aspect of, 698-700 
incidence of, 694-5 
prognosis of, 73 1 

Fertiiity difTcrentiai, in reiation to jntefiigci 
731 

rate, low, in late paraphrenia, 580-2 
Fetishism, 263-4 
aversive deconditioning for, 186 
Fever convulsions. 673 
mania associated with, 351 
mental symptoms in relation to, 343 

. 260 

_ • to — r — 5*3 

Fingei-nose-ear-test, 53 

Finland, marriage laws regarding mental ps 


. 645 


6 ft« 


St 


> 266 

I . . •rans.sex- 

ualism, 165 

Farm-workers, mental disease m, 785 
suicide in, 790 

Father, Freudian conception of role, 17, 19 
neurotic, associated with behaviour disorder in 
children, 783 

Fatigue, as hjstencal conversion sjmptom, S3 
associated with irritability, 138 
due to mercury poisoning, 443 


epilepsy. EpiUpsy, focal 
Foewl 

Foiled deux, 149, 153 
circutaire, 188 
dedoute, 132-3 
m (duld, 666-7 

■ 643-j 


507 


»our, 4, 


.Jj. *473 

Fear, anxiety reaction and, 85, 94 . . 

excessive feelings of, post-traumatic, 505 , ■ 

reactions in children, 661-4 

relationship between anxiety, depersonalization .. w»-vjy5 

and, 122-3 cml law and the mental patient m nr* 

slate of, in depression, 208 ' 

Fear*dri\e in initiation of phobia in child, 662 
Feeble-minded, 711-17 

child, characteristics of. 711-12 
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Glutethimide addiction, 431-2 ^ 

Goldstein on behaviour^ effects of bram damage, 

test battery^ in schizophrenic thought disorder, 
316-17 

Gout and affective disorders, 19? 

Grand mal see Epilepac fits, major 

Grandiose behaviour due to prefrontal lesion. 


delusions folloising alcoholic hallucinosis, 403 
in amphetamine psychosis, 421 
element m epileptic paranoia, 472 
ideas in general paralysis, 5*2 

m involutional melancholia, 214-*$ 


brain injury, 301 ... 

auditory due to alcohol poisoning. 3 «>> 


in typhus, 383 

examination of patient for, 44-5 
hypnagogic, associated with glue-snifnrjj 


,605,607 

. v^vur, 526 

poverty of, in dementia, 491 
reflex due to prefrontal tumour, aoa 

> 420 


.. ... -7,429 

practice 

m, Tifl.'w 

provision for old age in, 502-4 
stenlization in, 757 
suicide in, 787-9® 


1S7 


713 

tnetapy, 182-4 

for bram^dsmaged pauents, 512 
m alcoholism, 182, 409 
m schizophrenia, 328, 334 
in stammering, 653 

Cuanethidine, suicide followuig use of, 797 
Guardianship, 743, 751-3 
in Germanic countries, 747, 756 
order, 74t. 763 

Guilt feelings in depression, Z09, 214, 567, 609 
in s^hditic mfection, 518 
of alcohol addict, 397 
'Guilty but insane’, 764-^, 768 
Gumma, cerebral, 519, 525 
meningeal, 519 


Habit formation, alcoholic, 39^7 
catatwic, 387 

importance of, m personality deielopment, 29 
m schizophrenia, 260, 261, 265, 271 
spasm, 654-5 

training m treatment of child’s sleep anomabes, 
643 

of mental defective. 73s 

Habits and standards, deterioration in, due to insti- 
tutionalization, 804 
m hypopituitarism. 368 

Habits and standards, deterioration due to brain 
lesion, 494, 498 

m attenoscletotic psychosis, 594 
m dernentia, 491, 603, 609 


deprivation of sleep, 381 

LSD25. 436 

sensory deprivation, 379-80 
in Alzheimer's disease, 615 
in amphetamine psychosis, 300, 421 
m CM^tal disease in aged, 554 
in cocaine addiction, 430-1 
in delirium, 348-9 
in delirium tremens, 401-j 
in epilepsy, 320, 458-60, 463-5. 471'- 
in general paralysis, 522 
m Huntington’s chorea, 301 
in hypercapnia, 357“8 
in late paraphrenia, 302, 580 
iuporpnyna, 359 

in post-encephalitis Parkinsonism, 51 
in puberal psychosis, 376 
in raibies, 5x3 

in schizophrenia, 265, 271, a74-5» '• 
286, 288-9, *90. 296, 3 *9. 3*9-3 
336 

in senile dementia, 607 
in sodium depletion, 359 
in symptomatic psychosis, 347 
in Wernicke’s encephalopa^y, 355 
olfactory, in epilepsy, 460, 463, 47a 
persecutory, in mj^coedema, 367 
tactile, in cocaine addiction, 432 
m vitamin Bia deficiency^ 356 
visual, due to mescaline, 433-5 
occipital lobe tumour, 497 
sniffing petrol fumes, 432 
water depletion, 115, 358 
in epileptic twilight state, 465, 475 
in liver disease, 360 
m oneiroid states, 299 
in post-concussional state, 501 
Haliucmogenic drugs, 432-8 

fusing depersonalization, 123 
in treatment of alcoholics, 437 
Haloperidol, 33a 
in mania, 231-2 
in schizophrenia, 334 
Karmine, 437, 438 
Hartnup syndrome, 725 
Hashish tee Cannabis 
Head injury, closed, memory disturbances 
compensation neurosis and, 508-9, 5*; 
confusion after, simulating drunkent 
400 

epil^sy following, 451 
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Freud {cont.) 

on obscssioniiis, 73, 134 
on psycho-analytical schizophrenia, 325 
on sexualization of child’s life, 160-1, 649 
treatment of theory of, 15-20 
and homosexuality, 651 
and influence of childhood experiences, 630, 798 
and personality development, 73 
and psychopathic personality, 57 
and sadism and masochism, 167-8 
and schizophrenic regressive ideas, 277 
criticisms, 9, 15, 17-20, 16 1, 168, 646 
‘Fright neurosis’, i8q 
Frigidity, 161-2 

associated with phobic anxiety, 80-90 
Frohlich’s syndrome, 726 

Frontal lobe damage, effects on child and on adult, 
488 

lesion causing hysterical symptoms, 109 
symptoms of Pick’s disease, 619 
syndrome due to aneurysm, 628-9 

post-traumatic syndrome resembling, 504 
tumour, 494, 525, 528 

diagnosis from schizophrenia, 320 
lobectomy for prefrontal tumour, 530 
Frontothalamic radiation, 74 
Fugue, epileptic, 462, 465-6 
in child, 673 
hysterical, 1 12-14 
‘orderly’, 466 
states, 467 

Functional brain disorder, definition, 483 
see also Brain disorder, functional 
nert'ous disorders as factor in ‘isolation’ of aged, 
545-7 

mortality in, 586-7 

Functional-organic scale of reference, 27 
Furor, epileptic, 456, 462 


Gait in Alzheimer’s disease, 616 
in post-encephalitic Parkinsonism, 514 
Galactosaemia, 726 
Gangs, delinquent, 659 
Ganser state, 114-5 
in child, 664 
Gas gangrene, 384 
Genain quadruplets, 243 
General paralysis, 517, 521-4 
amenorrhoea in, 371 
barbiturate poisoning resembling, 417 
causing dementia, 627-8 
clinical picture, 521-4 
diagnosis from cerebral tumour, 524, 528 
from meningovascular syphilis, 520 
early, masked in alcoholic, 406—7 
emotional responses in, 30-1, 78. 199, 319. 
in juveniles, 524 

diagnosis from hebephrenia, 320 
piental deficiency, 730 
localization of infection, 520 
memory disturbances in, 487, 521 
pathology of, 521 

prefrontal lesion symptoms resembling, 40J 
prevention and treatment, 524 
resemblance of Pick’s disease to, 6iq 
reversibility of dementia symptoms in, 491 
schizophrenic symptoms at onset of, 300 
trypanosomiasis resembling, 383 
uraemic psychosis resembling, 362 


Genc(s), abnormalities in, causing mental deficiency, 
, . 720,723-7 

dominant, abnormalities due to, 723 
intermediate, theory of, for schizophrenia, 249 
.modifying, 64 
multifactorial, 698-9 
.^irt'personality development, 63 
(..in-predisposition to neurotic breakdown, 62 
mutant, bearing on personality, 28 
of common occurrence, 250 
of large effect, and mental defect, 698 
of small effect, 697-9 

bearing on personality, 28 
recessive, 700 

abnormalities due to, 723-7 
single schizophrenic, theory of, 249-50 
Genetical aspects of mental defect, 695-703 
basis for concept of hysteria, 103-4 
of neurotic disposition, 62 
of normal variation in intelligence, 697-700 
cause of mongolism, 720—1 
factors in affective disorders, 196-8 

heterogeneous, in presenile dementias, 61 r 
in ageing process, 536 
in alcoholism, 392-3 
in Alzheimer’s disease, 611-14 
in anxiety reaction, 87-8 
in chronic brain syndromes, 688-9 
in delinquency, 658-9 
in emotionally callous personality, 157-8 
in enuresis, 646 
in epilepsy, 4Si-3 
in homosexuality, 169-70, 651 
in Huntington’s chorea, 621-2 
in hypertension, 588-9 
in hyperthyroidism, 366 
in Jakob-Creutzfeldt’s disease, 619-20 
in obsessional personality, 68, 129-30 
in paralysis agitans, 516 
in paranoid reaction, 147 
in personality development, 28-9, 62-8 
in schizophrenia, 240-50, 323-5 
in stammering, 652 
see also Fleredity 
Genital play by infant, 650 

with children in old age, 578 
Geriatric case' load in psychiatric hospitals, 539 
nursing, 564-S . 

patient, discharge home of, and after-care, 505-7 
hospital care of, 564-5 
wards, psychiatric patients in, 533 
see also Aged 

German school of psychiatry, 58, 60 
Germany, commitment procedure in, 746-7 
criminal responsibility in, 773-4 . . 

marriage laws regarding mental patient in, 75® 
Third Reich, compulsory sterilization in, 323 
voluntary admission to hospital in, 738 
Gerontocracies, 547 
Gerstmann’s syndrome, 496, 678, 690 
Gestalt phenomena, 18 

psychology applied to clouded states, 347 
Gheel colony, 340, 752-3 
Giddiness, see Dizziness 
Glioblastoma, 526 
Gliomata, 525, 530 
Globus hystericus in child, 664 

pallidus, lesions in, due to anoxic poisons, 439 
Glue sniffing, 432 
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Chtetbimidi addiction, 43^~^ . . 

Goldstein on behavioural effects of brain damage, 
488-90 i j- _j 

test battery m schizophrenic thought oisorder, 
3*6-17 , , 

Gout and affective disorders, t^z 

Grand mal fce Epileptic fits, major 

Grandiose behaviour due to prefrontal lesion. 


Habituation, definition of, 4 * 3 “*-» 
to fear*evpicing situations, 

H^ucinations after barbiturate withdrawal, 41 


in involutional melancholia, 314-tS 
in manic state, *13, 571 
in paranoid schizophrenia, 292 
Granulovacuolar degeneration of brain, 605, 607 
Grasp, deficient, due to cerebral tumour, 526 


?36-7 i 74® 

provision for old age m, 562-4 
stenlization m, 757 
suicide in, 787-9® 

termination of pregnancy in, 759-62 
Greece, hospital admission in. 739 
marriage of insane and defective in, 757 
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usscbuophrenia, 328, 334 
m stammering. 653 

Guancthidine, suicide following use of. 797 

Guardtansbip, 74a, 751-3 
in Germanic countries, 747, 756 
order, *741. *763 

■ ^ 567, 609 

'Guilty but insane’, 764-^, 768 

Gumma, cerebral, 519. 525 
meningeal, 519 


multiple, due to clouding of consciousness 
deprivation of sleep, 381 
LSDjs, 436 

sensory deprivation, 379-80 

tti Alzheimer’s disease, 615 

in amphetamine psychosis, 300, 421 

in cerebral disease m aged, 554 

in cocaine addiction, 430-x 

in delirium, 34S-9 

in delirium tremens, 401-3 

in epilepsy, 320, 458-60, 463-5» 47*"® 

in general paralj-sis, 522 

in Huntinpon’s chorea, 301 

in hypercapnia, 357-8 

in late paraphrenia, 302, 580 

in porphyna, 359 

m post-encephahtie Patkinsoiusm, 51$ 
in puerperal psychosis, 376 
in rabies, 513 

in schitophren/a, 265, 27t. *74-5v *78 
286, 288-9, 290, 296, 319. 329-3O1 3 
338 

jn senile dementia, 607 
m sodium depletion, 359 
in symptomatic psychosis, 347 
in Wernicke’s encephalopathy, 355 
olfactory, in epilepsy, 460, 463, 472 


Habit formation, alcoholic, 396-7 
catatonic, 287 

importance of, in personality development, 29 
m schizophrenia, 260, 261, 265, 271 
spasm, 654-5 

framing in rreatment of child's sleep anomabes 

642 

of mental defective, 735 

Habits and standards, deterioration in, due to iiuti- 
tutionalizatjon, 804 
in hvpopituitarism, 368 

Habits and standards, deterioration due to brain 
lesion. 494. 49S 

in arteriosclerotic psychosis, 594 
m dementia, 401, 603, 609 
in general paralysis, 521, 523 
in tiypanosomiasis, 383 
persistence of feeble-minded xn, 712 


or 


Haloperidol, 332 
m mania, 231-2 
, in schizophrenia, 334 


condensation neurosis and, 508-9, 511 

sfter, simulating drunkenness 

epilepsy following, 451 
imld and moderate, 500-1 
schi2ophrenia-like psychosis associated 
301.483,509-10 
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Head injury (co/it.) 
severe, 499, 501-2 
treatment of, 511-2 
Headache, complaints of, correlated with later mental 
disorder, 782 
due to anoxia, 440 

cerebral tumour, 525-6 
head injury, 500 
lead poisoning, 443 
sodium depletion, 358 
subdural haematoma, 507 
tumours of third ventricle, mid-brain and 
thalamus, 498 
vitamin B12 deficiency, 355 
following air-encephalography, 557 
blast concussion, 502 
carbon monoxide poisoning, 443 
in acromegaly, 368 
in arteriosclerotic psychosis, 593-4 
in hebephrenia, 320 
in hypertension, 592, 597 
Headache, in neurosyphilis, 518-19 
post-concussional, 503, 507, 509 
post-epileptic, 456 
premenstrual, 371-2 
psychogenic, 528 

Head-rolling before going to sleep, 641 
Head’s finger-nose-ear-test, S3 
Hearing defects complicating intelligence testing, 
729 

hindering speech development, 651, 676 
testing of peripheral, 53 , 

Heart disease, dementia associated with, 628 
failure, chronic, confusion complicating, 628 
hypertension associated with, 598 
in delirium tremens, 402 
psychosis associated with, 362 
Heat, sensitivity to, in thyrotoxicosis, 363 
Hebephrenia, 252 

see also Schizophrenia, hebephrenic 
Heel-knee test in general paralysis, 523 
Heller’s disease, 675 

Hemianopia homonymous, due to occipital lobe 
lesion, 497 

temporal lobe lesions, 495 
in general paralysis, 523 
Hemiparesis in arteriosclerotic psychosis, 594 
spastic, due to cerebral tumour, 526 
transient attacks of, 596 

Hemiplegia, adjustment of brain-damaged person to, 
489 

anosognosia for, 496, 499 
following stroke, treatment of, 599 
in malaria, 382 
infantile, 676-7 

mental barriers to recovery from, 599-600 
syphilitic, 519, 523 
Hemispherectomy in epilepsy, 481 
in epileptic defectives, 733 
in infantile hemiplegia, 676-7, 687 
Hemisphere, differences in effects of lesions of either, 
493 , 496-9 

Hepatic coma, 361 _ _ 

failure, psychiatric and neurological complications, 
360-1 

Hepatitis, infective, psychoses following, 350, 3S4 
Hepato-lenticular degeneration, 517 
Hereditary basis of personality, 28 
Heredity and constitution, 63-8 


Heredity and constitution {cont.) 

in affective disorders, 207-8, 215, 217 
in depressions of old age, 568 
in late paraphrenia, 302, 580-1 
in schizophrenia, 240-2, 298, 302, 313 
in senile dementia, 604 
Kraepelin’s investigations into, 12 
Heroin addiction, 414-15, 422-6 

cocaine addiction combined with, 430 
following cannabis-smoking, 429 
restrictions in prescribing, 414, 774-5 
Herpes simplex virus, encephalitis due to, 513 
Herstedvester and Hogsens, Institutions for criminal 
psychopaths, 183-4, 772 

Hess, Rudolf, dissimulation of schizophrenic symp- 
toms by, 322 

Heterogeneity, genetical, in affective disorders, 197-8 
in schizophrenia, 243-5 

Hexobarbitone sodium contra-indicated in acute 
schizophrenia, 332 

Hibernation, periodicity of animals in, 194 
‘Hindbrain sleep’ , measurement of, during ampheta- 
mine withdrawal, 421 

Hippocampal region, lesion in, causing dysmnesic 
syndrome, 487-8, 495 
History-taking, 34-40 
scheme for, 36-7, 41-3 
Holland, commitment procedure in, 747-8 
criminal responsibility in, 772 
divorce laws in, 757 

mental hospitals in, open and closed, 738-9 
social psychiatric services in, 753 
suspension of civil rights in, 755 
Home atmosphere, compulsive, in causation of 
encopresis, 648 

as factor in delinquency, 657-8 
in stammering, 652-3 
mental deficiency in relation to, 705, 716 
unfavourable, of amphetamine-takers, 420 
Office statistics regarding murder by insane, 766 
upbringing of mental defective, 735 
Homicidal attempts in jealous reactions of alcoholic, 
400 

Homicide Act (1957), 766 
Scottish law relating to, 767 
Homosexual activities in children, 651 
Homosexuality, 169-75 

and criminal responsibility, 767 

factors in genesis of, 171-2 

in male, bodily build associated with, 70 

genetical basis, 169-70 

incidence of, ryo-z 

legal aspects, 174-5 

masturbation and, 163 

occurrence in normal, 170-x 

psychological and psychiatric aspects, 172-4 

transvestism and, 164-5, 167 

treatment, 174-5 

Homosexuals, classification of, 172 
Hormonal treatment of premenstrual symptoms, 372 
Hospital admission for alcoholism, 389-90, 396-7, 
408 

for drug dependence, 423 
in attempted suicide, 792, 798 
in cerebral disease, 554 
in delirium tremens, 402 
in depression, endogenous, 190, 228-9, 231-2 
in Huntington’s chorea, 625 
of aged, 533, 564-5, 610 
social factors, 539 
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Hospital admission (font.) 

temporary, 566-7 
of brain-damaged patient, 512 
of mental defective, 733-4, 751 
of schizophrenic, tgo, 237, 239-40, 287, 308, 
325-8, 337-8 

early discharge policy, 339-40 
discharge of compulsorily detained patient from, 
,741-2 . 

ot geriatric patient from, 565 
of arteriosclerotic patient from, sqq 
order, under Mental Health Act. 741 
'oluntary, 738-40 

Hospita ization see alto Psychiatric hospital 
Hospitals, general and teaching, psychiatric umts m. 
736-7 ’ 


Hypertension (cont.) 
complicating coronary thrombosis, 


essential, 589-93 
causing anxiety reaction, 87 
latrogenically induced symptoms o 
malignant, 597 

nature and aetiology of, 587-9 
neurotic symptoms of, 592, so6-8 
treatment of, 597-600 
Hypertensive crises associated wi'i 


.648 

783 


u .. . v.s,>-»4, 041-5 

achoreic, 624-5, 7*3 
aetiology of, 6ai-a 
atypical, 624 
clmical picture of, 622-4 
diagnosis of, 624-5. 627-8 
mental deficiency m, 723 
morbid anatomy of, 622 
genetieal factor in, 28, 621 

Hjdantoinatcs in epilepsy, 477 
Hydrocephaly, 727, 733 
intermittent, due to cerebral tumour, 526 

• , 40Z 

■" 

H>droxyt^tamine. 5-<5-HT). concentrations in 
orain, 199-201 

H>oscine m sedation of acute schizophrenic no 
H)peract.>ityr«Oier-act,vity 33o 

Hyperaesthesia, visual, due to LSD„ 4,6 
H)-peraIgesia in Pick’s disease, 610 
Hypercapnia, 357-8 
Hypercmesis in pregnancy, 371 
ilyperkinesis, catatonic, 270 285-6 
encephalitic, 220, 285-6, 674-5 
epileptic, 318 ^ 

in cannabis poisoning, 428 
in^ild, 654-5 

deep sleep associated «ith, 641 
in chorea, 382 
in Heller's disease, 675 
manic, 286, 318 


J02-O 

Hyperventilation, influence on epilepsy 
Hrpn,Bos.c hallucmal,om t 

, . hypnagogic 

;Hy'’pS 37. 

H^nosis. 

abreaction promoted under. x8i 
hysteria and, 15, iia-,, * 

induction. U3., si, 
reciprocal inhibition under, i8e 
Hypnotic dmgs, addiction danicr 416 

^v^lhd^a^val symptoms, 1,1’ ® 

m general paralysis, 522 ^ 
in syphilis, 518 ® 

depersonalization lar 

“ m Bged, 568' 

FreSn «^anior5'73'’' 

"ith menstruation, 272 

'd with „„ . 
depression, .4,, »4. Sy, 

neurasthenia, 84 2io. 569-- 

obsessional personality ,,, 

dirarte, m mynoedema, '33i 

differential diagnosis cou^ j 
heredity and, 67 ’ outcon 

hysterical t>-pe of, 142. ^ 

iatrogenic, 142, 145 ’ 4 

m epilepsy, 460. 
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Hypochondriasis (cont.) 

predisposition and precipitation, 142-3 
suicide and, 797 
treatment of, 145 
Hypoglycaemia, 369-70 
in cannabis poisoning, 428 
in epilepsy, 448, 482 

Hypoglycaemic coma, alcoholic coma and, 397, 400 
Hypokinesis in cannabis poisoning, 428 
Hypokinetic syndrome due to minimal brain damage, 
76 

Hypomania associated with heart disease, 362 
general paralysis presenting as, 523 
heredity and, 67 
in old age, 218, 571 
in typhoid, 383 

irritability associated with, i39~40 
sexual activity in, 162 
treatment of, 218, 231-4 
unstable drifter and, 155 

with aggressiveness following leucotomy, 236 
Hypomanic constitution, 188, 206 
alcoholism and, 406 

excitement in barbiturate poisoning, 417 
personality, 192 
state due to brain disease, 486 
following physical illness, 350-1 
in chorea, 382 
Hyponatraeniia, 359 
Hypopituitarism, 368 

diagnosis from anorexia nervosa, 125 
Hypotension, antidepressive drugs causing, 573 
associated with Wernicke’s encephalopathy, 355 
contributing to cerebral ischaemia, 595 
Hypotensive drugs, depressive effect of, 202, 597, 797 
in hypertension, 597-S 

Hypothalamic centre, influence on personahty, 74-0 
control of menstruation, 372 
dysfunction, conditions associated with, ii— 12 
region and rage reaction, 138 

involvement in post-encephalitic Parkinsomsm, 514 
Hypothyroidism, psychological disturbances of, 
366—7 

Hypoxia, peri-natal, causing choreiform syndrome, 
76 

sensory and psychological effects, 440 
Hysteria and mental defect, 704 

and colloid cyst of third venticle mistaken for, 498 
associated with anxiety, 87, 94, no 


epilepsy, 455 . , . , 

bodily build associated with, 70 _ 

complicating assessment of head injury, 502 
concept of, 103-7 
conversion, 71, 109 
experimental, in animals, 108 
Freudian theory of, 16 
heredity and, 66-7, 103-4 
hypnosis and, 15, 112—13, 118 
in child, 664—5 

mass, in school children, 664, 071 
Pavlov’s theory of, 23-4 

Hysterical addiction to invalidism or surgery, ii;> 10 
amnesia, 112, ii3-i5> 117“^^ 


anaesthesia, 112, 117 , . „ 

behaviour in pulmonary tuberculosis, 382 
in thyrotoxicosis, 362 

definition of term, 107 

dissociation, 106-7, no, 112, , 3 

features in depressive reaction, 78, 81 

iS^epilepsy, contra-indicating surgery, 480 


Hysterical addiction (cont.) 

features in hypochondriasis, 142, i43~4 
in post-concussional syndrome, 510 

fit, 474 
fugue, 113-14 
mutism, treatment of, 118 
overlay of organic symptoms, 117 
paralysis, 117 

personality, 106-8, no— ii, 116, 664—5 
anxiety reactions in, 89, 95 
bodily build associated with, 70 
depersonalization and, 122, 13 1 
underlying child hysteria, 664-5 
unstable drifter and, 155 
pseudodementia, 114 
reactions, 103-19 

associations of, 109-10 
clinical features of, 113-16 
course, prognosis and outcome of, 117—18 
diagnosis from disseminated sclerosis, 531 
from epilepsy, 474-5 
from schizophrenia, 319-20 
differential diagnosis of, 116-17 
dissociation and, 107, 115 
following cerebral contusion, 76 
follow-up studies, 105-7 
from organic symptoms, 109 
genetical basis of, 103-4 
in children labelled schizophrenic, 669 
in war neurosis, 108-10 
occurrence in normal, 107-8 
personality background, 104-5 
reactions, physiological basis of, 108-9 
precipitation of, 111-13 
predisposition to, iio-ii 
treatment of, 118-19 
by abreaction, 119 
by hypnosis, 112-3, 118, 119 
by manipulation of environment, 118 
by suggestion, 119 
state due to cerebral tumour, 527 
stigmata, 112 
stupor, 319 

symptoms, causes of, 106 
hypnosis for, 180—1 
in anxiety state, 95-6 
in cerebral disease, 527 
in schizophrenia, 31 
tendency and frigidity, 155, 162 
post-chorea, 76 

traits in post-traumatic illness, 504 
trances, 115 
twilight state, 1 12 
‘vigilambuHsm’, 466 


Iatrogenic disability, psychiatric creation of, 806 
factor in post-concussional syndrome, 508 
hypertensive symptoms, 591-2, 597 
hypochondriasis, 142, 145 
Iceland, inbreeding in, 700 

manic-depr^sive iUness in, 189 
schizophrenia in, 239 
‘Ictal’ anxiety, 86 
Id, 17, 19 

Ideas, content of scliizophrenic, 277 
flight of, in manic state, 212, 571 
of reference in amphetamine psychosis, 421 
in Huntington’s chorea, 623-4 
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Ideas of reference (coni.) 


, 296 

Ideational apraxia, 496^^ 

Ideomotor apraxia, 496 
Idiocy, 692, 718-19 
due 10 prenatal and birth trauma 7e 
early recognition of, 708 ' 

genetical aspect, 6g8-^ 
incidence of, 694 

pert ersion of sense perception in, 710 
physical abnormalities associated with 7io 
prognosis of, 731 • /‘v 

Idiot, definition of, 6qi 
I.Q. of, 693, 7i8 
low fertility of, 701 
mongol, 722 
savant, 681, 730 

schuophrcmc-Uke symptoms in, 66g 
Illusions arising m clouded conscioi^ess ufi-, 
due to cocaine addiction. 430 ’ 3-4h-7 

ei^^ustion^and lack of sleep, 356 

in alcoholic liallucinosis, 403 
in amphatamine psychosis, 300 
m cannabis poisoning, 428 
m delinum tremens, 401 
in depression, 209-10 
in epilepsy. 464.45^0 
of paranoid deaf, 130 
usual, due to mescaline, 411 
Imbecile, definition of. 601 
I Q. of, 693, 717 
low fertility of, 701 
mongol, 72a 


. ’ o - - 

genetical aspect, 698^^ ^ * 
in phenylketonuru, 724 
incidence of, 694 

physical characteristics associated with tit 
prognosis of, 731 ’ 

in depression, endogenous, aio 
in enuresis, 647 '* 

m mania, 232 
mode of action, 199-201 
toxic side-effects, 202, 230, 573, z-jg 
Immaturity and anxiety reaction, 88-00 101 
.nd deptndenc.. m.tcm.l 6,p, 

of hjstencal personality, xxo 
Immigrants, perceptual isolation of. 180-1 
mental disorder in, 784 

associated with natholninrtil :-.l».._. 


of child hampering tteatme 
Inadequate personality, 50 
Inatttntion for tactile stimuli, 40: 

Incoh^erence, catatonic, 286 ’ 

m brain-damaged aged 48c 
in dementia, 491 ® 

in epileptic dementia, 470 
^ i?*® paraphrenia eg. 

^n Pick’s disease, 618 
jn puerperal psychosis, 376 
m symptomatic psychosis, ,40 

Indecisiveness due to brain 4- 
of morphine addict 420. orgi 

ifsps.— 

schiiophrenic, 278 
Individuals, Meve^* tK»,- 
Indulgence, excessive 

ludustna, tntpxtS, 1S' ^ 

KehabiJuation Units anS®’ 
workshops, valued ®4«npbrenii 

depression, cca rfij£!?®^°nia, r 
m Alrhcmtsr'. d/sH; 57s ^ 

.^.cutr, 
tmeph^n, fou 

inrb.lj En«phai 

drlitiS’a“d"™,J^°'"' ‘“Mutod tvith 
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Inhibitions {cont.) 
reciprocal, 24, 185 
reduction of, by drugs, 418 
Initiative, loss of, due to brain lesion, 76, 494, 498 
institutionalization, 804 
in carbon monoxide poisoning, 442 
Insecurity due to stammering, 653 
effect on child, 640 
economic, and suicide, 788-90 
feelings, post-traumatic, 511 
Insight, examination for, 40-1, 46 
lack of, 34 
in aged, 560 

in Alzheimer’s disease, 615 
in carbon monoxide poisoning, 441 
in Huntington’s chorea, 623 
in hysterical personality, iio-i, 118-9 
in mania, 212 
in Pick’s disease, 617-8 
in post-encephalitic Parkinsonism, 515 
in schizophrenic, 279, 315 
parents of, 250 

parental, into cause of child’s behaviour distur- 
bance, 640 

partial, of feeble-minded, 712 

of schizophrenic into disturbances of thought 
and volition, 267-8, 271 
into primary delusions, 273 
poor post-traumatic, 505, 510 
psychotherapy, 177-8 
reduced, due to brain lesion, 488, 494 
following prefrontal leucotomy, 76 
retained, in alcoholic hallucinosis, 403 
in arteriosclerotic psychosis, 593 
in cerebral arteriosclerosis, 528 
in cerebral syphilis, 519 
in disseminated sclerosis, 531 
Insomnia, see Sleeplessness 

Instability, affective, of hysterical personality, no 
of cocaine addict, 430 

of nervous control, behaviour disorders associated 
with, 71 

Instinct, Freudian theory of, 16-19 
Pavlovian theory of, 21 
Instinctual behaviour, 16, 18-19 
Institutionalization, effects, 636-8, 660, 804-5 
in schizophrenia, avoidance of, 338-41 
of mental defective, 717-8, 720, 722, 734 
prevention of permanent, 776 
Insulin, hypoglycaemia induced by, 369 

increased tolerance to, in schizophrenia, 257 
intravenous, in delirium tremens, 402 
to stimulate appetite in aged, 572 
in alcoholism, 408 
in anorexia nervosa, 125 
treatment in schizophrenia, 31 1 

modified, in schizophrenia-like emotion-psycho- 
sis, 304 

of withdrawal symptoms, 408 
Insulin-sensitivity tests for hypoglycaemia, 370 
Intellect, disorganization of, in general paralysis, 
522 

excluded from personality concept, 56-7 
Intellectual achievement in old age, 537 

deterioration associated with depression, 210 
with schizophrenia, 307 
due to cerebral disease, 525, 554 
in arteriosclerotic psychosis, 593 
in disseminated sclerosis, 531 
in epilepsy, 468-70 


Intellectual achievement in old age (cant.) 
in myxoedema, 366 
in old age, 538, 571 
in paralysis agitans, 516 
in post-encephalitic Parldnsonism, 515 
in punch-drunkenness, 505 
post-traumatic, 505, 510 
tests for, 491-2, 554 

function, impaired, after electroconvulsive therapy, 

233 

due to brain lesion, 488, 525, 554 
in Korsakov’s psychosis, 405, 487-8 
Intellectually subnormal children, psychological 
examination of, 634 
Intelligence, definitions of, 692 
distribution of, 695-6 
impaired by memory defects, 488 
individual variations in, 28 
. level in relation to fertility, 701 
'■ look of, in Kanner’s syndrome, 679 
of epileptic, 454 
child, 673 

of homosexuals, 173 
of schizophrenic, 276, 306-7, 313 
quotient (I.Q.), 695-6 

in classification of mental subnormality, 693 
tests, 41, 45, ,693 
conditions distorting results, 729 
in mental deficiency, 694-7, 728-30 
non-verbal, 41 

Interoceptive conditioning, 24 
Intersexuality, theory of, in homosexuality, 169 
Intoxications, mental symptoms caused by, 388-444 
Intracranial abscess, diagnosis from cerebral tumour, 
528 

pressure, raised, due to cerebral tumour, 525-8 
tumour, mental symptoms, 345, 628 
Introversion, tendency to, in old age, 538 
Introverts, 69 
Invalidism, escape into, 87 
hysterical addiction to, 115—16 
‘Invisible lesion’, concept of, 76 
Involuntary movements in Huntington’s chorea, 623, 
625 

in post-encephalitic Parkinsonism, 515 
jerky, in subacute encephalitis, 513-14 
Involutional melancholia see Melancholia 
psychoses, heterogeniety of, 213-14 
Iproniazid, mode of action, 200 
Ireland see Eire; Northern Ireland 
Irresistible impulse, concept of, in U.S., 769 
in France, 773 
Irritability, 137-41 

as withdrawal symptom, 425 
associations, 139-40 

with depression in aged, 542, 569—70 
with pathological jealousy, 400 
before epileptic fit, 673 
clinical features, 140-1 
diagnosis and prognosis, 141 
due to barbiturate poisoning, 417 
brain disease, 486 
early induction of menopause, 371 
exhaustion and starvation, 356-7 
in affective disorders, 188 
in aged, 542 
in children, 665-6, 671 
in clouded state, 347 
in epilepsy, 139, 464, 466-7, 479 
in Huntington’s chorea, 623 
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Irntabihty (conf.) 

in post-concussional syndrome, soi eo7 
m senile dementia, 607, 608 ^ 

manic, 211-12 
occurrence in normal, 137-8 
physiological basis of, 138-9 
preceding melancholia, 214 
predisposition and precipitation. 140 
treatment, 141 ’ 

Irritable personality, 19a 
Isocarboxazid in depression 81 
m old age, 573, 379 

Isolation aUactor m mental diseases of aged. 344-6, 
associated with paranoia, mild, aoe 

paraphrenia, 294, 581 

stammering, 653 
smcidt, s„, 7„, „7 
cncct of personality trait, 778 
emotional, and attempted suicide. 7ot 
Ita^y ‘ induced by, 379-80 

duS Vn," 5,"‘‘ «5 

drinking habits in, 390 
hospital treatment in, 730 
Iteration, catatonic, 286 
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J.l.ob.Cr!ut,f,Id,', d^Ss'eTi,,. 6,^., 
differential diagnosis, 620, 628 ^ 
t.E.G. in, 560 
Jamau vm phenomena, 94 
Janet on depersonalization, lao 
Japan, abortion in, 739 


Juvenile (cont.) 

delinquency fee Delinquency, juvei 
parenchymatous syphilis, 524 
paresis, 320, 524, 730 

Kahn reaction in presemle dementia. 
Kanners syndrome, 675, 678-8? 
Kayser-Fleischer ring, 517 
Kmsey Report on homosexuality, 170 
KImt , fteon- of coiebrj loalfitiL 
ot schizophrenia, 7^‘r 
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Leptomorphy in relation to personality, 69-70 
Leptosomatic physique in relation to personality, 69 
Letliargy, due to prefrontal lesion, 494 
in myxoedema, 366 
in Wernicke’s encephalopathy, 355 
of cretin, 727 

Leuco-encephalitis, subacute, of van Bogaert, 513-14 
Lcucotomy, bi-medial frontal, 335-6, 575 
blind rostral G, 336 
in anorexia nervosa, 126 
in anxiety reactions, 103 
prefrontal see Prefrontal leucotoniy 
stereotactic, 336-7, 574 

with limited undercutting of orbital cortex, 336, 
574. 

Levopromazine, 331 
Libido fixation, 17, 57, 73 

loss of, in Addison’s disease, 368 
in hypopituitarism, 368 
variations in strength, 161-2 
Licence to supply drugs to addicts, 774 
Life-crises, anticipating and handling, 799-800 
Limbic system, functions, 494 

lesion of, producing Korsakov-like syndrome, 
355 

Lipidoses, cerebral, 724 
Lissauer type of general paralysis, 523 
Lithium carbonate in mania, 231-2, 571 
Liver disease complicating alcoholism, 399 

psychiatric and neurological complications, 360-1 
Lobectomy, temporal see Temporal lobectomy 
Local authorities, responsibilities of, 754 

health authority, responsibility of, for mental de- 
fectives, 733 

Logoclonia in Alzheimer’s disease, 616 
in presenile dementia, 489 
LSD 2 5 (lysergic acid diethylamide), 435-8 
and causation of schizophrenia, 256^ 
intoxication simulating schizophrenia, 321 
psychotherapeutic use, 437 


McNaughton Rules, 764-^0 

Magistrates’ courts, handling of psychiatric offenders 

by, 763. 767 

Maladaptation, signs of, in mentally defective child, 

634 

Maladjustment as educational problem, 630, 632-3 
encopresis as sign of, 648 
tic as symptom of, 655 _ 

Malaria, mental abnormalities in, 382-3 
therapy in general paralysis, 523 
Malignant disease causing delirium, 386 
dementia, 628 

hypertension, diagnosis from cerebral tumour, 
528 

Malingering, hebephrenia mistaken for, 322 
post-concussional syndrome and, 508 
Malnutrition, complicating alcoholism, 399, 402 
Malvaria, 255 . 

Mammillary bodies, lesions in, causmg dysmnesic 
picture, 354-S. 4^7 
Manganese poisoning, 444 
Mania, chronic, 271, 231-2 
clinical picture of, 211— 13 . 
clouding of consciousness in, 483 
diagnosis from delirious state, 385 
schizophrenia, 321 
duration of attack, 217 
hospital treatment of, 228-9, 231-12 


Mania (cont.) 

hyperkinesis in, 286 
in aged, 571-2, 600 
periodic, 216-7 
relapsing, 217, 231-2 
sexual activity in, 162, 21 1 
treatment of, 23 1-4 
Manic attack(s), 211-13 
atypical, 213 

contra-indicating prefrontal leucotomy, 574 
elation, diagnosis from expansiveness of general 
paretic, 522 
excitement, 212-13 
in neurosyphilis, 519 
simulating schizophrenia, 318 
quality in disseminated sclerosis, 531 
state following physical illness, 350-1 
stupor, 215 

symptoms following brain lesions, 199 
Manic-depressive psychosis, 188-9, 218 
age factor in onset of, 190 
alcoholism in, 406 
and menstrual cycle, 373 
associated with hyperthyroidism, 366 
cerebml arteriosclerosis, 218 
schizophrenia, 298-9 
basic personality, 19 1-2 
bipolar, 197-8 

bodily build associated with, 69, 192-3 
catatonic features, 221, 298 
compulsive symptoms in, 129, 134 
course and prognosis of, 217-19 
depressive reaction and, 77-8 
due to ACTH and cortisone, 369 
genetical factor in, 196-8, 244-5, 568 
hypochondriasis in, 144 
in aged, 540-1, 548, 568 
in childhood, 668 
incidence of, 189-90, 197-8 
seasonal, 194 

sex-diflference in, 190, 197 
involutional depression and, 213 
paranoid ideas in, 147 
periodicity of, 217 
precipitated by infection, 385 
premorbid intelligence in, 307 
puerperal, 374 

social distribution of, 703, 785 
treatment, 232-4 
see also Cyclothymia 
MAO see Monoamine oxidase inhibitors 
Maple syrup disease, 725 
Marihuana see Cannabis 
Marital history, 38, 42 

status in relation to suicide, 790-1 
Marriage, break-up of, associated with attempted 
suicide, 793 

effect of schizophrenia on, 279 
failure of, in mental deficiency, 716 
in late paraphrenia, 580-2 
of feeble-minded, 715—16 
of first cousins, 700-1 
of mental patient in Denmark, 732 
legal position regarding, 756-7 
question of, in epilepsy, 482 
in Huntington’s chorea, 622 
in schizophrenia, 324-5 
Masochism, 167-8 

Mass hysteria in schoolcliildren, 664, 671 
‘Massed practice’ in behaviour therapy, 1S6 



Masturbation, 162-3, 650 
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Maternal-foetsl mcompat.bility causing mental de- 
lect, 70a, 727-8 

Matnmoiual Causes Acts, 756-7 
Maturation, 71 ' 

> and 


JledtcalDcW^^^i 
history-taking, 38 

bledicme, pajchiatry’a relation to, a-, , 

amenorrhoea in, 371 
imolutional, 188^, 216 
associated with aruiety, 87. 214. 
clinical picture of, 213-15 
diagnosis from neurastherua, aio 
schuophrenia, 322 

«89. 196. 198, 214 

h>pochondnacal delusions m, 144 2ij«,- 
in obsessional personality. lie ‘5 
onset of, 214 * 

paranoid ideas m. 147, 214 
psychoanalytic concept of/ige 
psychogcruc causes of, 214 
telanonalnp vt.th achiaophrema, a, a. j. . 
Starting at menopause, 371 ’ 

symptoms of, 214 

treatment by comulsions, aie, 222-1 
by Icucotomy, 236 ^ 

simple, m aged, 548 

‘^^dTfe« m addiction. 395 
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cannabis poisoiung, 428 
Korsakov’s psychosis, 401 
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good, in autistic children. 670 
“"diem' ’’l' ’P’ M*’ 398. TO 

due ,o^.lec.,„e„„trJ.„e ■herapp.'’ i’,,.,. 

prognostic significance, 607-8 
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m brain injury, 487-8 
in dementia, 491 

in epilepsy, 469-70 

in h)-popitituansm, 368 

m state of clouded consciousness, 346-7 
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Mental Health Centro, concept of, 339 
consultation, preventive, 801 
Division of Ministry of Health, 7S4-5 
officer, 740-1 

Review Tribunal, 742, 755 
for Northern Ireland, 743 
(Scotland) Act (i960), 737 
hospitals, State, in United States, 738 
see also Psychiatric hospitals 
illness, size of problem, 799 
life, unconscious, 18 
patient in civil law, 755-62 
retardation due to deaf-mutism, 703 
state, examination of, 40-1, 44-6 
subnormality, 634, 692-735 

aetiology and pathology, 695-708 
associated with other syndromes, 703-4 
epilepsy, 454, 703 
Huntington’s chorea, 624 
hysterical symptoms, 109 
Kleinfelter’s syndrome, 722 
schizophrenia, 243, 296, 703 
schizophrenia-like symptoms, 669 
bestiality in, 168 
clinical features, 708-28 
definitions and classifications, 692-3, 737 
delinquency and crime in, 716-17 
diagnosis, 728-30 
differential, 730 

from hebephrenia, 322 
early, 708-10, 713 
due to prenatal or birth injury, 75-6, 702, 706-7, 

731 

epiloia, 723 
incidence, 694-5 
of mongol, 722 
prevalence of, 782 
prevention, 731-3, 807 
prognosis, 730-1 
psychopathic features in, 75 
severe, 717-9 

see also Idiocy; Imbecility 
special forms, 719-28 

state resembling, due to lack of maternal warmth, 
29 

surgery for, 733 

treatment and training, 730-1, 733-5 
unfitness to plead in, 764 
see also Feeble-minded 
testing see Intelligence tests 
Mental Welfare Commission, 743 

officer, application for guardianship by, 751-2 
in acute schizophrenic attack, 330 
in after-care of late paraphrenic patient, 585 
Mentisme, laSn 
Mepazine, 331 
Meprobamate addiction, 43 1 
Mercury poisoning, 443-4 
Mescal buttons, chewing of, 432-3 
Mescaline, 432-5 

intoxication simulating schizophrenia, 321, 435 
Mescaline-like substance and causation of schizo- 
phrenia, 254-5 

Mesencephalic function and schizophreniform psy- 
chosis, 304 

Mesomorphy, 69-70, i93 . 

Metabolic change in affective disorder, 202-4 
in depression, 21 1 

disorders causing depression in aged, 570 
symptomatic psychoses, 351-62 


Metabolic disorders (cont.) 
factors in epilepsy, 447-8 
in psychoses, 344, 724 
in schizophrenia, 253-7 
Metabolism, inborn errors of, 724-7 
Methadone addiction, notification of, 775 
substitution in drug addiction, 425 
Methoin in epilepsy, 477 
Methotrimeprazine, 331 

Methyl bromide and methyl chloride, poisoning by, 
444 

Methylamphetamine dependence, 124, 182, 420 
in depersonalization syndrome, 124 
with thiopentone in abreactive treatment, 182 
Methylated spirit drinking, 394, 396 
Methyldopa administration, depressive effect, 202, 797 
in Parkinsonism, 517 
Methylphenobarbitone in epilepsy, 477 
Meyer, Adolf, ii, 12 

psychobiological theory of, 14-15, 237 
school of, 57 

and child psychiatry, 63 1 
Microcephaly, 726, 727 

Micrographia in post-encephalitic Parkinsonism, 514 
lesions of mid-brain, psychological effects of, 497-8 
Middle age, endogenous paranoid states commencing 
in, 294 

post-infective dysmnesia in, 350 
Migraine associated with anxiety state, 94 
epilepsy, 454 

correlated with later mental disorder, 782 
cyclic vomiting as precursor of, 645 
Mirror-writing, 677 
Misinterpretation, 44 

Mnesic ability in mental deficiency, 729-30 
Modified index in differentiating between thyrotoxic 
and euthyroid psychiatric patients, 363 
Word Learning test, 492, 555 
Modifying genes, 64 
Mongolism, 720-2, 727 

Monoamine-oxidase inhibitors and diet, 201-2 
in anxiety reaction, loi 
in depression, 81, 573, 579 
in neurasthenia, 85 
mode of action, 199-201 
side-effects, 200-1 

Monoamines, brain, and depression, 199-201 
Monogenic hypothesis for schizophrenia, 247-50 
Mood change(s) in acromegaly, 368 

in affective disorders, electrolyte changes and, 
203 

in cyclothymia, 78, 206, 220 
in endogenous depression, 208 
in epilepsy, 455, 464, 466-7, 479 
m mania, 212 
in reactive depression, 77 
in schizophrenia, 297-8 
lasting, in psycho-organic syndrome, 486 
post-traumatic, 76, 504-5 
primary, alcoholism secondary to, 399 
rapid, in arteriosclerotic psychosis, 594 
examination for, 40, 44, 48 

fluctuations, daily, in endogenous depression, 211 
in manic state, 213 
in Addison’s disease, 368 
in child, 668 

variations in depressive personality, 78, 79 
normal, 77 

Mood-swings in imbecility, 718 
Moral treatment in schizophrenia, 334-5 



Morning irritability, 138 
waking, early, in depressne, 310, 508 
Moron see Feeble-minded 
Morphine, 423-7 

addiction, 423 . , . , 

amphetamine addiction associated with, 421 
cocaine addiction combined with, 43ff-t 
notification of, 775 
derivatives freely aiailable, 432 


child’s love for, 72-3 

Freudian concept of role, 17, 19 

late paraphrenic as, 582 

of mentally defectn e child, adi ice to, 73s 

of 'schizophrenic' child, study of, 686 


substitute, 29 
see also Maternal 
Mother-child relationship, 636 
and bowel function, 648 
and schizophrenia, 262-4, 

Motherhood, responsibilities of, and puerperal 
psychosis, 375 

Motility, examination for, 54-5 
hiotwation arousal m relaxation-aversion technique, 
410 

Freudian insistence on sexual, 19 


blocking in catatonia, 284 

Mol emem(s), compulsii e, in post encephalv tic Park, 
insonism, 515 

imaginary, due to taking mescalme, 433-4 
spontaneous, po> erty of, 54 
stereotypies of, catatonic, 285 
hluUidimensional approach, 2^33 
diagnosu, 50-2, 59 

Multifactorial genes, see Genes, multifactorial 
Multiple personality, 113 
Mumps encephalitis, 513 
Munchausen syndrome, 115-16 
Murder by cocaine addict, 430 
by epileptic, 465 
by feeble-minded, 716 
by insane criminal, 765-6 
degrees of, in U.S , 768 

motiveless, E.E.G abnormalities associated with, 
72 

of relatives by depressive, 207 
sexually motivated, i63 
Musical abilities of autistic children, 681, 683 
IMutilation, child's reaction to, 671-2 
Mutism, 'akinetic', 498 

hysterical, in child, n8, 664 
in chorea, 382 
Huntington's, 624 
m Pick’s disease, 618 
schizophreruc, 284-6 


Mutism (fo«# ) . , , 

transientor'elecme >651 

lilyocardial infarction causing mental syTnptoms, 


Myo . . * . 

sonism, 514-lS 

seizures, generalized, treatoient, 674 
in petit mal triad, 457 
Myoclonus epilepsy, 451, 478 
‘hlythomania’ in hystencal child, 664 
Myxoi^ema, symptoms of dementia in, 491, 627-0 
paranoid symptoms and, 193 
mental changes in, 366-7 


Narcissism, Freudian, 73 
Nail-biting, 655 

Narcolepsy, amphetamine in treatment of, 419 
Narcotics, see Drug addiction 
National Health Service Act (1946), 754 
Nazi concentration camps, depersonalization ex- 
perienced in, 122 
effects of starvation in, 356-7 
r6gune, mental hospitalization under, 746 
‘sadism’, j68 

training in callousness, 158-9 
Negativism in *iate catatonia’, 297 
in schizophrenia, 265, 270, 284, 336 
Negativistic stage of cmld develc^ment, 665, 669 
Neologisms, catatonic, 286 
in late paraphrenia, 584 
paranoid, 292 
use of, by children, 676 

Nervous 'dyspepsia' of constitutional depressive, ai< 


chronic, treatment, 85 

compulsive symptoms in, 129 

diagnosis from affective disorder, 2ig 

hebephrenic schizophrenia diagnosed as, 281 

in vvtavcuu Bja dtheveney, 355^ 

organic, 83-4, aai 

Pavlov's concept, 23 

pellagrous. 352 

post-infective, 350, 384, 386 

syphilitic, 518 

uraemic psychosis simulating, 362 
Neurasthenic features m depressive reaction, 78 7< 
personality following cerebral contusion, 76 ’ ' 

reaction, 81-5 
in child, 660 

symptoms following castration, 370 
Ntumthemc-hke reaction due to mercury poisoning 


e, 614 

m senile dementia, 605, 607 
Neutu-humoural disequilibrium theory of schizo 
phrcnia, 256-7 
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Neuroleptic drugs in schizophrenia, 329-35 

combined with electroconvulsive therapy, 
330, 336. 337 . 

Neurology, psychiatry’s relation to, 3, 10 
Neuronal degeneration, senile plaques associated 
with, 607 

destruction in relation to dementia, 612 
paralysis in causation of unconsciousness of 
concussion, 499 

Neuronic excitation, spontaneous, in epilepsy, 445 
fall-out in epileptic psychosis, 473 
Neuropsychiatric disorders in children, underlying 
aetiological factors in, 802 
Neurosis, accident, 111-12 

and criminal responsibility, 767 
anxiety, see Anxiety neurosis 
associated with alcoholism, 393-4 
brain injury, 504, 508-9 
tumour, 527-8 
drug addiction, 423 
mental deficiency, 703-4 
psychopathic personality, 60-3 
behaviour therapy in, 184-7 
bodily build associated with, 70 
cardiac, 87, 361 

‘compensation’, 140, 142, 508-9 
constitutional liability to, 61-2 
diagnosis from affective disorder, 219-20 
temporal lobe epilepsy, 460-2, 475 
E.E.G. abnormalities associated with, 71-2 
environmental factor in, 74 
experimental, conditioning and, 21-3 
Freudian theory, 17 
‘fright’, 180 

genetical factor in, 66-8 

historical, family-orientated approach to, 798-9 
in child see Child neurosis 
in aged, 549, 576-80 

associated with cerebral disease, 578-9 
extracerebral disease, 551, 578 
hypertension, 592 

personality factors and, 553-4, 577-9 
prevalence, 541-3 
treatment, 579-80 
in parent, and mental illness, 783 
menstrual symptoms associated with, 372 
mental deficiency complicating, 728 
obsessional see Obsessional neurosis 
paranoid see Paranoid reactions 
Pavlov’s conception, 23-4 
pension, 109, 117 

post-concussional syndrome and, 508-9 

prevalence of, 782 

‘promotion’, 130 

psychoanalysis and, 15 

psychological factors, 72-4, 175-80 

puerperal, 374-6 

rare at adolescence, 280 

relationship of sexual perversion to, 160 

schizophrenic symptoms associated with, 325-6 

‘suburban housewife’s’, 783 

war, 24, 61-2 

Neurosurgery in epilepsy, 479-8 1 
temporal lobe, 476, 480-1 
Neurosyphilis, 517-24 
diagnosis of, 628 

from disseminated sclerosis, 532 
early asymptomatic, 518 
see also General Paralysis 
Neurotic breakdown, acute puerperal, 376 


Neurotic breakdown {cont.) 

constitutional liability to, 61-2, 83 
termination of pregnancy and, 378 
constitution, 62 

depressions, 77-81, 188-9, 222-7 

distinguished from anxiety neurosis, 86 
disorders, behaviour therapy in, 24 
illness initiating barbiturate dependence, 418 
mood changes associated with menstrual cycle, 
193 

patient, free of symptoms during pregnancy, 373 
personality, premorbid, associated with depressions 
of old age, 569-70 
predisposition in child, 635 
reactions and compulsive symptoms, 129 
genetical factor in, 66 
irritability associated with, 140 
occurring in obsessive personalities, 13 1 
personality deviations and, 56-187 
special forms of, 77-175 
soldiers, anxiety reaction in, 88-9 
constitutional factors in, 61-2, 83 
fugue states in, 1 13-14 
hysterical reactions in, 87, 108-10, 119 
intelligence levels of, 704 
state, due to cerebral tumour, 526-7 
symptoms, 62-3 
in adolescence, 38 
in childhood, 42 

in schizophrenia, early, 31, 281, 296 
‘Neuroticism’, 9 
in twins, 64-5 

of spouses, ‘assortative mating’ and, 783 
New towns, incidence of mental illness in, 783-4 
Newcastle survey on mental disease in aged, 541-2, 
. 545-7, 577 

Nicotinic-acid deficiency causing pellagra, 351 
psychosis, 343 
encephalopathy of, 353 
therapy in pellagra, 352-3 

in symptomatic psychoses, 386 
Nicotinamide in symptomatic psychoses, 386 
Night terrors, 642-3 
Nightmares, in child, 642-3 
in heart failure, 362 
preceding delirium tremens, 401 
Nihilistic delusions in general paralysis, 522 
ideas about body in aged, 568 
Nitrogen balance in periodic catatonia, 254 
Nocturnal enuresis see Enuresis 

hallucinations in late paraphrenia, 583 
wandering in arteriosclerotic psychosis, 593-4 
in senile dementia, 607, 609—10 
Noise intolerance following blast concussion, 502 
head injury, 507 
in clouded state, 347 
sensitivity to, in thyrotoxicosis, 362 
in Wernicke’s encephalopathy, 354 
Non-co-operative patient, examination, 46-7 
Non-verbal intelligence tests, 729 
Noradrenaline (NA) concentrations in brain, 199-201 
Norepinephrine, metabolism of, 255 
Norethisterone in premenstrual tension state, 372 
Normal variation, 56, 61 

Northern Ireland, amphetamine prescribing in, 420 
commitment procedures in, 743 
definitions of mental disorders in, 737 
guardianship in, 752 
Mental Health Act (1961), 737, 742 
Nortriptyline, 230 



INDEX 


biSg 

Occupational deliriunii 489 
hazard, alcoholism as, 390, 394 
status in relation to mental illness, 785 
therapy for post-encephalitic, 675 
in bram injury, 51 1-12 
in endogenous depression, 229-30 
in Huntington’s chorea, 625 
in schizophrema, 326-9 
m senile dementia, 6to 


10,784-5 


N , . ’,134 

use of, examining patient in, 49-50 
Nutntion in childhood, effect on intelligence, 702, 
705 

Nutritional deficiency and symptomatic psychoses, 
385-6 

delirium in affectne disorders and, 213 


tal lobe 

lesions, 497 

Sorting tests in schizophrenia, 316-17 
Obnubilation m lesions of third vcnincle, mid>brain 
and thalamus, 498 

Obscene utterances, compulsive post-choreic, 76, 382 
5*5 


neurosis, heredity and, 68, 129-30 
hysteria and, 110 
of childhood, 127 
recurrent endogenous, 129 
schizophrenia mliotMng, 134-5 
treatment of, 136-7 


32 

-J 

hypochondnasis ui, 142-3, 145 
in childhood, 667 
neuioses and, 129, 131-2 
schizophrenia in, 283, 296 
preoccupation with menstruation, 372 
reactions, neurasthenia and, 83, 129 
states. 126-37 
cyclic, 13s 
definition, 126 
depersonalization and, 122 
occurrence in normal, 127 
treatment, 136-7 
sjTnbohsm, 134 
symptoms in anxiety state, 94 
m bram disease, 486 
m neurosis in aged, 577 

Obsessne-compulsive neurosis, early treatment, 803 
following bram injury, 128 
in aged due to affective disorders, 579 
m children, 666-7 

in post-encephalitic Parkmsoiusm, 515 
Occipiul headache m hypertension, 592 

lobe lesion, psychological effects, 493, 497 
Occipito^panetal lesion, visual field defects in, 497 
Occupation and suicide, 790 


784-s, 787 
Oedipus complex, 17 
Old age see also Aged 
Olfactory auras and hallucinations, 460 
groove, menmgiome of, locahzmg symptoms, . 
hallucinations in phobic anxiety state, 94 
Oligophrenia associated with schizophrenu, 703 
Oneiroid syndrome, 215, 299, 300 ^ 

Oneirophrenia, 299 
Ontology, 25 

Operant conditioning in treatment of autism, 684 
of single symptoms in children, 649 ' 
Ophthalmological picture in amaurotic idiocy y- 
patients, sensory depnvation in. 379-180 ’ 
.404 


Opipramol in depression of old age, 571 
Optic .trophy due to mcmnjioma of olfac 
groove, 494 

Orderlmcss of feeble-minded, 712 
organic, 127 
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poisoning theory of infantile autism^, 602 
therapy in carbon monoxide poisoning, 442 
in hypercapnia, 357-8 , . , ^ 

Oxygenation, importance of, in electroconvulsn c 
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Paine’s tabulation of brain syndromes, chronic, bas-g 
Paired Associate Learning test, 492i 5S4~S 
Pallilalia in Alzheimer’s disease, 616 
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disorganization in schizophrenia, ^37 
in senile dementia, 593i 594. 
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studies of parents and siblings, 37 
Personality, vulnerable, 59 
Pethidine addiction, 432, 775 
Petit mal epilepsy, 4S6-8, 673 
automatism after, 463 
E.E.G. in, 448, 457. , . „ 
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schizophrenic thought-blocking simulating, 
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treatment, 477-8, 673-4 
status, 457“9> 462, 465 
triad, 455, 457 

Petrol fumes, sniffing of, 432 
Peyotl, 433 

Pfropfschizophrenie, 243, 296, 703 
Phenelzine in anxiety reaction, loi, 103 
in depression, 81, 573, 579 
side-effects, 202 , 

Phenindamine tartrate in Parkmsomsm, 510 
Phenmetrazine, 420 

Phenobarbitone complicating electroconvulsive 

therapy, 234 
in epilepsy, 477, 479 

poisoning, 417, 477 . r - 

Phenoperidine addiction, notiacation or, 775 
Phenomenology of Jaspers, 25-6 
Phenothiazines in alcoholism, 321, 400, 402, 404, 400 
in amphetamine psychosis, 422 
in anorexia nervosa, 125 

in epileptic psychoses and mood changes, 478 
in Huntington’s chorea, 625 
in late paraphrenia, 584-5 
in mania, 231 
in paranoid reaction, 154 
in puerperal psychosis, 376 
in schizophrenia, 310, 329-35 
in senile dementia, 610 
in symptomatic psychosis, 387 
toxic side-effects, 333-4 
Phensuximide in epilepsy, 478 
Phenylketonuria, 28, 724-5, 733 
gene for, 698 

Phenytoin sodium in epilepsy, 477 
Phobias, animal, 92, 95 

as conditioned fear reaction, 184 
classification, 92 
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monosymptomatic, 86, 88, 92, 100 
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treatment by behaviour therapy, 103, 184 
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obsessional, 133 
school, 663, 803 
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Physical disability in causation of suicide, 778 
leading to paranoid reaction, 148, 151 
life-crises due to, Soo 

health, correlation between mental health and, 781, 

783 

J5 illness associated with suicide, 791-2, 797 
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contra-indications to, in aged, 574 
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in depression, 211, 213, 219 
in hypochondriasis, 145 
in obsessional states, 136-7 
in paranoid reaction, 154 
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modified surgical techniques, 335-6 
tumour, 494, 5*6, 530 
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of schizophremc, 324 
Product Rule, 769 
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Promotion neurosis of obsessional, 130 
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Pseudo-demented depression, 484, 533, 569 
Pseudodementia, hysterical, 1 14-15, 627 
Pseudo-feeblemindedness, 706 
Pseudo-hallucinations in sensory deprivation, 379-80 
Pseudologia in children, 659 
Pseudologic swindler, m 
Pseudo-neurotic schizophrenia, 122, 325-6 
Pseudo-plaques in familial presenile dementia, 614 
Pseudosclerosis, spasticree Jakob-Creutzfeldt’sdisease 
Psilocybin, 436, 438 
Psyche, structure of, 17, 19 

Psychiatric approach to brain-damaged patient, 5 1 1-12 
Psychiatric disorders atypical, undiagnosed, 432 
classification of, 11-13, 484 
evidence in European countries, 773-4 
U.S. arrangements for, 770 
hospitals, ageing of population in, 533 
as therapeutic community, 327, 334 
improving atmosphere of, 804-5 
modern developments, 736-7 
motlier-and-baby units in, 376 
interview, 33-4O1 55 
offender, fitness to plead, 763-4 
services, organization and administration, 754 
social worker, 7, 176 

and after-care of elderly patient, 365-7, 576, 
5851 599 

at venereal disease clinic, 518 
family visit by, 39, 532 
in child psychiatric team, 632, 633 
in resettlement of brain-injured patient, 512 
Psychiatrist, attached to venereal disease clinic, 
518 

domiciliary visiting of aged by, 563-4 
range of services seeking skill of, 806 
Psychiatry, aetiological basis, 11-2 

conceived as ‘science of behaviour’, 4, 6—7 
as study of interpersonal relationships, 6-7 
definitions, 6 
field, 6-10 
foundations, 1—6 

multidimensional approach, 26-32 
Pavlovian, 20-5 
present day tendencies, 2-10 
preventive, 798-807 
schools of, contemporary, 2, 10-32 
scientific approach, 6 , 8 
social, 7-8, 20, 776-807 
university departments of, 737 
Psychic contagion theory in schizophrenia, 246 
Psychoanalysis, 15-20 

all-embracing concepts, 5 
ambivalence according to, 270 
contra-indicated in schizophrenia, 325 
criticisms, 9, 15, 17-20, 161, 167-8, 646 
existential analysis compared with, 26 
in anxiety reaction, 103 
in hysterical reactions, 108-9, 118 
in neurosis, 179 
in obsessional states, 134, 136 
see also Freud, theory of 
Psychoanalytic theories of depersonalization, 123 
homosexuality, 17 1 
importance of toilet training to, 646 
Psychobiology, I 4 ~i 5 . 33 
Psycho-drama, 183 

Psychogenesis of schizophrenia, 262—4 _ 
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schizophrenia-like, 302-3 
reaction, ir, 60 

Psychological changes associated with ageing, 537 
conditioning, 72-3 
effects of early deprivations, 5-6 
factors in development of personality, 72-4 
investigations into intelligence, 695-7 
measurement of human beings, 63, 69-70 
reactions, normal and abnormal, 60 
terms, introspective origin of, 438 
tests for mental disorders of aged, 554-6 
in homosexuality, 169 
treatment, special techniques, 180-7 
Psychology', normal, psychoanalytical insight into, 
15-16 

relation to psychiatry, 9-10 
Psychometric techniques, 9 

tests for thought disorder, 268, 316-17 
in identifying dementia, 491-2 
Psychomotor attacks in epilepsy, 449, 462-5, 472, 476, 
480 

temporal lobe, 459-60, 463, 471 
in general paralysis, 523 
Psychomotor disorders in child, 654-60 
epilepsy see Epilepsy, psychomotor 
equivalents, 464-5, 477 
retardation in epilepsy, 465 
slight, in depressive reaction, 77 
Psychoneurosis, diagnosis from affective disorder, 
219-20 

expectation of, in general population, 104 
hospitalization statistics, 190 
puerperal, 374-6 
twin studies, 67 

Psycho-organic syndrome, acute, 346-9, 485 
chronic, 346, 485-92, 504 
in general paralysis, 521 
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callous, see Emotionally callous personality' 
creative, 59 

criminal see Criminal psychopath 
disturbed, group therapy for, 183-4 
E.E.G. abnormalities in, 71, 475 
explosive, 139 
immature personality of, 71 
unstable, 154-6 
and epilepsy, 475 

Psychopathic behaviour in mental defectives, 704 
cluld, nail-bitmg in, 655 
deviation, heredity and, 67 
disorder after brain lesion, 76 
definition, 59-60, 692 
in twins, 65 

patient, procedure governing commitment of, 741- 
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personality, 56, 60-1 
classes of, 59 

psychosis, neurosis and, 57—9 
resulting from psychotic trauma, 60 
predisposition in child, 635 
reaction, 60 

mental deficiency complicating v'-S 
puerperal, 374 
rare at adolescence, 280 
swndlers and liars, hysteria and, 104 
Psychopathy, concept of, 56-63, 75-77 
Schneider’s, 75 

night terrors associated with, 643 
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Religious belief, neurotic search for, 179-80 
Replacement therapy by vitamins in pellagra, 353 
Repression, Freud’s concept, 15, 16 
of paranoid delusional complex, 29- . 

Reproductive instinct and sexual perversion, 100-1 
Rescinnamine, 332 
Reserpine, 199-202 

in schizophrenia, 332, 334 
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Residual delusions, 349 
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concept of diminished, 766-8, 773 
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obsessional, 94> ^33 4 


Sadism, 167-8 

Freudian, 161, i67» too 


Schizoid constitution, 250-2 

Kretschmer’s concept of, 237, 251 
personality, avoidance of analytic treatment in, 323 
Freud’s explanation, 73 
Meyer’s explanation, 14 
of parents of schizophrenics, 250, 266, 323 
paranoid delusions arising in, 289 
post-schizophrenic, 293 
predisposition in, 147 
psychosis arising in, 312-13 
schizophrenic simulating, 279 
traits in late paraphrenia, 580, 582 
Schizophrenia, 237-341 
adolescent, 252 

diagnosis from mental deficiency, 730 
Schizophrenia, aetiology and pathology, 240-62 
affective admbeture, 297-8 
age of onset in relation to prognosis, 312 

late, predisposing to paranoid type, 288 
alcoholism and, 30, 297, 300, 395, 403-4» 4°^ 
and affective psychosis, 215, 218, 221, 313 
anxiety, 31, 87, 326 

depression, 78, 80, 221-2, 297-8, 313, 334 
epilepsy, 453-474 
head injury, 509-10 
mental subnormality, 243, 296, 703 
neurasthenia, 84 
neuroses, 325-6 
obsessional state, 134 
atypical, 296-9, 302-3 

in relation to prognosis, 313 
barbiturates complicating diagnosis, 385 
biochemical and physiological aspects, 253-7 
bodily build associated with, 69 
cannabis addiction and, 428-9 
catatonic see Catatonia 
central nervous system, 257-8 
childhood, 669-71, 684-6 
abuse of term, 670, 679, 683 
chronic, pregnancy in, 373 
classifications, 4, 237 
clearness of consciousness in, 275, 276 
clinical picture, 277-99 
community care service for, 339-40 
content of ideas, 277 
course, 308-n 

crimes of violence in, 269—70 
delusions in, 144, 146-7, 365, 269, 270, 272-4, 
318-19 

depersonalization in, 122, 2S3 
derealization in, 383 
diagnosis, 314-20 

differential, 318, 320-2 

from affective disorder, 221-2 

from alcoholism, 406-7 

from amphetamine psychosis, 300, 321, 422 

from cocaine addiction, 431 

from epileptic psychosis, 474, 475 

from reactive disturbances, 58 
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differences between acute and chronic, in 17- 
hydroxicorticoid levels, 252 
discharge policy for, 339 
disturbances of volition in, 270-1. 718 
E E.G. in. 258, 456 
emotional disturbances in, 269-70, 319 
endocrine factor in, 252-3 
epilepuc dementia resembling end-state of 470 
environinental factor in, 238, 240, 245, 251-2, 262, 

expectation of, general and family, 245, 249-50 
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low fertility in, 323-4 
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metabolic factors. 253-7 ’ 
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Aleyer s explanation, 14 
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outcome, 305-8 
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age of onset, 288 
dinical picture, 287-92 

Post-ps)chotic callousness in 280 
premorbid intelligence, 307 
prognosis, pointers to. 114 
remissions, 291 
residual state, 306 
starting at menopause, 171 
steroid psychosis simulatine i6q 
treatment, 292 
by leucotomy, 154, 336 
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Schizophrenic(s) {coiU.) 

liKCcss of single people among, 784 
families of schizophrenics, 243-6, 250, 262, 317 
lack of insight, 279, 315 

rapport felt by doctor with, 270, 314 
making contact with, in treatment, 326, 329 
partially recovered, guardianship for, 752 
problem of accommodation for discharged, 340-r 
_ with clouding of consciousness, 299 
risks in families of, 245-6, 249-50, 323-5 
speech disturbances, 286-7 
state due to physical causes, 351 
style represented by catatonic symptoms, 287 
Schizophreniform psychosis, 302-5, 483 
relationship with schizophrenia, 302-5 
see also Schizophrenia, symptomatic 
Schneider’s concept of psychopathy, 60-1, 75 
on schizophrenia, 319 

School attendance, stammering starting with, 652 
for educationally subnormal, 713 
Medical Officer, decision of, as to education of 
subnormal cliild, 732-3 
phobia, 663-4 

Schoolchildren, difficulties of, due to minimal 
cerebral palsy, 689-90 
feeble-minded, 712-13 
hebephrenic, 280 
mass hysteria in, 664, 671 
Scotland, alcoholism in, 389 

boarding out and guardianship in, 752 
civil law and mental patient in, 756 
commitment procedure in, 742-3 
criminal responsibility in, 767-8 
definitions of mental disorders in, 737 
mental deficiency in, 694 

organization and administration of psychiatric ser- 
vices in, 754 

voluntary admission to hospital in, 737, 739 
Screaming attacks in infantile autism, 679, 684 
Seasonal incidence of suicide, 791-2 
mood changes in cyclothymic, 207 
Sedation in acute schizophrenia, 330, 332 
in anxiety reaction, loo-i 
in obsessional state, 135-6 
threshold in depression, 204 
in neuroses, 71-2 
Sedative drug addiction, 415-19 
Self, disturbance of, in schizophrenia, 270-1, 282, 
318,330 

Self-castration in trans-sexualism, 165, 166 
Self-deception in hysterical personality, iio-ii 
of alcoholic, 397-8 

Self-injury and self-poisoning ree Suicidal attempt 
Self-isolation in infantile autism, 679, 684 
progressive, in elderly, 546 
Self-reproach after abortion, 760 
after termination of pregnancy, 378 
of depressive, 147, 209, 586 
Self-scrutiny, anxious, in hypertension, 592 

attitude of, in post-concussional syndrome, 508, 
512 

compulsive, 94, 133 
in depersonalization, 120-1 
hypochondriacal, 94 

in arteriosclerotic psychosis, 594 
in post-encephalitic Parkinsonism, 515 
Senescence, mental disorders associated with, 537- 
610, 603 ... 

normal, and dementias, relation benveen, 603, 
605-7, 611-12 


Senile dementia, 549, 603-10 

aetiology and pathology, 604-7 

clinical picture, 607-9 

clouding of consciousness in, 6or, 607, 609 

depression in, 609 

diagnosis, 610 

from arteriosclerotic psychosis, 593, 595, 597, 
603-4, 607, 610 
from cerebral tumour, 528-9 
from general paralysis, 524 
from schizophrenia, 320 
early ascertainment of, 560 
concealment of, 608 
E.E.G. in, 557-8, 560 
hereditary factor, 604, 612 
hospitalization statistics, 190, 339-41 
in chronic late paraphrenia, 584 
incidence, 540-1, 603 
memory defect in, 603, 607-8 
mis-diagnosed, 218 
mortality, 585,. 604, 609 
personality disintegration in, 593, 595, 603 
premorbid, 604 
treatment, 610 
plaques, 603, 603-7 

in Alzheimer’s disease, 611-12, 614 
in cerebrovascular disease, 612 
in Jakob-Creutzfeldt’s disease, 619 
Sensory aphasia, 13 

defects associated with paraphrenia and paranoia, 
2 ?S. 580, 581 
schizophrenia, 259-60 

predisposing to mental disease in old age, 547-8 
deprivation, psychoses associated with, 379-81 
msturbances in mescaline intoxications, 433—3 
dysfunction, minimal, 691 
perception blunted by alcohol, 396 
blunting and perversion of, in low-grade defectives. 


Separation anxiety and school phobia, 663 
Septicaemia, mental complications, 384 
Serotonin rnetabolism, abnormal, in causation of 
schizophrenia, 236-7 

Serotonin-antagonist theory of action of LSD 25, 437 
Sex chromosomal abnormalities causing mental 
deficiency, 722-3 

differences in affective disorders, 190— i, 193—4, 

197 

in hypochondriasis, 142-3 
in paranoid reactions, 148 
in suicide, 791 

Psychological tests in, 169 
glands and symptomatic psychoses, 370 
Sexual activity, increased, in manic state, 162, 211 
assaidts on children by dements, 491 
by feeble-minded, 715 

behaviour, perversions of, in senile dementia, 609 
desire, flare-up of, in hebephrenic, 281 
increased, in alcoholism, 399 
in disseminated sclerosis, 531 
premenstrual, 372 
waning of, in old age, 53S, 57S 
development, 160-1 
disorders in child, 649-54 

m feeble-minded, 712. 71s 
bexual development, premature orperversely directed, 

_ causing masturbation, 650 
variability in pace of, 651 
deviation in aged, 578 

disorders, aversive deconditioning for, 185-6 
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Sexual development {cont.) 

dme, individual dilTerences in, 161-2 
low, in neurasthenia, 83 
education, 651 

excitement, protection of child against, 649 
tendency to, in amphetamine-takers, 421 
frigidity associated with anxiety, 89-90, i6a 
function, del eloping, causing anxiety symptoms, 
83 

disturbed in anxiety state, 91 
Ignorance causing impotence or frigidity, 162 
inhibition lessened by alcohol, 391 
instmct, Freudian theory, 17, 19, i6t 
offenders, castration of, 772 
perversion, 67, 159-75 
promiscuity in Huntington’s chorea, 62a 
of feeble-minded, 715 
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deprivation of, 381 
disorders in children, 641-3 
disturbance in anxiety reaction, 91, 93-4 
in clouded state, 347-8 

in depression, 79, 208, 210, 220, 229, 568, 570 
in hypertension, 592 
in late paraphrenia, 583 
in mania, 21a. 213 
in neurasthenia, 83 
in schizophrenia, 257, 285 
in senile dementia, 607 
in thyrotoxicosis, 363 
epileptic attack occurring during, 463 
induction of. provoking epileptiform activity m 
E E.G , 448 

lack of, psychoses due to, 4s6 


■ nsonism, 514 

a v«...iiuia, uisiurocd, m brain 

disease, 485 

Sleeplessness as withdrawal symptom, 408, 425, 430 
due to amitriptyline, 579 

early induction of menopause, 371 
mercury poisoning, 443 
in acromegaly, 368 
m chorea, 38a 
m general paralysu, 521 
m heart failure, 362 
m typhus. 383 
m uraemia, 362 
post-concussional, 503, 507 
severe, and suicide, 797 
treatment by sedation, 415-16 
itt alto Wakefulness 
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Smallpox, delirium in, 384 
Social uixietiea, 95-6 

hehavnour, distuibance of, in child, 656-60 
breakdown syndrome, 804-5 
cl^ and related factors in psy chiatric illness, 784-6 
in relation to alcoholism, 413 
drug addiction, 415 
suicide, 790 

contacts, topping of, causing isolation in elderiy. 
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preventing delinquency, 656 
decline of schizophrenic, 281, \n 
difficulties of epileptic child, 674 
wsintcgration in relation to mental health, 782 
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hcacliiche, gi 

premenstrual state of, 88, 371-2 
state, due to stammering, 653 
in irritability, 137, 140 
symptoms in neurosis in aged, 577 
in senescence, 88 

Terman-Mcrnll (Form L) test, 555 
vocabula^ fest, 492 

Terman-Miles test in homosexuality, 169 
Termination 6f pregnancy, 377-9, 759“62 
Terror, outburst of, in hebephrenia, 282 

reaction clicitated by hallucinations of delirium 
tremens, 401 
Tetanus, 344, 384 

Tetany, childhood convulsions due to, 672-3 
due to hyperventilation in agoraphobia, 93 
Tetra-ethyl-lead poisoning, 443 
Tetraethylthiuram disulphide in alcoholism, 410-11 
Thalamic centre, influence on personality, 74, 76 
tumours, psychological effects, 497-8 
Thebaine, 422 

Therapeutic addicts, elderly, supplying of, 775 
community concept in schizophrenia, 327-8, 334 
response, testing classification by, 12-13 
Thieving associated with fetishism, 164 

maternal deprivation, 636 ' 

by child, 659 \ 

associated with encopresis, 648 
by mental defective, 716, 718 
Thinking, dissociation of, in schizophrenia, 264-5 
impairment in altitude sickness, 439 
incoherent, in psychoses, 349 
over-inclusive, in schizophrenia, 266 
Thiopentone contra-indicated in acute schizophrenia, 
332 

in abreactive therapy, 174, 181-2 
injections in anxiety reactions, 101-2 
in depersonalization with anxiety, 124 
in electroconvulsive therapy, 234 
Thiopropazate, 331 
Thioridazine, 331, 333 

in epileptic psychosis and mood states, 478 
in Huntington’s chorea, 625 
in treatment of symptomatic psychoses, 387 
Thought, content of, in deliria of aged, 601 

disorder, formal, in schizophreniform psychoses, 

303 

in alcoholic, 398 
in cannabis poisoning, 428 
in dementia, 491 
in disseminated sclerosis, 531 
in epilepsy, 320-1 

in parents of schizophrenic, 246, 262 
of schizophrenia, 264-g, 277, 280-1, 291, 316-18 
diagnosis from delirious state, subacute, 321 
I in residual state, 305-6 

f puerperal, 376 
' echo, schizophrenic, 275 

impoverishment due to memory- defect, 488 
in dementia, 491 
in epilepsy, 458, 468-70 

interruptions of stream of, in cannabis poisoning, 

retarded, in paralvais agitans, 516 
under duress, schizophrenic description, 268, 270 
Thought-blocking, schizophrenic, 268, 316 
Thought- withdrawal, schizophrenic, 268, 319 
Threshold phenomena, in explanation of dementias. 


Thumb-sucking, 655 , . 

Thyroid, absent or non-functiom. 
cretinism, 726-7 
function in schizophrenia, 253 
Thyrotoxic psychoses simulating affecti 
220-1 

Thyrotoxicosis, anxiety reaction and, 87, 
diagnosis f^rom anxiety neurosis, 362-3 
psychiatric disorder in euthyroid pati 
psychiatric picture, 362-3 
Thyroxine in myxoedema, 367 

with reduced protein in catatonia, 254 
Tics, behaviour therapy in, 186 
due to brain damage, 76 
in child, 654-5 

post-encephalitic, 514-15, 675 _ 

Time, disorders of, due to mescaline intoxicat, 
orientation in, 40 

perception, abnormalities in, post-infective 
Tobacco dependence, 414 

exaggerated susceptibility to, in brain inju 
Toilet training, 646-7 
Tolbutamide test for hypoglycaemia, 370 
Topalgia in hysterical child, 664 
Torsion dystonia in Wilson s disease, 517 
Tower skull, 727 

Toxaemia of pregnancy, psychotic symptoms 
precipitating depressive reaction, 79 
Toxic metabolite theory of schizophrenia, 25. 

psychosis, severe, due to uraemia, 362 
Toxic-infective delirium of old age, 601 
Toxins, bacterial, as cause of symptomatic psj 
344 

Toxoplasmosis, congenital, causing mental def 

707 . , . , 

Traction diverticulum associated with post-tn 
epilepsy, 506 

Tradition, effect on personality development, 
Training centre for educationally subnormal, 
for feeble-minded, 714 
in development of personality, 23 
Tramps, schizophrenic, 278, 306 
Trance, hysterical, 115 
Tranquillizers in anxiety reaction, ror 
in barbiturate dependence, 418 
in delirious states in aged, 602 
in neurosis in aged, 579 
with insulin therapy in schizophreniform ps; 

r 304 

Transference, analytical concept of, 179 
Transmarginal inhibition, 23 
stimulation, 22, 24 
Trans-sexualism, 164-7 

and homosexuality, 169, 173 
Transvestism, 164-6 
Tranylcypramine, 200-2 
Traum-,' mental disorder following, 483-532 
Tremor due to mercury poisoning, 443 
‘flapping’, of liver disease, 360 
following barbiturate withdrawal, 418-19 
in alcoholism, chronic, 399 
in delirium tremens, 401 
in Jakob-Creutzfeldt’s disease, 620 
in Parkinsonism, 514 
of face in general paralysis, 523 
Trial, finding of insanity at, 764-^ 

Tricyclic compounds, 201-2, 230 
Tri-ethyl-lead poisoning, 443 
Trifluoperazine, 331, 333 
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contend, that given help, the result may be beneficial as the individual may be enabled to 
make a more effective response in the future. If unaided he may decline to a lower efficiency, 
into emotional instability, preoccupation, feelings of guilt and persistent hostility. The 
outcome of crises such as puberty, physical illness and disabilities, old age, bereavement, 
the sudden challenges of a new job or promotion at work, is decided in part by the indivi- 
dual’s resources of personality but also by the help and advice that he is able to secure. 
It is pointed out that such crises present a particularly favourable opportunity for inter- 
vention, in that all parties concerned are eager to receive advice and to make the necessary 
adaptations to avert damage. However, most agencies concerned with mental health work 
are too inflexible to make a prompt response to meet or to change the situation. 

Another concept widely applied is that of the ‘target’ population (Caplan, 1964). 
These are persons particularly subject to stress, such as prospective parents, migrants 
and adolescents. Caplan considers that there is a case for preventive intervention in such 
groups to improve the quality of their interpersonal relationships and avert breakdown. 
Yet another group are the ‘carriers’ ; subjects who are not themselves ill but adversely affect 
the mental health of their dependents through the distorted relationships that they establish. 
At ‘Well-baby Clinics’ Caplan (1961) has identified some 10 per cent, of mothers as ‘carriers’. 

‘Crisis intervention' has been the subject of many publications; a recent volume edited 
by Parad (1965) was devoted to it. The basic assumption of workers in this field is that 
the family has to be considered as a unit. It is held that the one-generation family unit 
in a highly mobile society is in a particularly vulnerable situation. Failure to make roots 
in the community exposes such families to severe stress in periods of crisis, since the 
typical American community, while welcoming at a superficial level, does not evince deep 
feelings of responsibility for members experiencing prolonged difficulties. The underlying 
assumption made here, that urban communities are largely composed of one generation 
families with consequent isolation of younger and older generations alike, has been recently 
submitted to critical tests and found wanting (see p. 544). Intervention at an early stage 
of the life-span is regarded as important and many programmes are directed towards 
children and their families. According to Caplan, individuals (also the family group or the 
group as constituted by the inmates of an institution) function as systems in constant inter- 
change with their environment. Crises create tensions within the system and disturbance of 
equilibrium can be regained through adjustments, through internal changes or by altera- 
tions in the relations of the system to the external world. This presupposes that the kind 
of action needed to restore equilibrium in a specific situation is known and that, in the 
presence of emotional disturbance or mental disorder, such external or internal adjustment 
would have the desired effect. It is thought that these forms of intervention should be 
evaluated frequently and changed if found to be unproductive. 

Two main routes of casework with families emerge. One of these proceeds through 
traditional agencies such as, for example, counselling provided at a family agency (analagous 
to the Marriage Guidance Council of Great Britain) where disharmony in marriage can 
be eased and sound attitudes towards the marriage relationship fostered or an unhappy 
marriage averted as a result of appropriate advice. The second is case-finding undertaken 
experimentally in the first place at pre-natal and post-natal clinics, schools, community 
health centres, group service agencies and in other settings. The technique in each case is 
twofold (a) to cushion or reduce the impact of stress and (b) to encourage and support 
family members in mobilizing and using their capacities. 

At the Community Mental Health Center in Boston anticipatory guidance is offered by 
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Caplan and his associates in a form of mental health consultation which he describes as 
more than education, yet more restricted in its aims than psychotherapy. Since the pro- 
gramme needed to provide even a limited service for intervening in crises within the com- 
munity would be very great, the suggestion is made that psychiatrists, psychologists and 
psychiatric social workers would be best employed as instructors w’orking through general 
practitioners, nurses, school-teachers, clergymen and others with a supervisory role, who 
would in fact act as councellors or therapists. As there is a general shortage of personnel this 
would inevitably cause existing psychiatric resources to be ‘spread thin’ so as to make 
services more widely available to more people. However, in emphasizing the need for 
primary prevention along these lines Giplan (1961) disclaims any intention to belittle the 
importance of early treatment and arrest of illness or of attempts to reduce the disablement 
that established illnesses produce. In the case of adult psychiatry primary prevention is 
regarded as only one facet of a comprehensive community mental health scheme in which 
mental hospitals have their place. 

Considerable importance is attached to the role of the family doctor in preventive work. 
His responsibility extends to the whole family unit. He is in an ideal position to assess to 
what extent disability is likely to have arisen fVom stresses and hardships within the family. 
He is also well-placed to assess the effects that any illness in one of its members is likely 
to exert economically, psychologically and socially on the whole group. He can make 
arrangements for treatment that produce the least possible dislocation and damage to the 
life of the family and arrange for domiciliary care for mother or child wherever possible 
as an alternative to separating them by hospital admission. This is a time-honoured role 
for the family doctor but one that under modern conditions has tended to fall into disuse. 
It should be remembered, however, tlrat Caplan and many other writers on this subject 
are addressing themselves primarily to an American audience. 

Not only in America but also in Europe and Great Britain, social psychiatry has to 
contend w’ith the difficulties of having a wide variety of uncoordinated institutions and 
agencies undertaking family casework. The task of integration is formidable, and is made 
no easier by lack of the personnel who are to make contact with the fanuly in the home. 
The prospects are very remote that we shall be able to train an adequate staff to undertake 
ambitious programmes of prophylaxis, as well as those of therapy. It is true that the available 
resources liave ro be realistically deployed; and some system of priorities seems to be called 
for. Caplan takes the view that selection of cases for treatment can no longer be left to the 
haphazard processes of patient-demand, nor are referrals to be based on therapeutic predic- 
tions. He says that the 'community implications of our treatment’ should also be given 
weight. The phrase is an indefinite one. If it is meant to imply that the degree of suffering, 
hardship, danger or disability, incurred by the individual is to be replaced as the criterion 
for selection by an assessment of social consequences (bound at the present time to be 
vague and subjective, to say the least), then there will be few psychiatrists prepared to 
follow him. Until more objective evidence is available about the results of preventive work, 
the responsibility of the psychiatric team, on pragmatic as well as humane grounds, will 
be in the first place towards the sick and disabled. 


Primary Prevention 

Gruenberg (1957) has made the point that measures for control of mental disorder, 
as far as present knowledge will permit, should not be paralysed by a sense of ignorance 



